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Abstract
BACKGROUND—The risk of incident CVD has been shown to be greater among diabetic
women than men but gender differences in clinical outcomes among diabetics hospitalized with
CVD is not established. We aimed to determine if HbA1c was associated with 30-day and 1-year
CVD rehospitalization, and total mortality among diabetics hospitalized for CVD, overall and by
gender.

METHODS—This was a prospective analysis of diabetic patients hospitalized for CVD, enrolled
in an NHLBI-sponsored observational clinical outcomes study (N=902, 39%female, 53%racial/
ethnic minority, mean age 67±12 years). Laboratory, rehospitalization and mortality data were
determined by hospital-based electronic medical record. Poor glycemic control was defined as
HbA1c≥7%. The association between HbA1c and clinical outcomes was evaluated using logistic
regression; gender modification was evaluated by interaction terms and stratified models.

RESULTS—HbA1c≥7% prevalence was 63%(n=566) and was similar by gender.
HbA1c≥7%vs.<7% was associated with increased 30-day CVD rehospitalization in univariate
(OR=1.63;95%CI=1.05–2.54), and multivariable-adjusted models (OR=1.74;95%CI=1.06–2.84).
There was an interaction between glycemic control and gender for 30-day CVD rehospitalization
risk (p=0.005). In stratified univariate models, the association was significant among women
(OR=4.83;95%CI=1.84–12.71), but not among men (OR=1.02;95%CI=0.60–1.71). The
multivariate adjusted risk for HbA1c≥ 7%vs.<7% among women was 8.50(95%CI=2.31–31.27)
and 1.02(95%CI=0.57–1.80) for men. A trend toward increased 30-day/1-year mortality risk was
observed for HbA1c<6%vs.≥6% for men and women.

CONCLUSIONS—Risk of 30-day CVD rehospitalization was 8.5-fold higher among diabetic
women hospitalized for CVD with HbA1c≥7%vs.<7%; no association was observed among men.
A trend for increased 30-day/1-year mortality risk with HbA1c<6% deserves further study.
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Few studies in real world settings have examined gender differences in the association
between glycemic control and clinical outcomes among diabetic patients hospitalized for
CVD. There is debate about whether prognosis after CVD hospitalization is different by
gender, as several studies have shown worse prognosis for women after acute coronary
syndromes,1–3 while others failed to show this disparity after MI, coronary artery bypass
grafting and percutaneous coronary intervention.4–9 Gender differences have not been
adequately studied among diabetic populations in a post-statin era and during a time of
heightened focus to reduce gender disparities. While there is evidence that poor glycemic
control in patients with CVD is associated with worse outcomes and rehospitalization,10, 11

others have failed to document an association,12–14 and it is not established whether
glycemic control impacts outcomes and rehospitalization equally in women and men.
Barrett-Connor et al showed that diabetes was associated with a 3-fold increase in fatal CVD
among women compared to a 2-fold increase among men in a population based longitudinal
study.15 A subsequent meta-analysis documented that diabetes was associated with a 50%
increased risk for fatal CVD among women compared to men; the excess risk was largely
explained by adverse risk profiles or possible treatment differences.16 Given the increasing
focus on reducing rehospitalization rates to improve overall quality of care and lower health
care costs,17–19 understanding risk factors for rehospitalization, such as glycemic control is
important. Data is lacking from contemporary studies that examine gender differences in the
association between glycemic control and rehospitalization and mortality in diabetic
patients.

The purpose of this study was to evaluate the independent association between glycosylated
hemoglobin A1c% (HbA1c) and 30-day CVD rehospitalization rates among diabetic patients
hospitalized for CVD, and to determine if the association varied according to gender after
adjustment for potential confounders. Additional aims were to evaluate the association
between HbA1c and 1-year CVD rehospitalization and all-cause rehospitalization and all-
cause mortality at 30 days and 1 year.

RESEARCH DESIGN AND METHODS
Study Design and Participants

This study was a prospective analysis of diabetic patients hospitalized for CVD (N=902)
who participated in the National Heart, Lung and Blood Institute-sponsored Family Cardiac
Caregiver Investigation To Evaluate Outcomes (FIT-O) study. The design and methods of
FIT-O have been previously described.20 Briefly, FIT-O was a prospective cohort study that
evaluated patterns of caregiving and the relation to clinical outcomes of consecutively
admitted patients to the cardiovascular service at an academic medical center (93%
enrollment rate, N=4500). Patients who were unable to read or understand English or
Spanish, lived in a full-time nursing facility, had a mental status that made them unable to
participate, or refused to participate were excluded.

The current study included FIT-O participants with physician-documented diabetes (type 1
and type 2) who had a glycosylated hemoglobin A1c % (HbA1c) documented in the
electronic medical record (EMR) within 12 months of the index admission. Among all
patients with physician documented diabetes (n=1387), 485 (35%) had no HbA1c
documented in the EMR within 12 months of the index admission and were thus excluded.
The institutional review board of Columbia University Medical Center (CUMC) approved
the study.
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Baseline Assessment
Participant baseline characteristics, medical history, admission primary diagnoses and
prescribed medications were documented by standardized electronic chart review. Medical
records were accessed using a secure and comprehensive electronic clinical information
system at New York Presbyterian Hospital (NYPH)/CUMC. All research staff members
were Health Insurance Portability and Accountability Act trained and certified in the use of
this clinical information system. Current and previous medical conditions, including
myocardial infarction (MI), congestive heart failure (CHF), stroke, renal disease, chronic
obstructive pulmonary disease (COPD), peripheral vascular disease (PVD), smoker,
dyslipidemia as well as type 1 or type 2 diabetes were collected from the EMR and were
classified according to International Classification of Disease, 9th Revision (ICD-9) billing
codes and physician or nurse practitioner notes. Insulin-dependent diabetes was defined as
documented insulin prescription on discharge from the hospital. A trained research nurse
collected medical history data. The admission diagnosis (CVD vs. non-CVD) was
determined from ICD-9 billing codes for admission or primary diagnosis, and was validated
in a sub-study by a blinded independent physician reviewer.21

A comorbidity index, Ghali, was calculated for all participants using the medical history
data obtained through EMR review. The Ghali index ranges from 0 to 11 with 0 being
lowest risk and weighs conditions such as MI, CHF, PVD and moderate or severe renal
disease. Scores ≥1 are consistent with significant co-morbidities.22–24 Admission type was
classified as surgical (cardiac) vs. non-surgical. The names and/or types of prescribed
medications were obtained from the EMR discharge notes and supplemented by ambulatory
EMR, if needed. Caregiving status, which we have previously shown to be linked to
rehospitalization and mortality, was assessed by standardized questionnaire administered to
each participant at baseline.21, 25, 26 A caregiver was defined as a paid professional (e.g.,
nurse/home aide) or an informal (nonpaid) person who assists the patient with medical and/
or preventive care.

Assessment of Glycemic Control
HbA1c level was documented from the EMR obtained in the central hospital laboratory and
analyzed using Bio Variant 2. The HbA1c result obtained closest to the admission date
(within 1 year) was used if no admission value available. Among hospitalized diabetics in
this study, 89% had HbA1c documented within 3 months of admission. Poor glycemic
control was defined as HbA1c≥7%. Intensive glycemic control was defined as HbA1c<6%.

Assessment of Clinical Outcomes
The primary clinical outcome was 30-day CVD rehospitalization. Other outcomes included
CVD rehospitalization at 1 year and all-cause rehospitalization and all-cause mortality at 30
days and 1 year. Rehospitalization was systematically obtained from the NYPH/CUMC
electronic clinical information system, which is updated daily. The participants’ admitting
date, admitting diagnoses and primary diagnoses for each hospitalization and
rehospitalization were recorded. The readmission type was classified as CVD vs. non-CVD
using ICD-9 billing codes. To supplement the outcome data collected by the clinical system,
all participants were systematically contacted via mail or telephone 1 year after the index
hospitalization/baseline survey date and were queried regarding rehospitalization in the past
year (81% response rate). Rehospitalization was defined as rehospitalization at NYPH or
elsewhere. Analyses using this definition have been similar to the analyses limited to
readmission to NYPH only.21, 25 Vital status was obtained from the clinical information
system, which was updated monthly with National Death Index data. All mortality data were
considered complete after a status update at a minimum of 18 months following
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hospitalization for all participants to reduce misclassification of vital status due to delays in
reporting.

Data Management and Statistical Analysis
All data were double checked for errors and stored in a Microsoft Access database.
Descriptive data are presented as frequencies and percentages. The univariate association
between HbA1c and rehospitalization was evaluated by chi square analysis. Logistic
regression was utilized to adjust for potential confounders including demographic (age, race/
ethnicity, gender, health insurance, caregiving) and comorbidities (MI, CHF, stroke, renal
disease, COPD, insulin-dependent diabetes, admission type (surgical [cardiac] vs. non-
surgical) and prescription of evidenced-based medications on discharge (statin, Angiotensin-
converting enzyme inhibitor (ACE-I)/Angiotension receptor blockers (ARB), beta-blockers,
antiplatelets) and to test for statistical interaction by gender using a using cross-product term
(HbA1c X Gender). Stratified analyses were used to further evaluate interaction by gender.
Analyses were conducted using SAS software (version 9.2; SAS Institute, Cary, North
Carolina). Statistical significance was set at p<0.05.

Funding Sources
This study was funded by the Nation Heart, Lung and Blood Institute (2R01 HL075101), a
National Institutes of Health Career Award (K24 HL076346) (Principal Investigator, Dr.
Mosca) and an NIH T32 training grant (HL007343) (Dr. Mochari-Greenberger). The authors
are solely responsible for the design and conduct of this study, all study analyses and
drafting and editing of the paper.

RESULTS
The baseline characteristics of the study population and differences among men and women
are listed in Table 1. Among 902 hospitalized CVD diabetic patients, the mean age was
67±12 years. More than half of participants were racial/ethnic minorities and approximately
one-third were women. More women vs. men were older than age 65 (64% vs. 55%,
p=0.01), were racial/ethnic minorities (60% vs. 48%, p=0.01), and lacked health insurance
(26% vs. 19%, p=0.01) compared to men.

The mean HbA1c was 7.8%±1.8%. Approximately two-thirds of participants had HbA1c≥7%
which did not significantly differ between women and men (61% vs. 64%, p=ns). Forty-four
percent of participants had insulin-dependent diabetes, which did not vary significantly
between women and men (45% vs. 44%, p=ns); 98% of participants were classified as type
2 based on physician documentation and ICD-9 billing codes.

The overall 30-day rehospitalization rate was 13% (n=119). Ninety-one percent of 30-day
rehospitalizations were for CVD (n=108), and the rate was similar for women vs. men (11%
vs. 13%, p=ns). The overall 1-year rehospitalization rate was 57% (n=511). Eighty-five
percent of 1-year rehospitalizations were for CVD (n=434), and the rate was not
significantly different for women and men (52% vs. 46%, p=ns).

Poor glycemic control (HbA1c≥7% vs.<7%) was associated with an increased risk of 30-day
CVD rehospitalization (OR 1.63, 95% CI 1.05–2.54) (Table 2). There was a significant
interaction between HbA1c and gender for risk of 30-day CVD rehospitalization (p=0.005).
In gender stratified univariate analysis, the risk of 30-day CVD rehospitalization was
significant among women with HbA1c≥7% vs.<7% (OR 4.83, 95% CI 1.84–12.71); no
significant association was observed among men (OR 1.02, 95% CI 0.60–1.71). This gender
difference was observed across the following substrata: 1) demographic (e.g. age, race/
ethnic group, health insurance, caregiving), 2) past medical history (e.g. previous MI, CHF,
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Coronary Heart Disease [CHD]), 3) discharge diagnoses (e.g. CHD, CHF), 4) standard
medical therapies (e.g. statin, ACE-I/ARB, beta-blocker, antiplatelets) and 5) reason for
rehospitalization (e.g. CHD, CHF) (data not shown).

The association between potential confounders and 30-day CVD rehospitalization are
presented in Table 2. Prior CHF (OR 1.64, 95% CI 1.09–2.48) and GHALI comorbidity
index ≥ 1 (OR 1.61, 95% CI 1.05–2.46) were significant predictors of 30-day CVD
rehospitalization. Discharge prescriptions of evidence-based medications were not a
significant predictor of 30-day CVD rehospitalization, and notably the majority of patients
were prescribed evidence-based therapies at discharge.

Table 3 shows the association between HbA1c≥7% and increased risk of 30-day CVD
rehospitalization remained significant after adjustment for demographics and comorbidities
(OR 1.77, 95% CI 1.08–2.91). The multivariate adjusted association between HbA1c≥7%
and risk of 30-day CVD rehospitalization was observed among women (OR 8.50, 95% CI
2.31–31.27) but not among men (OR 1.02, 95% CI 0.57–1.80). The multivariate adjusted
association between HbA1c≥7% and risk of 30-day all-cause rehospitalization showed a
similar relationship, (OR 1.55, 95% CI 0.97–2.49), and was observed among women (OR
6.51, 95% CI 2.04–20.79) but not among men (OR 0.91, 95% CI 0.52–1.57). The trend was
similar but not statistically significant for 1) the 1-year CVD rehospitalization [whole study
population (OR 1.24, 95% CI 0.91–1.70), among women (OR 1.38, 95% CI 0.81–2.35),
among men (OR 1.09, 95% CI 0.73–1.63)] and 2) the 1-year all-cause rehospitalization
[whole study population (OR 1.24, 95% CI 0.91–1.70), among women (OR 1.46, 95% CI
0.85–2.49), among men (OR 1.07, 95% CI 0.72–1.59)].

Intensive glycemic control (HbA1c<6%) vs. HbA1c≥6% was not associated with risk of 30-
day CVD rehospitalization (OR 0.82, 95% CI 0.36–1.84) and was not significantly different
between men and women. HbA1c<6% vs. HbA1c≥6% was not associated with risk of 30-day
allcause rehospitalization (OR 1.13, 95% CI 0.56–2.27), 1-year CVD rehospitalization (OR
0.87, 95% CI 0.53–1.43), or 1-year all-cause rehospitalization (OR 0.99, 95% CI 0.61–1.63)
and no significant gender differences were observed.

The overall 30-day mortality rate was 3% (n=28) and did not differ by gender (women: n=9;
men: n=19, p=ns). The 1-year mortality rate was 12% (n=109) and was similar for women
(n=38) and men (n=71, p=ns). Intensive glycemic control (HbA1c<6%) vs. HbA1c≥6% was
associated with a non-significant increase in 30-day mortality (OR 1.47, 95% CI 0.43–4.99)
and 1-year mortality (OR 1.42 95% CI 0.72–2.80) and the trends were similar for women
and men.

CONCLUSIONS
Discussion

Among diabetic patients hospitalized for CVD, HbA1c≥7% vs.<7% was associated with a
significant increased risk of 30-day CVD rehospitalization which varied significantly by
gender. Notably, the increased risk associated with poor glycemic control was 8.5-fold
among women in gender-stratified multivariable adjusted models; no association was
observed among men. The gender disparity was not explained by differences in age or other
measured confounders. The association between HbA1c≥7% and 30-day all-cause
rehospitalization and 1-year rehospitalization (all cause and CVD) followed similar trends.
We also documented that intensive glycemic control (HbA1c<6%) vs. ≥6% was associated
with a non-significant increased 30-day and 1-year mortality risk but our ability to examine
gender differences in mortality was limited due to the small number of deaths in this
population.
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The observed association between HbA1c≥7% and the 63% increased risk of CVD
rehospitalization in this study of consecutively hospitalized patients is consistent with Ueda
et al who showed that in a registry of diabetic patients, increased HbA1c in diabetic patients
was associated with a 40% increased risk of major adverse cardiovascular events after
successful PCI, but the gender specific results were not reported.10 Corpus et al showed a 2-
fold increased risk of cardiac rehospitalization and 3-fold increased risk of revascularization
of the targeted vessel within 12 months in diabetic patients with poor glycemic control who
underwent PCI compared to those with HbA1c<7%, but no gender differences were noted.11

In contrast, Chan et al did not show a statistically significant association between poor
glycemic control and major cardiovascular events, rehospitalization, or mortality in diabetic
patients admitted with an acute coronary syndrome, but the study was limited by a small
sample size.12

We observed an increased risk of rehospitalization among women but not among men,
which is similar to studies that have shown greater adverse affects of diabetes in women
compared to men with respect to risk of CVD.27, 28 The majority of rehospitalizations in the
current study were due to CVD and trends were similar for all-cause rehospitalization. Our
study showed that the association between HbA1c≥7% vs.<7% and 30-day CVD
rehospitalization among women was independent of measured cofounders but likely there
are unmeasured factors (e.g. social) that contribute to disparate CVD risk that we did not
measure. Potential explanations for the increased risk of rehospitalization in diabetic women
with elevated HbA1c may include traditional pathways in diabetic patients that elevate short
term CVD risk such as inflammation and procoagulation, 29, 30 but may also be related to
non-adherence to lifestyle and medication recommendations. 31 The possibility that gender
differences in pathophysiology and risk factor control may influence the association between
glycemic control and outcomes deserves further study.

We documented a non-significant association between intensive glycemic control
(HbA1c<6%) and increased 30-day and 1-year mortality risk. These results are consistent
with what was observed in Action to Control Cardiovascular Risk in Diabetes (ACCORD), a
randomized-controlled study designed to determine whether intensive glycemic control in
diabetic patients could reduce CVD events, which documented that intensive glycemic
control was associated with increased mortality.32 Others have shown in a long-term follow-
up that intensive glycemic control was associated with increased mortality for unclear
reasons, and suggested that the difference may have been related to the effect of using
multiple glucoselowering medications rather than hypoglycemia.33 Furthermore, Aggarwal
et al showed in a large cohort with long-term follow-up that in persons without diabetes, low
HbA1c (<5%) was associated with an increased risk of mortality, perhaps suggesting that
low HbA1c may be a marker of poor health.34 The mechanisms associated with increased
mortality could not be evaluated in this cohort, and the number of deaths was too few to
evaluate by gender.

The present study had limitations that should be considered. There may have been
misclassification of glycemic control due to measurements within one year of admission,
however this was non-differential with respect to gender, and therefore unlikely to impact
conclusions about the interaction of gender on the relationship between HbA1c and
outcomes. Some participants may have been rehospitalized outside of NYPH/CUMC that
were not captured, but our prior work evaluating outcomes at 1 year in this population
showed that missing data were also non-differential with respect to gender and other
baseline characteristics.21 Our ability to evaluate mortality data according to subgroups such
as age and gender was limited by the sample size due to low 30-day and 1-year mortality
risk. There may be likely unmeasured confounders that contribute to the association between
glycemic control and outcomes not evaluated in this study.
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Implications
The finding that women with poorly controlled diabetes are at substantially higher risk for
30-day rehospitalization than their male counterparts has several implications for medical
policy, reimbursement and prevention. Appropriate management of diabetes among women
with CVD is critical given the risk of rehospitalization associated with poor glycemic
control and the possibility of increased mortality associated with overly intensive control.
Our data support the recommendation from the Institute of Medicine that gender-specific
analyses should be conducted and reported.35 These data also suggest that models of
reimbursement related to 30-day rehospitalization risk may need to consider gender as well
as diabetic status and glycemic control. Further research is needed to understand the etiology
of gender differences in glycemic control and clinical outcomes, and to evaluate
interventions to reduce gender differences in rehospitalization associated with poor glycemic
control.
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Table I

Baseline Characteristics of Diabetic Patients Admitted to the CVD Service

ALL
N=902

WOMEN
n=355

MEN
n=547

p value
(women vs. men)

n (%) n (%) n (%)

Demographics

  Age (≥ 65 years vs. <65 years) 527 (58%) 227 (64%) 300 (55%) 0.01

  Race/ethnic group* (minority vs. white) 437 (53%) 198 (60%) 239 (48%) 0.01

  Gender (male vs. female) 547 (61%) - - -

  Health insurance (none or self-pay vs. insured) 199 (22%) 94 (26%) 105 (19%) 0.01

  Caregiving (paid or informal caregiver vs. none) 426 (47%) 183 (52%) 243 (44%) 0.04

Glycemic Control

  Insulin-dependent diabetes (yes vs. no) 397 (44%) 156 (45%) 241 (44%) 0.97

  HbA1c≥7% 566 (63%) 216 (61%) 350 (64%) 0.58

  HbA1c 6.0%-<7% 267 (29%) 114 (32%) 153 (28%) 0.18

  HbA1c<6.0% 69 (8%) 25 (7%) 44 (8%) 0.34

Comorbidities

  Prior/Current MI (yes vs. no) 340 (38%) 126 (35%) 214 (39%) 0.27

  Prior/Current CHF (yes vs. no) 293 (33%) 117 (33%) 176 (32%) 0.81

  Prior/Current stroke (yes vs. no) 125 (14%) 49 (14%) 76 (14%) 0.97

  Prior/Current moderate to severe renal disease (yes vs. no) 286 (32%) 106 (30%) 180 (33%) 0.34

  Prior/Current COPD (yes vs. no) 67 (7%) 22 (6%) 45 (8%) 0.26

  Prior/Current PVD (yes vs. no) 160 (18%) 62 (17%) 98 (18%) 0.86

  Current smoker (current vs. prior or never) 72 (8%) 24 (7%) 48 (9%) 0.28

  Dyslipidemia history (yes vs. no) 628 (70%) 247 (70%) 381 (70%) 0.98

  Ghali Comorbidity Index ≥1 (yes vs. no) 512 (57%) 193 (54%) 319 (58%) 0.24

  Had cardiac surgery during admission (yes vs. no) 130 (14%) 47 (13%) 83 (15%) 0.42

Prescribed medications on discharge

  Statin (yes vs. no) 741 (82%) 292 (82%) 449 (82%) 0.95

  ACE-I/ARB (yes vs. no) 482 (53%) 206 (58%) 276 (50%) 0.03

  Beta-blocker (yes vs. no) 708 (78%) 276 (78%) 432 (79%) 0.66

  Antiplatelet (yes vs. no) 774 (86%) 302 (85%) 472 (86%) 0.61

  New insulin (yes vs. no) 87 (10%) 30 (8%) 57 (10%) 0.33

*
71 missing, n=831
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Table II

Univariate Associations between HbA1c≥7% vs. <7%, Comorbid Conditions, Medications and 30-day CVD
Rehospitalization

30-day CVD Rehospitalization

OR (95%CI)

Main Outcome

  HbA1c>7% vs.<7% (Overall) 1.63 (1.05–2.54)

    Female 4.83 (1.84–12.71)

    Male 1.02 (0.60–1.71)

Demographic Conditions

  Age (>65 years vs. <65 years) 1.30 (0.86–1.97)

  Race/ethnic group (minority vs. white) 1.22 (0.80–1.87)

  Gender (male vs. female) 1.22 (0.80–1.86)

  Health insurance (none or self-pay vs. insured) 1.07 (0.67–1.73)

  Caregiving (paid or informal caregiver vs. none) 1.29 (0.86–1.93)

Comorbid Conditions

  Insulin-dependent diabetes (yes vs. no) 1.21 (0.81–1.81)

  Prior/Current MI (yes vs. no) 1.32 (0.88–1.98)

  Prior/Current CHF (yes vs. no) 1.64 (1.09–2.48)

  Prior/Current stroke (yes vs. no) 0.92 (0.50–1.66)

  Prior/Current moderate to severe renal disease (yes vs. no) 1.37 (0.90–2.08)

  Prior/Current COPD (yes vs. no) 1.49 (0.76–2.95)

  Prior/Current PVD (yes vs. no) 1.06 (0.63–1.78)

  Smoking status (current vs. prior or never) 1.05 (0.51–2.19)

  Dyslipidemia history (yes vs. no) 0.90 (0.58–1.38)

  Ghali Comorbidity Index >1 (yes vs. no) 1.61 (1.05–2.46)

  Had cardiac surgery during admission (yes vs. no) 0.79 (0.43–1.46)

Prescribed medications on discharge

  Statin (yes vs. no) 1.19 (0.69–2.05)

  ACE-I/ARB (yes vs. no) 1.25 (0.83–1.88)

  Beta-blocker (yes vs. no) 0.85 (0.53–1.36)

  Antiplatelet (yes vs. no) 1.52 (0.79–2.93)

  New insulin (yes vs. no) 0.72 (0.34–1.54)
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Table III

Multivariate Models: Association between HbA1c≥7% vs.<7% and 30-day CVD Rehospitalization among
Diabetic Patients Admitted for CVD

Overall Gender Stratified

Variable Women Men

OR (95% CI) OR (95% CI) OR (95% CI)

Main Outcome

  HbA1c>7% vs.<7% 1.77 (1.08–2.91) 8.50 (2.31–31.27) 1.02 (0.57–1.80)

Demographic Conditions

  Age (>65 years vs. <65 years) 1.26 (0.80–2.01) 2.96 (1.08–8.12) 0.90 (0.51–1.57)

  Race/ethnic group (minority vs. white) 1.17 (0.74–1.85) 0.89 (0.38–2.10) 1.40 (0.79–2.48)

  Gender (male vs. female) 1.53 (0.96–2.44) - -

  Health insurance (none or self-pay vs. insured) 0.99 (0.57–1.71) 0.78 (0.28–2.16) 1.22 (0.61–2.42)

  Caregiving (paid or informal caregiver vs. none) 1.17 (0.75–1.82) 0.73 (0.31–1.74) 1.57 (0.90–2.72)

Comorbid Conditions

  Insulin-dependent diabetes (yes vs. no) 0.89 (0.57–1.40) 0.49 (0.21–1.14) 1.00 (0.57–1.73)

  Prior/Current MI (yes vs. no) 1.27 (0.82–1.98) 1.04 (0.44–2.46) 1.42 (0.82–2.44)

  Prior/Current CHF (yes vs. no) 1.87 (1.18–2.95) 2.46 (1.05–5.76) 1.74 (0.99–3.05)

  Prior/Current stroke (yes vs. no) 0.79 (0.40–1.56) 0.37 (0.08–1.75) 0.99 (0.44–2.22)

  Prior/Current moderate to severe renal disease (yes vs. no) 1.30 (0.81–2.09) 1.22 (0.47–3.16) 1.36 (0.76–2.43)

  Prior/Current COPD (yes vs. no) 1.21 (0.57–2.56) 0.69 (0.12–3.79) 1.50 (0.62–3.61)

  Had cardiac surgery during admission (yes vs. no) 0.76 (0.38–1.55) 0.61 (0.12–3.19) 0.97 (0.43–2.18)

Prescribed medications on discharge

  Statin (yes vs. no) 1.12 (0.60–2.10) 1.08 (0.31–3.76) 1.19 (0.56–2.53)

  ACE-I/ARB(yes vs. no) 1.30 (0.83–2.05) 3.14 (1.17–8.41) 0.91 (0.53–1.58)

  Beta-blocker (yes vs. no) 0.66 (0.39–1.10) 0.92 (0.33–2.60) 0.52 (0.28–0.99)

  Antiplatelet (yes vs. no) 2.12 (0.97–4.63) 1.58 (0.39–6.51) 2.45 (0.94–6.40)
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