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Abstract

Background: At diabetes diagnosis major decisions about life-style changes and treatments are made based on
characteristics measured shortly after diagnosis. The predictive value for mortality of these early characteristics is
widely unknown. We examined the predictive value of patient characteristics measured shortly after diabetes
diagnosis for 5-year all-cause and cardiovascular mortality with special reference to self-rated general health.

Methods: Data were from a population-based sample of 1,323 persons newly diagnosed with clinical diabetes and
aged 40 years or over. Possible predictors of mortality were investigated in Cox regression models.

Results: Multivariately patients who rated their health less than excellent experienced increased all-cause and
cardiovascular mortality. These end-points also increased with sedentary life-style, relatively young age at diagnosis
and presence of cardiovascular disease (CVD) at diagnosis. Further predictors of all-cause mortality were male sex,
low body mass index and cancer, while cardiovascular mortality increased with urinary albumin concentration.

Conclusions: We found that patients who rated their health as less than excellent had increased 5-year mortality,
similar to that of patients with prevalent CVD, even when biochemical, clinical and life-style variables were
controlled for. This finding could motivate doctors to discuss perceptions of health with newly diagnosed diabetic
patients and be attentive to patients with suboptimal health ratings. Our findings also confirm that life-style
changes and optimizing treatment are particularly relevant for relatively young and inactive patients and those
who already have CVD or (micro)albuminuria at the time of diabetes diagnosis.

Background
In observational studies several characteristics of
patients with type 2 diabetes have been linked to mor-
tality, most importantly age, sex, blood glucose level
[1-3], lipids [2], urinary albumin excretion [2,3], blood
pressure [2], smoking [2,3] and comorbidity like cardio-
vascular disease (CVD) [2,3]. In the general population
self-rated general health (SRH) predicts both future
morbidity such as ischaemic heart disease [4] and mor-
tality [5] independently of established risk indicators,
but evidence of this is scarce for people with diabetes
[3,6,7].

The findings in these studies are not unequivocal,
partly because patients were examined at different stages
in the natural history of diabetes [1,8]. In the Danish
study, Diabetes Care in General Practice, a large group
of people newly diagnosed with clinical type 2 diabetes
were examined by their general practitioner for the
most part within two weeks of diabetes diagnosis [9].
These patients have a considerable over-mortality com-
pared with the general population [10,11]. In this group
we investigated the contribution to 5-year all-cause and
cardiovascular mortality of the characteristics found at
the more or less acute state at diabetes diagnosis. In
particular, we evaluated the possible independent effect
of SRH on mortality.* Correspondence: olivarius@sund.ku.dk
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Methods
Study population
In the Diabetes Care in General Practice study [9], 474
general practitioners from 311 practices agreed to
include all subjects on their practice list who fulfilled
the following criteria: (1) newly diagnosed diabetes
based on hyperglycaemic symptoms and/or raised blood
glucose values; (2) diagnosed from 1 March 1989 to 28
February 1992; and (3) age 40 years or over. The diag-
nosis was subsequently confirmed with a single fasting
whole blood/plasma glucose ≥7.0/8.0 mmol/l measured
at a major laboratory. Accordingly, 1,381 diabetic
patients were included in the study, and a further 162
patients were excluded because of life-threatening
somatic disease (31%), severe mental illness (31%) and
unwillingness to participate (38%). Forty-six patients
being treated with steroids at the time of diagnosis and
12 non-Caucasian patients were excluded from the ana-
lysis. This gave a final study population of 1,323 diabetic
patients. A small number started insulin treatment
within 180 days of diagnosis, so 97.6% of these patients
were considered to have type 2 diabetes [9]. The Copen-
hagen and Frederiksberg Research Ethics Committee
approved the study.

Assessments
Immediately after diabetes diagnosis, the doctors
recorded the following information about the patient:
height and weight without shoes and outer garments;
blood pressure and heart rate by routine methods after
a 10-minute rest in a sitting position; sense of touch of
cotton wool and pin prick on both feet; presence of dor-
salis pedis or posterior tibial pulse on both feet; pre-
sence of patellar reflexes; history of myocardial
infarction and/or stroke causing hospitalization; and
amputation of any part of leg or foot before or at the
time of diabetes diagnosis. The median time (interquar-
tile range) from diagnosis until patients were examined
by their general practitioner was 12 (4-28) days, 10
(4-27) days for survivors and 12 (5-36) days for non-
survivors (p = 0.091). Retinopathy was assessed by prac-
tising ophthalmologists.
In questionnaires, patients gave information about the

preceding year’s leisure time physical activity in four
categories as shown in the Additional File 1. The three
non-sedentary categories were combined for the present
analyses because of small numbers (n = 87 in all) in the
two most extreme categories. SRH was evaluated with a
single question: in general, how would you rate your
health at present? The response categories were excellent,
good, fair, poor and very poor. As above, the extreme
categories, poor (n = 103) and very poor (n = 20), were
combined for the present analyses. The SRH-question

was answered by 97.6% (1291/1323) of the patients. The
instruments for measuring physical activity and SRH
were chosen because they are internationally recom-
mended for health surveys [12,13]. Furthermore the
SRH-question is recommended especially for mortality
studies with a wide age range [14]. The patients were also
asked about whether they lived alone, their education,
and former or present cancer. These three questions and
the question concerning physical activity where devel-
oped by The National Institute of Public Health in Den-
mark for The National Health Interview Surveys. All five
questions (see Additional File 1) were tested for face and
content validity through two rounds of pilot interviews
preceded and followed by an expert hearing [15]. Infor-
mation about smoking habits, angina pectoris, and
intermittent claudication was collected with WHO-
standardised London School of Hygiene questionnaires
[16]. The entire patient questionnaire was pilot tested
among patients with known type 2 diabetes before the
study started.

Definitions
Cardiovascular disease (CVD) was defined as history of
myocardial infarction and/or history of stroke and/or
angina pectoris and/or intermittent claudication and/or
absent arterial pulses on both feet and/or amputation
on the lower extremities. Peripheral neuropathy was
defined as lack of a sense of pin prick and/or touch of
cotton wool on at least one foot and/or absent patellar
reflex on at least one knee. Diabetic retinopathy was
defined as presence of at least one microaneurysm or
further diabetic retinopathy.

Assays
Samples for diagnostic plasma or whole-blood glucose
tests were drawn after a minimum of 8 h fasting and
analysed at local major laboratories (n = 72). A factor of
1.15 was used to convert whole-blood measurements to
plasma glucose values. All remaining blood samples
were analysed at Odense University Hospital. Serum
total cholesterols were determined enzymatically with
cholesterol esterase-cholesterol oxidase-peroxidase
reagent and fasting serum triglycerides with a lipase-
glycerolkinase-glycerol-3-phosphate oxidase-peroxidase
reagent. Urinary albumin concentration was measured
in a freshly voided morning urine at Århus University
Hospital by a polyethylene glycol radioimmunoassay.
Quality assurance was obtained with commercial control
preparations.

Cause of death
The vital status was certified and surviving patients were
censored on 26 September 1995. The cause of death for
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297 of 298 deceased patients was taken as the first entry
on the death certificate from the electronic version of
the Danish National Death Register. The cause of death
was from the general practitioner in one case in which
it was not recorded in the register. The coding of cause
of death was validated with written information from
the general practitioners and by manually going through
copies of the original death certificates which could be
acquired for 296 patients. An autopsy had been done in
55 (18.6%) cases. The original entries were retained
because recoding of CVD as cause of death was only
relevant in one patient.
Of 292 patients with a registered manner of death, 281

died a natural death, 8 died from accidents and 3 from
suicide. The Danish National Death Register changed
coding of cause of death from ICD-8 to ICD-10 from 1
January 1994. The following ICD-8/ICD-10 codes were
used to classify cause of death: CVD, 390-458/I00-I99;
ischemic heart disease, 410-414/I20-I25; and stroke,
430-438/I60-I69. Diabetes mellitus was mentioned on
131 (44.3%) of 296 death certificates.

Statistical analysis
The influence on all-cause mortality of baseline charac-
teristics measured at diabetes diagnosis, i.e. socio-
demographic, clinical, biochemical and behavioural vari-
ables as well as complications and SRH, was investigated
in Cox proportional hazard regression models. In these
models the death intensity was represented as a function
of patient age, multiplicatively affected by the character-
istics, and patients entered the risk set at the time of
diagnosis. The effect of a characteristic was assessed by
a hazard ratio, i.e. the ratio of the age-specific mortality
rate in a specific category of a patient characteristic
compared with to the mortality rate in a reference cate-
gory. We chose to use age as time scale instead of dia-
betes duration, which is more common, because we
considered that the hazard changes more with age than
with diabetes duration [17]. In such analyses, a diagno-
sis-age effect compares the mortality hazards of those
diagnosed at an old age versus those diagnosed at a
younger age at each age, and a hazard ratio of e.g. 0.5
indicates that those diagnosed at an older age have half
the hazard of those diagnosed at a young age given that
they have the same age (and hence different diabetes
duration), i.e. the age-specific mortality hazard is lower
for those diagnosed at an older age relative to those
diagnosed at a young age. We used the PROC PHREG
procedure from the SAS statistical package ver. 9.1.
We assessed the effects of the diagnostic characteris-

tics both separately and in multivariate models (Table
1). In three such models the aim was to assess the effect
of SRH while adjusting for possible confounding effects

of other characteristics. Model I adjusted for SRH and
all other baseline characteristics except chronic condi-
tions. Model II included all diagnostic characteristics
inclusive of chronic conditions. In model III, SRH was
omitted from model II to examine whether SRH
mediated the effect of the remaining characteristics on
mortality by comparing hazard rates with those in
model II. In a further analysis all interactions between a
characteristic and SRH, and the interaction between age
and sex, were added to model II. Akaike’s Information
Criterion (AIC) and Bayes’ Information Criterion (BIC)
were used to compare the quality of the models relative
to both fit and size [18]. When variables are added to a
model the model fit improves, and this improvement
has to be seen relative to the increase in model size.
The scores of AIC and BIC perform the trade-off, each
in a slightly different way, between the model likelihood
and the number of parameters in the model. The lowest
value of the information criterion indicates the model of
best quality. The effects of selected characteristics were
illustrated in Table 2 by the median life expectancy.
This was projected by model II through the 0.5-point of
the survival function [19].
In Table 3 the effects of the diagnostic characteristics

on cardiovascular mortality were studied, both in uni-
variate and multivariate models as in Table 1. In these
models, deaths from causes other than CVD were cen-
sored. In Table 4 a sub-group analysis of all-cause mor-
tality of relatively healthy patients was presented. In an
attempt to exclude the early effects of comorbidity on
general mortality, deaths occurring within the first 6
months after diabetes diagnosis were excluded in a sec-
ond sub-group analysis in Table 5. In Table 6 the all-
cause mortality experience within 3 years of diabetes
diagnosis or after this time was described. The propor-
tional hazard assumption was tested for model II by
adding the products of each covariate and log(time) to
all covariates in the model. The Wald chi-squared test
for all these products gives a test for proportional
hazard. See footnotes of Tables 1 and 3. The analyses of
effect heterogeneity in Table 6 also provided a test for
proportional hazards.

Results
Median age at diagnosis was 63.6 years for men and
67.5 years for women. After a median observation time
before death or censoring of 1904 days (range 11-2400
days), 298 (22.5%) patients had died, 100 (33.6%) from
ischemic heart disease, 30 (10.1%) from stroke, 34
(11.4%) from other cardiovascular morbidity, 68 (22.8%)
from cancer and 66 (22.1%) from other causes. The
total number of person-years in the study was 6447
(men: 3084, women: 3363).
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All-cause mortality
In univariate Cox regression models there was a trend of
increasing general mortality with decreasing SRH (Table
1). In the three multivariate models in Table 1 the predic-
tive value of urinary albumin, resting heart rate and smok-
ing became non-significant. Patients diagnosed at a young
age had a higher age-specific mortality than patients diag-
nosed at an older age, and male gender, low body mass
index and low level of physical activity also increased the
relative risk of death. SRH was still an important predictor,
but in model II no longer with any trend (Table 1, foot-
note f), and the effects of the three non-excellent cate-
gories of SRH did not differ in both model I and II (Table
1, footnote e). As expected, the models including chronic
conditions at diagnosis were better at predicting death
than the model without this information. At a 5% signifi-
cance level, SRH could not be removed from model II,
which contained all baseline characteristics. Removing
SRH from this model, however, changed the two informa-
tion criteria in different directions (model III in Table 1),
which could mean that the effect of SRH is less than
anticipated from the hazard ratios. The results from
model II were translated into estimated deviations from
the estimated life expectancy in Table 2.

Cardiovascular mortality
The analyses from Table 1 were replicated for cardiovas-
cular mortality (Table 3) for which urinary albumin was

Table 2 Estimated life expectancy of newly diagnosed
type 2 diabetic patients according to characteristics at
diagnosis

Age at diabetes diagnosis (years)

Men Women

40 60 80 40 60 80

Life expectancy (years) 59.3 75.1 91.2 60.0 76.9 93.3

Estimated deviation from life expectancy (years)

Self-rated health

Excellent 0 0 0 0 0 0

Good -4.3 -2.8 -3.2 -2.1 -3.0 -4.1

Fair -4.3 -2.8 -3.3 -2.1 -3.0 -4.1

Poor/very poor -3.7 -2.2 -3.0 -1.2 -2.9 -3.5

Physical activity

Active 0 0 0 0 0 0

Sedentary -1.9 -1.3 -2.4 -0.7 -1.7 -2.1

Cardiovascular disease

No 0 0 0 0 0 0

Yes -2.3 -2.1 -2.7 -1.2 -2.9 -3.5

Values are median life expectancy (years) and deviations from median life
expectancy (years) according to baseline characteristics calculated from Model
II which includes all baseline characteristics. The other factors in the model
are kept fixed at either the baseline comparison category (categorical
variables) or the median baseline value for the survivors in Table 1
(continuous variables). Physical activity and SRH were related (p < 0.0001), but
none of the examined interaction terms was statistically significant, so the
estimated effects in the table are additive.Ta
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a statistically significant predictor. SRH and physical
activity both had approximately the same hazard ratios
as in the multivariate models with all-cause mortality.

Additional analyses
The question of inter-rater variability was analysed as a
case of clustering. A model like model II from Table 1,
where a robust sandwich estimator for the covariance
matrix was used to account for clustering, gave the fol-
lowing hazard ratios for good, fair and poor/very poor
SRH, respectively: 2.46 (1.22;4.97), p = 0.012; 2.51
(1.24;5.05), p = 0.010; and 2.16 (0.99;4.71), p = 0.053. I.e.
we found no evidence that inter-observer variability has
influenced the results.
As SRH may be related to renal threshold and pre-

sence of symptoms, we added urinary glucose at diagno-
sis (linearly, p = 0.78) and number of 16 specified
symptoms at diagnosis (0, 1, 2, 3, and 4 or more symp-
toms, p = 0.93)[20] to model II (Table 1). This analysis
gave the following hazard ratios (95%-confidence inter-
vals) for good, fair and poor/very poor SRH, respec-
tively: 2.42 (1.26;4.64), p = 0.0081; 2.50 (1.32;4.73), p =
0.0050; and 2.16 (1.04;4.49), p = 0.040. I. e. the associa-
tion between SRH and mortality was virtually
unchanged.
A sub-group analysis of relatively healthy persons was

done (Table 4) as well as an analysis of deaths occurring
within 3 years of diabetes diagnosis and after this time
(Table 6). Hazard ratios for physical activity and SRH
were not lessened when the analysis was restricted to
either healthy persons or later deaths. In multivariate
analyses excluding early deaths, the hazard ratios were
by and large unchanged from Table 1 (Table 5). None
of the interactions of the covariates with SRH added to
model II in Table 1 were significant after Bonferroni
correction (Table 6).

Discussion
Our patients are likely to be representative of the gen-
eral population of patients with newly diagnosed clinical,
symptomatic diabetes in this age group because of the
well-defined background population in each general
practice, the unchanged inclusion activity during the
inclusion period, and the small number of exclusions
[9]. Six years after diagnosis, only 17% of the surviving
patients had ever been treated at a diabetes clinic [9],
and we suggest that our study reflects results obtained
in the general population of type 2 diabetic patients
rarely seen in secondary care. Studies including patients
with known diabetes may be misleading because of
selective survival of patients with a more favourable risk
factor profile [8]. Furthermore, in studies including
patients with known diabetes, SRH may be the result of
living with restrictions and treatments. The highTa
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mortality rate in the present study must be viewed in
light of the fact that patients were included with no
upper age limit.
SRH is known to be associated with mortality and

morbidity in the general population [4,5,21,22], while
evidence of these associations is only slowly emerging
for people with type 2 diabetes [3,6,7]. A large study
with 2.4 years of follow-up used the EuroQol visual ana-
logue scale (VAS) for self-rated health and found that a
10-point higher VAS score was associated with a 6%
lower risk of vascular events [6]. We found that patients
who rated their health as less than excellent had
increased 5-year mortality, similar to that of patients

with a history of CVD already at diabetes diagnosis
(Table 2). The high response rate for our SRH-question
(97.6%) indicates that the question was meaningful for
the respondents, and it may be that the results from an
ordinal scale with 5 categories are easier to use in the
doctor-patient encounter than the results from a VAS
scale.
What does SRH actually measure? Responders’

grounds for rating their health probably represent a per-
sonal estimation of longevity [21], which may be done
by accounting for current or previous physical health,
symptom perception, personal resources and physical
functioning [23,24] together with health behaviour

Table 4 Vital status 5 years after diabetes diagnosis and Cox models in a sub-group of healthya patients

Hazard ratio

Survivors
n = 595

Deceased
n = 101

Univariate
analysis

Multivariate model
IIb

Multivariate model
IIIb

Sex Women 294 (49) 39 (39) 1 1 1

Men 301 (51) 62 (61) 1.96 (1.30-2.94)** 2.32 (1.29-4.19)** 2.23 (1.25-3.99)**

Age at diabetes diagnosis (years) 61.1 (51.8-
70.0)

71.5 (62.9-
77.4)

0.95 (0.85-1.08) 0.81 (0.70-0.93)** 0.81 (0.70-0.93)**

Living alone No 421 (73) 60 (63) 1 1 1

Yes 157 (27) 36 (38) 0.87 (0.55-1.36) 1.04 (0.57-1.90) 1.03 (0.57-1.87)

Education Higher 139 (24) 14 (15) 1 1 1

Basic 429 (76) 77 (85) 1.26 (0.70-2.25) 1.48 (0.73-3.02) 1.50 (0.74-3.05)

Diagnostic plasma glucose
(mmol/l)c

13.7 (10.8-
17.1)

14.7 (10.9-
17.9)

1.26 (0.71-2.23) 1.15 (0.60-2.20) 1.17 (0.61-2.25)

Fasting triglycerides (mmol/l) 1.87 (1.30-
2.87)

1.88 (1.37-
2.83)

1.04 (1.00-1.07)* 0.99 (0.89-1.10) 1.00 (0.90-1.10)

Total cholesterol (mmol/l) 6.2 (5.5-7.1) 6.1 (5.1-7.1) 0.99 (0.88-1.13) 1.00 (0.82-1.23) 1.00 (0.81-1.22)

Urinary albumin (mg/l)a c 10.5 (5.3-21.7) 12.6 (7.2-28.7) 1.16 (0.97-1.40) 1.05 (0.84-1.32) 1.06 (0.85-1.32)

Body mass index (kg/m2) 29.1 (26.0-
33.2)

28.4 (26.3-
31.5)

1.00 (0.96-1.04) 1.00 (0.94-1.05) 1.00 (0.95-1.05)

Resting heart rate (beats/min)d 76 (68-80) 76 (72-84) 1.20 (1.01-1.42)* 1.03 (0.83-1.27) 1.02 (0.83-1.27)

Systolic blood pressure (mmHg)d 150 (130-160) 155 (140-170) 1.06 (0.96-1.17) 1.12 (1.00-1.26) 1.13 (1.00-1.27)*

Physical activity Active 476 (83) 61 (64) 1 1 1

Sedentary 100 (17) 35 (36) 1.75 (1.13-2.71)* 1.53 (0.87-2.68) 1.66 (0.97-2.86)

Smoking Never 193 (34) 33 (34) 1 1 1

Former 180 (32) 25 (26) 1.08 (0.64-1.83) 0.94 (0.48-1.81) 0.94 (0.49-1.82)

Current 192 (34) 38 (40) 1.93 (1.18-3.16)** 1.58 (0.84-2.98) 1.59 (0.86-2.97)

Self-rated health e f Excellent 95 (16) 6 (6) 1 1

Good 229 (40) 34 (35) 1.43 (0.72-2.85) 2.16 (0.82-5.69)

Fair 226 (39) 47 (50) 1.69 (0.87-3.27) 2.30 (0.87-6.05)

Poor/Very
poor

29 (5) 9 (9) 2.30 (0.94-5.61) 2.10 (0.58-7.57)

Values of characteristics at diabetes diagnosis are numbers (%) or medians (95%-confidence intervals). Hazard ratios (95%-confidence intervals) and p-values are
from univariate and multivariate Cox regression analyses.
a This relatively healthy sub-group was defined as those patients without the following conditions at diabetes diagnosis: CVD, diabetic retinopathy, peripheral
neuropathy, cancer and urinary albumin concentration ≥ 200 mg/l.
b As in Table 1 and 3
c The characteristic is log-transformed in the analysis
d Hazard ratio estimates risk increase per 10 units of the characteristic
e Wald test for the equality of the three self-rated health effects: p-value = 0.71 (model II)
f Trend test including the SRH variable as a continuous variable in the multivariate regression analysis: p-value = 0.078 (model II)

* p < 0.05, **p ≤ 0.01, ***p ≤ 0.001
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[23,24], comparison with the health of age peers [24],
and a knowledge of familial dispositions [21]. Until now
there is only weak evidence to suggest that mental states
affect clinical outcomes independently of conventional
risk factors [25]. In the present analyses a clear trend of
increasing mortality with decreasing SRH was observed
univariately (Table 1), but after multivariate adjustment
with all available possible confounders the three non-
excellent SRH categories were no longer different (Table
1, Model II, footnote e). This means that in these
patients newly diagnosed with diabetes the effect of
SRH boils down to whether their health is considered to

be excellent or not. It seems reasonable to assume that
SRH carries risk information which cannot fully be
uncovered by the clinical information available at dia-
betes diagnosis. The possibility of residual confounding,
however, cannot be ruled out and it is probable that
these unknown confounders to a considerable degree
have a biological basis [22,26].
Physical inactivity has been found to be an indepen-

dent predictor of mortality in people with known type 2
diabetes with risk ratios similar to those of our newly
diagnosed patients [27]. In contrast to the situation with
SRH, etiological knowledge supports a causal role of

Table 5 Predictors of all-cause mortality in patients who died later than 6 months after diabetes diagnosis

Model I Model II Model III

Information criteria, AIC/BIC 1934.1/1991.6 1907.5/1978.5 1911.4/1972.2

Sex Women 1 1 1

Men 1.66 (1.19-2.30)** 1.63 (1.16-2.28)** 1.60 (1.14-2.23)**

Age at diabetes diagnosis (years) 0.85 (0.77-0.93)*** 0.82 (0.75-0.90)*** 0.82 (0.75-0.90)***

Living alone No 1 1 1

Yes 1.23 (0.90-1.68) 1.28 (0.94-1.74) 1.28 (0.94-1.74)

Education Higher 1 1 1

Basic 1.12 (0.76-1.65) 1.16 (0.79-1.71) 1.18 (0.81-1.74)

Diagnostic plasma glucose (mmol/l)a 0.96 (0.64-1.43) 1.07 (0.71-1.59) 1.09 (0.73-1.63)

Fasting triglycerides (mmol/l) 0.97 (0.90-1.04) 0.98 (0.91-1.06) 0.98 (0.91-1.06)

Total cholesterol (mmol/l) 0.96 (0.85-1.08) 0.93 (0.82-1.04) 0.92 (0.82-1.04)

Urinary albumin (mg/l)a 1.09 (0.98-1.20) 1.09 (0.98-1.20) 1.08 (0.98-1.19)

Body mass index (kg/m2) 0.97 (0.94-1.00)* 0.97 (0.94-1.00)* 0.97 (0.94-1.00)*

Resting heart rate (beats/min)b 1.07 (0.96-1.20) 1.08 (0.96-1.21) 1.09 (0.97-1.21)

Systolic blood pressure (mmHg)b 1.04 (0.97-1.11) 1.06 (0.99-1.14) 1.07 (1.00-1.15)*

Physical activity Active 1 1 1

Sedentary 1.71 (1.26-2.33)*** 1.66 (1.23-2.25)*** 1.62 (1.20-2.17)**

Smoking Never 1 1 1

Former 1.38 (0.95-1.99) 1.32 (0.91-1.93) 1.35 (0.93-1.96)

Current 1.22 (0.82-1.82) 1.25 (0.83-1.87) 1.25 (0.83-1.87)

Self-rated healthc Excellent 1 1

Good 2.60 (1.36-4.97)** 2.45 (1.28-4.70)**

Fair 2.87 (1.53-5.37)*** 2.35 (1.25-4.43)**

Poor/Very poor 2.84 (1.39-5.83)** 2.03 (0.98-4.22)

Cardiovascular disease No 1 1

Yes 2.17 (1.62-2.90)*** 2.27 (1.71-3.00)***

Diabetic retinopathy No 1 1

Yes 1.21 (0.69-2.13) 1.16 (0.66-2.04)

Peripheral neuropathy No 1 1

Yes 0.92 (0.66-1.29) 0.95 (0.68-1.33)

Cancer (former or present) No 1 1

Yes 2.28 (1.40-3.73)*** 2.26 (1.39-3.68)**

Values are hazard ratios (95% confidence intervals) with p-values from 3 multivariate Cox regression analyses with and without self-rated health and/or
complications at diabetes diagnosis. Deaths occurring within 6 months of diabetes diagnosis (n = 25) were excluded from this analysis, which comprised 273
deceased and 1,025 survivors. These multivariate analyses are based on 1,101 entries without missing values in any of the three models; n for survivors/deceased
= 884/217.
a The characteristic is log-transformed in the analysis
b Hazard ratio estimates risk increase per 10 units of the factor
c Wald test for the overall effect of self-rated health: p-value = 0.012 (model I); p-value = 0.048 (model II)

* p < 0.05, **p ≤ 0.01, ***p ≤ 0.001
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physical activity in the prediction of morbidity and mor-
tality [28]. The physiological effect of exercise probably
acts through some of the examined risk factors, but the
hazard ratio for physical activity was not weakened in
the multivariate models in Tables 1 and 3.
Our results on SRH and physical activity may have

been influenced by heterogeneity among our patients in
their susceptibility to dying, also known as frailty [29].
Undiagnosed or even unascertainable conditions may

have contributed to precipitate the diabetes diagnosis,
and these conditions may be associated with both poor
SRH or low physical activity and high risk of death. We
approached the unobserved heterogeneity in three addi-
tional analyses which did not substantially affect our
results (Tables 4, 5 and 6).
Blood glucose, lipids and blood pressure have been

found to predict mortality in population-based studies
of people with known diabetes [1,2] but not in the

Table 6 Predictors of all-cause mortality in patients who died within 3 years of diabetes diagnosis or after this time

Died within 3 years of diabetes
diagnosis
n = 153

Died 3 years after diabetes diagnosis
or later
n = 145

Heterogeneity, p-
valuec

Sex Women 1 1

Men 1.51 (1.15-2.00)** 1.77 (1.34-2.35)*** 0.30

Age at diabetes diagnosis
(years)

0.88 (0.78-1.01) 0.88 (0.77-1.01) 0.50

Living alone No 1 1

Yes 0.99 (0.73-1.34) 1.19 (0.86-1.64) 0.31

Education Higher 1 1

Basic 0.86 (0.61-1.23) 1.20 (0.84-1.71) 0.014

Diagnostic plasma glucose
(mmol/l)a

1.08 (0.77-1.53) 1.16 (0.83-1.64) 0.11

Fasting triglycerides (mmol/l) 1.02 (0.98-1.06) 1.02 (0.97-1.07) 0.95

Total cholesterol (mmol/l) 0.91 (0.83-0.99)* 0.94 (0.86-1.03) 0.079

Urinary albumin (mg/l)a 1.14 (1.04-1.24)** 1.18 (1.08-1.30)*** 0.24

Body mass index (kg/m2) 0.97 (0.95-1.00)* 0.98 (0.96-1.01) 0.043

Resting heart rate (beats/min)
b

1.17 (1.06-1.28)*** 1.20 (1.09-1.31)*** 0.081

Systolic blood pressure
(mmHg)b

0.95 (0.90-1.00) 0.96 (0.91-1.02) 0.047

Physical activity Active 1 1

Sedentary 1.29 (0.94-1.75) 1.99 (1.47-2.70)*** 0.020

Smoking Never 1 1

Former 1.42 (0.97-2.08) 2.05 (1.42-2.94)***

Current 1.36 (0.95-1.93) 1.68 (1.18-2.40)** 0.12

Self-rated health Excellent 1 1

Good 1.17 (0.71-1.92) 1.48 (0.90-2.43)

Fair 1.59 (1.02-2.48)* 1.90 (1.21-2.99)**

Poor/Very
poor

2.05 (1.14-3.68)* 2.96 (1.66-5.27)*** 0.31

Cardiovascular disease No 1 1

Yes 1.96 (1.47-2.61)*** 2.35 (1.73-3.19)*** 0.29

Diabetic retinopathy No 1 1

Yes 0.84 (0.39-1.80) 1.41 (0.71-2.80) 0.32

Peripheral neuropathy No 1 1

Yes 0.94 (0.65-1.36) 1.47 (1.04-2.10)* 0.062

Cancer (former or present) No 1 1

Yes 1.51 (0.84-2.70) 2.29 (1.31-4.02)** 0.30

Values are hazard ratios (95% confidence intervals) with p-values from univariate Cox regression analyses with separate hazard ratios for deaths within 3 years of
diabetes diagnosis and after this time. n = 1,025 for survivors.
a The characteristic is log-transformed in the analysis
b Hazard ratio estimates risk increase per 10 units of the factor
c p-values from the Wald test for the null-hypothesis that the hazard ratios for deaths < 3 years and ≥ 3 years after diabetes diagnosis are the same

*p < 0.05, **p ≤ 0.01, ***p ≤ 0.001
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present study. This could be due to measurement error
and regression dilution bias [30], which is particularly
relevant for biochemical and clinical variables in the
physiologically disruptive non-equilibrium state of newly
diagnosed clinical diabetes, as well as frailty and differ-
ences in multivariate modelling. On the other hand, our
hazard ratios for blood glucose for example were on a
level with those from earlier studies [1] although non-
significant. Since our patient sample was established in
the early 90’s, screening for diabetes has been intensi-
fied. These initiatives to identify patients earlier in the
natural history of diabetes have probably decreased the
variability of many of the baseline variables measured in
our study. There is, however, no reason to suppose that
the causal patterns underlying the associations that we
have identified are different nowadays.

Conclusions
To conclude, we found that patients who rated their
health as less than excellent had increased 5-year mor-
tality, similar to that of patients with prevalent CVD,
even when biochemical, clinical and life-style variables
were controlled for. The patient seems to have a knowl-
edge about own health, which cannot be explained by
patient’s objective health status as it is described with
present-day technology [31]. This finding could motivate
doctors and other health practitioners to discuss percep-
tions of health with newly diagnosed diabetic patients
and be attentive to patients with suboptimal health rat-
ings. Our findings also confirm that life-style changes
and optimizing treatment are particularly relevant for
relatively young and inactive patients and those who
already have CVD or (micro)albuminuria at the time of
diabetes diagnosis.

Additional material

Additional file 1: The wording of selected patient questionnaires.
The wording of patient questionnaires about self-rated health, leisure
time physical activity, cohabitation status, education, and cancer.

Acknowledgements
We are grateful to the patients, general practitioners and ophthalmologists
who participated in the study. Major funding: The Danish Medical Research
Council, The Danish Research Foundation for General Practice, The Health
Insurance Foundation, The Danish Ministry of Health, Novo Nordisk Farmaka
Denmark Ltd., and The Pharmacy Foundation.

Author details
1The Research Unit for General Practice and Section of General Practice,
Department of Public Health, University of Copenhagen, Copenhagen,
Denmark. 2Section of Biostatistics, Department of Public Health, University of
Copenhagen, Copenhagen, Denmark. 3Medical Department M, Århus
Kommunehospital, Århus University Hospital, Århus, Denmark.

Authors’ contributions
NDFO conceived of and designed the study, carried out data collection, and
drafted the manuscript. VS did the statistical analyses. LR reviewed the death
certificates. NDFO, VS, ABSN, LJH, LR and CEM participated in the
interpretation of data and in the revisions of the manuscript. All authors
have read and approved the final manuscript.

Competing interests
The authors declare that they have no competing interests.

Received: 5 January 2010 Accepted: 10 August 2010
Published: 10 August 2010

References
1. Groeneveld Y, Petri H, Hermans J, Springer MP: Relationship between

blood glucose level and mortality in Type 2 diabetes mellitus: a
systematic review. Diabet Med 1999, 16:2-13.

2. Ostgren CJ, Lindblad U, Melander A, Rastam L: Survival in patients with
type 2 diabetes in a Swedish community - Skaraborg hypertension and
diabetes project. Diabetes Care 2002, 25:1297-1302.

3. Dasbach EJ, Klein R, Klein BE, Moss SE: Self-rated health and mortality in
people with diabetes. Am J Public Health 1994, 84:1775-1779.

4. Moller L, Kristensen TS, Hollnagel H: Self rated health as a predictor of
coronary heart disease in Copenhagen, Denmark. J Epidemiol Community
Health 1996, 50:423-428.

5. Idler EL, Benyamini Y: Self-rated health and mortality: a review of twenty-
seven community studies. J Health Soc Behav 1997, 38:21-37.

6. Hayes AJ, Clarke PM, Glasziou PG, Simes RJ, Drury PL, Keech AC: Can self-
rated health scores be used for risk prediction in patients with type 2
diabetes? Diabetes Care 2008, 31:795-797.

7. Kleefstra N, Landman GW, Houweling ST, Ubink-Veltmaat LJ, Logtenberg SJ,
Meyboom-de JB, Coyne JC, Groenier KH, Bilo HJ: Prediction of mortality in
type 2 diabetes from health-related quality of life (ZODIAC-4). Diabetes
Care 2008, 31:932-933.

8. Ballard DJ, Melton LJ: Sources of disparity in incidence and prevalence
studies of diabetic retinopathy: influence of selective survival on risk
factor assessment [letter]. Diabetes Care 1986, 9:313-315.

9. Olivarius NdF, Beck-Nielsen H, Andreasen AH, Horder M, Pedersen PA:
Randomised controlled trial of structured personal care of type 2
diabetes mellitus. BMJ 2001, 323:970-975.

10. Hansen LJ, Olivarius NdF, Siersma V: 16-year excess all-cause mortality of
newly diagnosed type 2 diabetic patients: a cohort study. BMC Public
Health 2009, 9:400.

11. Olivarius NdF, Andreasen AH: 5-Year All-Cause Mortality of 1323 Newly
Diagnosed Middle-Aged and Elderly Diabetic Patients. Data from the
Population-Based Study, “Diabetes Care in General Practice”, Denmark. J
Diab Comp 1997, 11:83-89.

12. de Bruin A, Picavet HSJ, Nossikov A: Health interview surveys: towards
international harmonization of methods and instruments Geneva: WHO 1996.

13. Bjorner JB, Kristensen TS, Orth-Gomer K, Tibblin G, Sullivan M,
Westerholm P: Self-rated health. A useful concept in research, prevention and
clinical medicine Stockholm: Swedish Council for Planning and Coordination
of Research 1996.

14. Vuorisalmi M, Lintonen T, Jylha M: Global self-rated health data from a
longitudinal study predicted mortality better than comparative self-
rated health in old age. J Clin Epidemiol 2005, 58:680-687.

15. Rasmussen NK, Groth MV, Bredkjær SR, Madsen M, Kamper-Jørgensen F:
Sundhed og sygelighed i Danmark 1987 [Health and Disease in Denmark
1987] Copenhagen: The National Institute of Public Health 1988.

16. Rose GA, Blackburn H, Gillum RF, Prineas RJ: Cardiovascular survey methods
Geneva: WHO 1982.

17. Korn EL, Graubard BI, Midthune D: Time-to-event analysis of longitudinal
follow-up of a survey: choice of the time-scale. Am J Epidemiol 1997,
145:72-80.

18. Burnham KP, Anderson DR: Model Selection and Inference: A Practical
Information-Theoretic Approach New York: Springer-Verlag 1998.

19. Nelson CL, Sun JL, Tsiatis AA, Mark DB: Empirical estimation of life
expectancy from large clinical trials: use of left-truncated, right-censored
survival analysis methodology. Stat Med 2008, 27:5525-5555.

de Fine Olivarius et al. BMC Endocrine Disorders 2010, 10:14
http://www.biomedcentral.com/1472-6823/10/14

Page 11 of 12

http://www.biomedcentral.com/content/supplementary/1472-6823-10-14-S1.PDF
http://www.ncbi.nlm.nih.gov/pubmed/10229287?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10229287?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10229287?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12145224?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12145224?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12145224?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7977916?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7977916?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8882226?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8882226?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9097506?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9097506?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18184900?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18184900?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18184900?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18319325?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18319325?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3731999?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3731999?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3731999?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11679387?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11679387?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19878574?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19878574?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15939219?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15939219?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15939219?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8982025?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8982025?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18613251?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18613251?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18613251?dopt=Abstract


20. Drivsholm T, Olivarius NdF, Nielsen AB, Siersma V: Symptoms, signs and
complications in newly diagnosed type 2 diabetic patients, and their
relationship to glycaemia, blood pressure and weight. Diabetologia 2005,
48:210-214.

21. Idler EL, Kasl S: Health Perceptions and Survival - do Global Evaluations
of Health-Status Really Predict Mortality. J Gerontol 1991, 46:S55-S65.

22. Jylha M, Volpato S, Guralnik JA: Self-rated health showed a graded
association with frequently used biomarkers in a large population
sample. J Clin Epidemiol 2006, 59:465-471.

23. Manderbacka K: Examining what self-rated health question is understood
to mean by respondents. Scand J Soc Med 1998, 26:145-153.

24. Krause NM, Jay GM: What do Global Self-Rated Health Items Measure.
Med Care 1994, 32:930-942.

25. Hahn RA: The nocebo phenomenon: concept, evidence, and implications
for public health. Prev Med 1997, 26:607-611.

26. Kaplan GA, Goldberg DE, Everson SA, Cohen RD, Salonen R, Tuomilehto J,
Salonen J: Perceived health status and morbidity and mortality: evidence
from the Kuopio ischaemic heart disease risk factor study. Int J Epidemiol
1996, 25:259-265.

27. Wei M, Gibbons LW, Kampert JB, Nichaman MZ, Blair SN: Low
cardiorespiratory fitness and physical inactivity as predictors of mortality
in men with type 2 diabetes. Ann Intern Med 2000, 132:605-611.

28. Ekelund U, Griffin SJ, Wareham NJ: Physical activity and metabolic risk in
individuals with a family history of type 2 diabetes. Diabetes Care 2007,
30:337-342.

29. Aalen OO: Effects of frailty in survival analysis. Stat Methods Med Res 1994,
3:227-243.

30. Smith GD, Phillips AN: Inflation in epidemiology: ‘’The proof and
measurement of association between two things’’ revisited. BMJ 1996,
312:1659-1661.

31. Reiser SJ: Valuing the patient’s views: a problem for public policy. Ann N
Y Acad Sci 1981, 368:17-22.

Pre-publication history
The pre-publication history for this paper can be accessed here:
http://www.biomedcentral.com/1472-6823/10/14/prepub

doi:10.1186/1472-6823-10-14
Cite this article as: de Fine Olivarius et al.: Predictors of mortality of
patients newly diagnosed with clinical type 2 diabetes: a 5-year follow
up study. BMC Endocrine Disorders 2010 10:14.

Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

de Fine Olivarius et al. BMC Endocrine Disorders 2010, 10:14
http://www.biomedcentral.com/1472-6823/10/14

Page 12 of 12

http://www.ncbi.nlm.nih.gov/pubmed/15650820?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15650820?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15650820?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1997583?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1997583?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16632134?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16632134?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16632134?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9658515?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9658515?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8090045?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9327466?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9327466?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9119550?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9119550?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10766678?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10766678?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10766678?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17259504?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17259504?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7820293?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8664725?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8664725?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7020536?dopt=Abstract
http://www.biomedcentral.com/1472-6823/10/14/prepub

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Study population
	Assessments
	Definitions
	Assays
	Cause of death
	Statistical analysis

	Results
	All-cause mortality
	Cardiovascular mortality
	Additional analyses

	Discussion
	Conclusions
	Acknowledgements
	Author details
	Authors' contributions
	Competing interests
	References
	Pre-publication history

