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Abstract

:

Background: Admission hyperglycemia is associated with increased morbidity and mortality in trauma patients. However, admission hyperglycemia is not only associated with stress-induced hyperglycemia (SIH) but also with diabetic hyperglycemia (DH); furthermore, patients with normoglycemia may not only have non-diabetic normoglycemia (NDN) but also have a possibility of diabetic normoglycemia (DN), with the diabetes under control. This study aimed to assess the effects of SIH and DH on the mortality outcomes of traumatic femoral fracture patients with NDN and DN. Methods: Admission hyperglycemia was diagnosed as a serum glucose ≥200 mg/dL upon arrival at the emergency department. Diabetes mellitus (DM) was determined by patient history and/or admission HbA1c ≥ 6.5%. DH and SIH were diagnosed by admission hyperglycemia in patients with and without DM. DN and NDN were determined by absence of admission hyperglycemia in patients with and without DM. These patients were allocated into four groups: SIH (n = 75), DH (n = 280), DN (n = 309), and NDN (n = 1326), with detailed information retracted from the Trauma Registry System at a level I trauma center between 1 January 2009, and 31 December 2016. Patients with incomplete registered data were excluded. The adjusted odds ratios (AORs) and 95% confidence intervals (CIs) for mortality were estimated through a stepwise model selection of a multiple regression model that was adjusted by controlling the cofounding variables such age, sex, co-morbidities, and Injury Severity Score. Results: Compared to NDN, a 9.8-fold (95% CI 1.54–62.05; p = 0.016) and a 5.8-fold (95% CI 1.46–22.67; p = 0.012) increase in the adjusted mortality odds ratio of patients with SIH and DH, respectively, were found in this study. In addition, the adjusted odds of mortality between SIH (AOR = 0.3; 95% CI 0.03–2.99; p = 0.302) as well as DH patients (AOR = 0.6; 95% CI 0.20–1.89; p = 0.394) and DN patients had no significant difference. Conclusions: This study demonstrated that SIH and DH patients with traumatic femoral fractures had higher mortality when compared with NDN patients, but not when compared with DN patients, with or without adjustment of the differences in patient’s age, sex, co-morbidities, and injury severity.
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1. Background


Femoral fractures are the most common consequence of falls in older people associated with an increased risk of morbidity and mortality [1,2]. Acute fractures induce the secretion of stress hormone, resulting in insulin resistance and subsequent hyperglycemia in injured patients [3]. This form of hyperglycemia secondary to a stress response, known as stress-induced hyperglycemia (SIH), commonly occurs in patients with trauma [4,5,6,7,8], burn injuries [9], stroke [10,11], and myocardial infarction [12,13]. The stress response is characterized by excessive gluconeogenesis, glycogenolysis, and insulin resistance and can result in up to 10 times greater adrenal cortical output [14]. The pathophysiology of SIH is thought to reflect relative insulin deficiency and temporary insulin resistance, which was caused by the overwhelming activation of pro-inflammatory mediators (tumor necrosis factor-α, interleukin-6) and counter-regulatory hormone excesses [15]. In such metabolic milieus, the insulin concentrations in the plasma are inadequate to compensate for hyperglycemia [16] and fails to suppress hepatic gluconeogenesis [17]. In trauma patients, SIH is associated with higher morbidity and mortality rates [8,10,18]. The occurrence of acute myocardial infarction in SIH patients with hip fracture was higher than that of the non-hyperglycemia group (12.46% vs. 6.41%, p < 0.05), with the highest incidence in the initial three days after a hip fracture [19].



In addition, admission hyperglycemia is associated with a high morbidity and mortality in critically ill [4,20] and non-critically ill trauma patients [8]. Among these trauma patients, those with hyperglycemia had a more pronounced mortality than any other type of surgical patients [21]. However, admission hyperglycemia does not only occur in SIH but also in diabetic hyperglycemia (DH), and the patients with normoglycemia may not only have non-diabetic normoglycemia (NDN) but also diabetic normoglycemia (DN), whose diabetes is under control. Previous studies reported that the mortality rate of patients with SIH is over twofold higher than those patients with DH [22]. Therefore, SIH, not DH, was associated with higher mortality in trauma patients [22]. However, little is known whether these trauma patients with SIH represent a distinct group with differential outcomes than those with DH. The impacts of SIH and DH on patients with traumatic femoral fractures remain unknown. Therefore, this study aimed to assess the effects of SIH and DH on the outcomes of patients with traumatic femoral fractures in comparison with those who had DN and NDN. The primary study hypothesis stated that patients with SIH had a similar worse outcome to those with DH. The mortality is measured as the primary outcome.




2. Methods


2.1. Ethics Statement


After obtaining approval (approval number: 201701325B0) from the institutional review board (IRB) of Chang Gung Memorial Hospital, a level I regional trauma center in southern Taiwan [23,24], we retrospectively selected the patients with femoral fractures and admitted via the emergency department from 1 January 2009 to 31 December 2016. According to the IRB regulations, the informed consent was waived.




2.2. Study Population


Admission hyperglycemia was diagnosed as a serum glucose ≥200 mg/dL upon arrival at the emergency department. DM was defined by patient history and/or admission HbA1c ≥ 6.5%, according to the current recommendations from the American Diabetes Association [25]. This inclusion group consisted of 4207 patients who had sustained a traumatic femoral fracture and admitted for treatment via the emergency department (Figure 1). In this study, only adult patients ≥20 years old and those who had either a history of DM or an HbA1c level upon arrival at the emergency department were included, considering that nearly 1 in 4 patients had occult diabetes based on HbA1c testing [22]. To avoid the confounding effects of injuries to other body regions in assessing patient’s mortality, the polytrauma patients who had additional AIS scores ≥3 points in other regions of the body were excluded from the study [26]. Those who had sustained a burn injury and had no available serum glucose measurement upon arrival at the emergency department were excluded from the study. In this study, the enrolled patients were allocated into four exclusive groups: (1) SIH, a serum glucose ≥200 mg/dL in the patients without DM; (2) DH, a serum glucose ≥200 mg/dL in patients with DM; (3) DN, a serum glucose <200 mg/dL in the patients with DM; and (4) NDN, a serum glucose <200 mg/dL in patients without DM.




2.3. Study Variables


The following patient information were extracted from the Trauma Registry System: sex, age, sites of femoral fractures, co-morbidities, such as hypertension (HTN), coronary artery disease (CAD), congestive heart failure, cerebral vascular accident (CVA), and end-stage renal disease; serum glucose level at the emergency department; HbA1c level; Glasgow Coma Scale (GCS); Injury Severity Score (ISS), expressed as the median and interquartile range (IQR, Q1–Q3); hospital length of stay (LOS); intensive care unit (ICU) admission rates; and in-hospital mortality.




2.4. Statistical Analysis


The statistical analysis was done using the IBM SPSS Statistics for Windows, version 20.0 (IBM Corp., Armonk, NY, USA). Two-sided Fisher exact or Pearson chi-square tests were used to compare categorical data. Odds ratios (ORs) with 95% confidence intervals (CIs) of the associated patient conditions were presented. The primary outcome of the study was in-hospital mortality. In addition, the adjusted odds ratios (AORs) and 95% CIs for mortality were estimated through a stepwise model selection of a multivariable regression model adjusted by controlling the cofounding variables such as age, sex, co-morbidities, and ISS, with the 95% CI of this AOR calculated. Levene’s test was used to estimate the homogeneity of variance of continuous data, then one-way analysis of variance (ANOVA) with Games-Howell post-hoc test were performed to assess the differences continuous variables of groups of patients. Kruskal-Wallis nonparametric test was used to estimate whether the ISS of subgroup samples were originated from the same distribution. The continuous data were presented as mean ± standard deviation. p-values < 0.05 were defined as statistically significant.





3. Results


3.1. Characteristics of Patients with Femoral Fracture with SIH


A total of 1990 adult patients with femoral fracture were included in this study (Figure 1). These patients were allocated into four groups: SIH (n = 75), DH (n = 280), DN (n = 309), and NDN (n = 1326). The injury characteristics and outcomes of investigated groups of patients are shown in Table 1. As compared with NDN, SIH involved older ages but no significant differences in sex and co-morbidities were found (Table 2). Although most of the patients had a GCS of 9–12 and the rest had ≥13, the GCS score between SIH and NDN patients is not significantly different (Table 3). In addition, although only a few patients with SIH had an ISS < 16 and more had 16–24 as compared with those who had NDN, the ISS between SIH and NDN patients had no significant difference (Table 3). In relation to the patient outcomes, the proportion between SIH and NDN patients admitted at the ICU had no significant difference. Patients with SIH did not have a significant difference of hospital LOS (12.7 vs. 9.7 days; p = 0.104) but presented a 13.8-fold higher mortality odds ratio than those with NDN (95% CI 3.03–62.69; p = 0.004). Despite considering the effects of confounding variables such as age, sex, co-morbidities, and ISS, patients with SIH still had a 9.8-fold higher mortality adjusted odds than those with NDN (95% CI 1.54–62.05; p = 0.016).



As compared with DN, SIH had a male predominance and lesser proportion of patients with a pre-existing HTN. There was no significant difference in age and other co-morbidities. Although only a few patients had a GCS score ≥13, the GCS score between the SIH and DN had no significant difference. In addition, the SIH patients did not have a significant difference of ISS than the DN patients (p = 0.053). In relation to patient outcomes, the SIH group did not have a significant difference of hospital LOS (12.7 vs. 9.9 days, respectively; p = 0.194) than the DN group; however, the proportion of patients admitted at the ICU and the mortality odds ratio between the SIH and DN groups had no difference. Furthermore, the adjusted mortality odds ratio between the SIH and DN groups had no significant difference (AOR = 0.3; 95% CI 0.03–2.99; p = 0.302).




3.2. Characteristics and Outcomes of Patients with DH


As compared with NDN, DH had a female predominance, older age, and higher proportion of patients with pre-existing HTN, CAD, and CVA. The GCS score between the DH and NDN groups had no significant difference, regardless of the patient subgroups established based on the GCS score (≤8, 9–12, and ≥13). In addition, DH had a higher ISS than NDN. As regards the patient outcomes, the hospital LOS and the proportion of patients admitted at the ICU between the DH and NDN group had no difference. However, DH had a 6.0-fold higher mortality odds ratio (95% CI 1.60–22.52; p = 0.011) and a 5.8-fold higher adjusted mortality odds ratio (95% CI 1.46–22.67; p = 0.012) than NDN.



As compared with DN, DH did not present a significant difference in age but had less proportion of patients with pre-existing HTN. No significant differences in sex and other co-morbidities were found between DH and DN. No significant difference in GCS score and ISS were found between DH and DN, regardless of patient subgroups established based on GCS score (≤8, 9–12, and ≥13) or ISS (<16, 16–24, and ≥25). No significant outcomes in the hospital LOS, the proportion of patients admitted at the ICU, mortality odds ratio, and adjusted mortality odds ratio were found between the DH and DN groups.





4. Discussion


This study demonstrated that SIH and DH patients with traumatic femoral fractures presented with a higher mortality rate than the NDN patients, but not the DN patients, with or without adjustment of the differences in age, sex, co-morbidities, and injury severity. As compared with the NDN group, a 9.8-fold and 5.8-fold increase in the adjusted mortality odds ratio of SIH and DH patients, respectively, were found in this study. This result was in agreement with the report by Leto et al., who reported that an admission blood glucose level greater than 140 mg/dL was associated with higher in-hospital mortality in the patients with hip fracture [8], albeit the definition of the level of hyperglycemia is different. However, this result was, partly, not in accordance with that reported by Kerby et al., who demonstrated that, in general trauma population, the adjusted mortality was significant in patients with SIH but not significant in patients with DH as compared with the normoglycemic counterpart patients [22].



A large cross-sectional study revealed that diabetes was associated with significantly lower bone mineral density at the femoral neck and total hip [27]. Insulin resistance in type 2 DM negatively influences bone remodeling, leads to reduced bone strength of the lower femoral neck [28], and is associated with increased fracture risk [29]. Furthermore, patients with medium and high risk of osteoporosis had significantly higher odds ratio of sustaining injury in a fall accident than low-risk patients [30]. A considerable overlap in DM and osteoporosis in older adults was found due to the high prevalence of each condition [29,31]. Therefore, under the same stress and strain force, the femur bone of patients with DM is more fragile and prone to fractures than those without diabetes. Notably, in this study, the SIH group did not have a higher ISS than the NDN and DN group. In addition, the calculation of adjusted mortality was based on the different levels of injury severity. This result, in relation to admission hyperglycemia and mortality, suggested that the characteristics, not the injury severity of these patients with traumatic femoral fractures, contributed to the higher mortality of patients with admission hyperglycemia.



The pathophysiological effect associated with SIH differs from that of the DH. SIH is an acute process initiated by stress hormone with subsequent release of inflammatory cytokines in response to stress; in contrast, DH is a chronic process associated with prolonged hyperglycemia and subsequent microvascular changes [18]. Patients with diabetes are commonly at higher risk of cerebrovascular accidents, peripheral vascular disease, and renal failure [32,33,34,35,36]. In this study, SIH and DH patients did not present with a higher mortality rate as compared with DN patients. Such results indicate that the associated co-morbidity of diabetes, even if the blood sugar level in the in DN group remained normal, still accounted for a higher mortality. Some studies had revealed that the implementation of a stricter glucose control regimen in trauma patients did not lower the mortality of the patients with DH [37,38]. The prospective, randomized controlled NICE-SUGAR study was performed to delineate the optimal target range for blood glucose level in critically ill patients and found the mortality was even higher in the critically ill patients than those under conventional glucose control [39]. However, more evidences are required to support such hypothesis.



This study had several limitations. First, an inherent selection bias and unrecognized confounding factors should be mentioned in the retrospective design of the study; Second, the patients declared dead at the scene of an accident or upon hospital arrival were not included in the database, and this may have led to a selection bias, considering that the number of fatal patients is few and is prone to have a selection bias during the mortality assessment; Third, as no fix protocol was provided in dealing with the admission hyperglycemia, we could only rely on the assumption of performing a uniform management of these patients. Although the use of glycemic control in patients with SIH or DH has been inconclusive as to whether tight glycemic control reduced the morbidity and mortality, however, this unknown condition of insulin administration in patients with hyperglycemia may cause a bias in the outcome assessment.




5. Conclusions


This study demonstrated that SIH and DH patients with traumatic femoral fractures had higher mortality when compared with NDN patients, but not when compared with DN patients, with or without adjustment of the differences in patient’s age, sex, co-morbidities, and injury severity.







Acknowledgments


We appreciated the Biostatistics Center, Kaohsiung Chang Gung Memorial Hospital for doing the statistical work. This research was supported by a grant from CMRPG8F0261.




Author Contributions


Cheng-Shyuan Rau wrote the manuscript, Shao-Chun Wu was involved in the review of literature, Yi-Chun Chen and Peng-Chen Chien performed the statistical analyses, Hsiao-Yun Hsieh proofread the manuscript, Pao-Jen Kuo was responsible for the integrity of registered data, and Ching-Hua Hsieh designed the study and contributed to the analysis and interpretation of data. All authors read and approved the final manuscript.




Conflicts of Interest


The authors declare no conflict of interest.




References


	



Moore, J.; Carmody, O.; Carey, B.; Harty, J.A.; Reidy, D. The cost and mortality of hip fractures in centenarians. Ir. J. Med. Sci. 2017. [Google Scholar] [CrossRef] [PubMed]

	



Dyer, S.M.; Crotty, M.; Fairhall, N.; Magaziner, J.; Beaupre, L.A.; Cameron, I.D.; Sherrington, C. A critical review of the long-term disability outcomes following hip fracture. BMC Geriatr. 2016, 16, 158. [Google Scholar] [CrossRef] [PubMed]

	



Losser, M.R.; Damoisel, C.; Payen, D. Bench-to-bedside review: Glucose and stress conditions in the intensive care unit. Crit. Care 2010, 14, 231. [Google Scholar] [CrossRef] [PubMed]

	



Sung, J.; Bochicchio, G.V.; Joshi, M.; Bochicchio, K.; Tracy, K.; Scalea, T.M. Admission hyperglycemia is predictive of outcome in critically ill trauma patients. J. Trauma 2005, 59, 80–83. [Google Scholar] [CrossRef] [PubMed]

	



Richards, J.E.; Kauffmann, R.M.; Zuckerman, S.L.; Obremskey, W.T.; May, A.K. Relationship of hyperglycemia and surgical-site infection in orthopaedic surgery. J. Bone Jt. Surg. Am. 2012, 94, 1181–1186. [Google Scholar] [CrossRef] [PubMed]

	



Richards, J.E.; Kauffmann, R.M.; Obremskey, W.T.; May, A.K. Stress-induced hyperglycemia as a risk factor for surgical-site infection in nondiabetic orthopedic trauma patients admitted to the intensive care unit. J. Orthop. Trauma 2013, 27, 16–21. [Google Scholar] [CrossRef] [PubMed]

	



Mraovic, B.; Suh, D.; Jacovides, C.; Parvizi, J. Perioperative hyperglycemia and postoperative infection after lower limb arthroplasty. J. Diabetes Sci. Technol. 2011, 5, 412–418. [Google Scholar] [CrossRef] [PubMed]

	



Leto, R.; Desruelles, D.; Gillet, J.B.; Sabbe, M.B. Admission hyperglycaemia is associated with higher mortality in patients with hip fracture. Eur. J. Emerg. Med. 2015, 22, 99–102. [Google Scholar] [CrossRef] [PubMed]

	



Gauglitz, G.G.; Herndon, D.N.; Jeschke, M.G. Insulin resistance postburn: Underlying mechanisms and current therapeutic strategies. J. Burn Care Res. 2008, 29, 683–694. [Google Scholar] [CrossRef] [PubMed]

	



Ray, B.; Ludwig, A.; Yearout, L.K.; Thompson, D.M.; Bohnstedt, B.N. Stress-Induced Hyperglycemia after Spontaneous Subarachnoid Hemorrhage and Its Role in Predicting Cerebrospinal Fluid Diversion. World Neurosurg. 2017, 100, 208–215. [Google Scholar] [CrossRef] [PubMed]

	



Yang, C.J.; Liao, W.I.; Wang, J.C.; Tsai, C.L.; Lee, J.T.; Peng, G.S.; Lee, C.H.; Hsu, C.W.; Tsai, S.H. Usefulness of glycated hemoglobin A1c-based adjusted glycemic variables in diabetic patients presenting with acute ischemic stroke. Am. J. Emerg. Med. 2017. [Google Scholar] [CrossRef] [PubMed]

	



Hiesmayr, M.J. Hyperglycemia and outcome after myocardial infarction and cardiac surgery: So what? Semin. Cardiothorac. Vasc. Anesth. 2006, 10, 220–223. [Google Scholar] [CrossRef] [PubMed]

	



Smit, J.W.; Romijn, J.A. Acute insulin resistance in myocardial ischemia: Causes and consequences. Semin. Cardiothorac. Vasc. Anesth. 2006, 10, 215–219. [Google Scholar] [CrossRef] [PubMed]

	



Marik, P.E.; Bellomo, R. Stress hyperglycemia: An essential survival response! Crit. Care Med. 2013, 41, e93–e94. [Google Scholar] [CrossRef] [PubMed]

	



Plummer, M.P.; Deane, A.M. Dysglycemia and Glucose Control During Sepsis. Clin. Chest Med. 2016, 37, 309–319. [Google Scholar] [CrossRef] [PubMed]

	



Dungan, K.M.; Braithwaite, S.S.; Preiser, J.C. Stress hyperglycaemia. Lancet 2009, 373, 1798–1807. [Google Scholar] [CrossRef]

	



McCowen, K.C.; Malhotra, A.; Bistrian, B.R. Stress-induced hyperglycemia. Crit. Care Clin. 2001, 17, 107–124. [Google Scholar] [CrossRef]

	



Bosarge, P.L.; Kerby, J.D. Stress-induced hyperglycemia: Is it harmful following trauma? Adv. Surg. 2013, 47, 287–297. [Google Scholar] [CrossRef] [PubMed]

	



Chen, Y.; Yang, X.; Meng, K.; Zeng, Z.; Ma, B.; Liu, X.; Qi, B.; Cui, S.; Cao, P.; Yang, Y. Stress-induced hyperglycemia after hip fracture and the increased risk of acute myocardial infarction in nondiabetic patients. Diabetes Care 2013, 36, 3328–3332. [Google Scholar] [CrossRef] [PubMed]

	



Kreutziger, J.; Wenzel, V.; Kurz, A.; Constantinescu, M.A. Admission blood glucose is an independent predictive factor for hospital mortality in polytraumatised patients. Intensive Care Med. 2009, 35, 1234–1239. [Google Scholar] [CrossRef] [PubMed]

	



Vogelzang, M.; van der Horst, I.C.; Nijsten, M.W. Hyperglycaemic index as a tool to assess glucose control: A retrospective study. Crit. Care 2004, 8, R122–R127. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



Kerby, J.D.; Griffin, R.L.; MacLennan, P.; Rue, L.W., 3rd. Stress-induced hyperglycemia, not diabetic hyperglycemia, is associated with higher mortality in trauma. Ann. Surg. 2012, 256, 446–452. [Google Scholar] [CrossRef] [PubMed]

	



Hsieh, C.H.; Hsu, S.Y.; Hsieh, H.Y.; Chen, Y.C. Differences between the sexes in motorcycle-related injuries and fatalities at a Taiwanese level I trauma center. Biomed. J. 2017, 40, 113–120. [Google Scholar] [CrossRef] [PubMed]

	



Hsieh, C.H.; Liu, H.T.; Hsu, S.Y.; Hsieh, H.Y.; Chen, Y.C. Motorcycle-related hospitalizations of the elderly. Biomed. J. 2017, 40, 121–128. [Google Scholar] [CrossRef] [PubMed]

	



Diagnosis and classification of diabetes mellitus. Diabetes Care 2012, 35 (Suppl. 1), S64–S71. [CrossRef]

	



Butcher, N.; Balogh, Z.J. AIS > 2 in at least two body regions: A potential new anatomical definition of polytrauma. Injury 2012, 43, 196–199. [Google Scholar] [CrossRef] [PubMed]

	



Neumann, T.; Samann, A.; Lodes, S.; Kastner, B.; Franke, S.; Kiehntopf, M.; Hemmelmann, C.; Lehmann, T.; Muller, U.A.; Hein, G.; et al. Glycaemic control is positively associated with prevalent fractures but not with bone mineral density in patients with Type 1 diabetes. Diabet. Med. 2011, 28, 872–875. [Google Scholar] [CrossRef] [PubMed]

	



Srikanthan, P.; Crandall, C.J.; Miller-Martinez, D.; Seeman, T.E.; Greendale, G.A.; Binkley, N.; Karlamangla, A.S. Insulin resistance and bone strength: Findings from the study of midlife in the United States. J. Bone Miner. Res. 2014, 29, 796–803. [Google Scholar] [CrossRef] [PubMed]

	



Vestergaard, P. Discrepancies in bone mineral density and fracture risk in patients with type 1 and type 2 diabetes—A meta-analysis. Osteoporos. Int. 2007, 18, 427–444. [Google Scholar] [CrossRef] [PubMed]

	



Chen, C.C.; Rau, C.S.; Wu, S.C.; Kuo, P.J.; Chen, Y.C.; Hsieh, H.Y.; Hsieh, C.H. Association of Osteoporosis Self-Assessment Tool for Asians (OSTA) Score with Clinical Presentation and Expenditure in Hospitalized Trauma Patients with Femoral Fractures. Int. J. Environ. Res. Public Health 2016, 13, 995. [Google Scholar] [CrossRef] [PubMed]

	



Janghorbani, M.; Van Dam, R.M.; Willett, W.C.; Hu, F.B. Systematic review of type 1 and type 2 diabetes mellitus and risk of fracture. Am. J. Epidemiol. 2007, 166, 495–505. [Google Scholar] [CrossRef] [PubMed]

	



Maffi, P.; Secchi, A. The Burden of Diabetes: Emerging Data. Dev. Ophthalmol. 2017, 60, 1–5. [Google Scholar] [CrossRef] [PubMed]

	



Tun, N.N.; Arunagirinathan, G.; Munshi, S.K.; Pappachan, J.M. Diabetes mellitus and stroke: A clinical update. World J. Diabetes 2017, 8, 235–248. [Google Scholar] [CrossRef] [PubMed]

	



Oei, L.; Rivadeneira, F.; Zillikens, M.C.; Oei, E.H. Diabetes, diabetic complications, and fracture risk. Curr. Osteoporos. Rep. 2015, 13, 106–115. [Google Scholar] [CrossRef] [PubMed]

	



Rhee, S.Y.; Kim, Y.S. Peripheral Arterial Disease in Patients with Type 2 Diabetes Mellitus. Diabetes Metab. J. 2015, 39, 283–290. [Google Scholar] [CrossRef] [PubMed]

	



Mittal, K.; Katare, D.P. Shared links between type 2 diabetes mellitus and Alzheimer’s disease: A review. Diabetes Metab. Syndr. 2016, 10, S144–S149. [Google Scholar] [CrossRef] [PubMed]

	



Wahl, W.L.; Taddonio, M.; Maggio, P.M.; Arbabi, S.; Hemmila, M.R. Mean glucose values predict trauma patient mortality. J. Trauma 2008, 65, 42–47. [Google Scholar] [CrossRef] [PubMed]

	



Kutcher, M.E.; Pepper, M.B.; Morabito, D.; Sunjaya, D.; Knudson, M.M.; Cohen, M.J. Finding the sweet spot: Identification of optimal glucose levels in critically injured patients. J. Trauma 2011, 71, 1108–1114. [Google Scholar] [CrossRef] [PubMed]

	



Finfer, S.; Chittock, D.R.; Su, S.Y.; Blair, D.; Foster, D.; Dhingra, V.; Bellomo, R.; Cook, D.; Dodek, P.; Henderson, W.R.; et al. Intensive versus conventional glucose control in critically ill patients. N. Engl. J. Med. 2009, 360, 1283–1297. [Google Scholar] [CrossRef] [PubMed]








[image: Ijerph 15 00028 g001 550] 





Figure 1. Flow chart of allocating patients with traumatic femoral fractures into four groups: stress-induced hyperglycemia (SIH), diabetic hyperglycemia (DH), diabetic normoglycemia (DN), and non-diabetic normoglycemia (NDN). 
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Table 1. Characteristics and outcomes of the patient groups.
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	Variables
	SIH, n = 75
	DH, n = 280
	DN, n = 309
	NDN, n = 1326





	Sex
	
	
	
	



	 Female, n (%)
	42 (56.0)
	190 (67.9)
	212 (68.6)
	746 (56.3)



	 Male, n (%)
	33 (44.0)
	90 (32.1)
	97 (31.4)
	580 (43.7)



	Age (years)
	72.6 ± 13.7
	72.4 ± 10.2
	74.2 ± 10.2
	67.1 ± 20.1



	Comorbidity
	
	
	
	



	 HTN, n (%)
	37 (49.3)
	186 (66.4)
	235 (76.1)
	544 (41.0)



	 CAD, n (%)
	4 (5.3)
	31 (11.1)
	32 (10.4)
	89 (6.7)



	 CHF, n (%)
	0 (0.0)
	8 (2.9)
	10 (3.2)
	28 (2.1)



	 CVA, n (%)
	7 (9.3)
	47 (16.8)
	57 (18.4)
	120 (9.0)



	 ESRD, n (%)
	0 (0.0)
	1 (0.4)
	0 (0.0)
	2 (0.2)



	GCS
	14.4 ± 1.9
	14.8 ± 0.8
	14.8 ± 0.9
	14.8 ± 0.9



	 ≤8
	1 (1.3)
	0 (0.0)
	1 (0.3)
	7 (0.5)



	 9–12
	5 (6.7)
	6 (2.1)
	6 (1.9)
	28 (2.1)



	 ≥13
	69 (92.0)
	274 (97.9)
	302 (97.7)
	1291 (97.4)



	ISS, median (IQR)
	9 (9–9)
	9 (9–9)
	9 (9–9)
	9 (9–9)



	 <16
	72 (96.0)
	280 (100.0)
	309 (100.0)
	1314 (99.1)



	 16–24
	3 (4.0)
	0 (0.0)
	0 (0.0)
	12 (0.9)



	 ≥25
	0 (0.0)
	0 (0.0)
	0 (0.0)
	0 (0.0)



	Hospital LOS (days)
	12.7 ± 11.1
	10.3 ± 9.0
	9.9 ± 8.1
	9.7 ± 7.1



	ICU admission, n (%)
	9 (12.0)
	24 (8.6)
	19 (6.1)
	102 (7.7)



	Mortality, n (%)
	3 (4.0)
	5 (1.8)
	9 (2.9)
	4 (0.3)







CAD = coronary artery disease; CHF = congestive heart Failure; CI = confidence interval; CVA = cerebral vascular accident; DN = diabetic normoglycemia; DH = diabetic hyperglycemia; ESRD = end-stage renal disease; GCS = Glasgow coma scale; HTN = hypertension; ICU = intensive care unit; IQR = interquartile range; ISS = injury severity score; LOS = length of stay; NDN = non-diabetic normoglycemia; SIH = stress-induced hyperglycemia.
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Table 2. Comparison of characteristics and outcomes of categorical variables between patient groups.
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Variables

	
SIH vs. NDN

	
SIH vs. DN

	
DH vs. NDN

	
DH vs. DN




	
Odds Ratio (95% CI)

	
p

	
Odds Ratio (95% CI)

	
p

	
Odds Ratio (95% CI)

	
p

	
Odds Ratio (95% CI)

	
p






	
Characteristic

	

	

	

	

	

	

	

	




	
Sex

	

	
0.965

	

	
0.038

	

	
<0.001

	

	
0.845




	
 Female, n (%)

	
1.0 (0.62–1.58)

	

	
0.6 (0.35–0.98)

	

	
1.6 (1.25–2.16)

	

	
1.0 (0.68–1.37)

	




	
 Male, n (%)

	
1.0 (0.63–1.62)

	

	
1.7 (1.03–2.88)

	

	
0.6 (0.46–0.80)

	

	
1.0 (0.73–1.47)

	




	
Comorbidity

	

	

	

	

	

	

	

	




	
 HTN, n (%)

	
1.4 (0.88–2.23)

	
0.155

	
0.3 (0.18–0.52)

	
<0.001

	
2.8 (2.17–3.73)

	
<0.001

	
0.6 (0.44–0.89)

	
0.010




	
 CAD, n (%)

	
0.8 (0.28–2.19)

	
0.813

	
0.5 (0.17–1.42)

	
0.181

	
1.7 (1.13–2.66)

	
0.012

	
1.1 (0.64–1.82)

	
0.779




	
 CHF, n (%)

	
-

	
0.397

	
-

	
0.221

	
1.4 (0.62–3.02)

	
0.444

	
0.9 (0.34–2.26)

	
0.790




	
 CVA, n (%)

	
1.0 (0.47–2.30)

	
0.934

	
0.5 (0.20–1.04)

	
0.057

	
2.0 (1.41–2.92)

	
<0.001

	
0.9 (0.58–1.36)

	
0.598




	
 ESRD, n (%)

	
―

	
1.000

	
-

	
-

	
2.4 (0.21–26.26)

	
0.437

	
-

	
0.475




	
GCS

	

	

	

	

	

	

	

	




	
 ≤8

	
2.5 (0.31–20.97)

	
0.357

	
4.2 (0.26–67.32)

	
0.353

	
-

	
0.613

	
-

	
1.000




	
 9–12

	
3.3 (1.24–8.84)

	
0.028

	
3.6 (1.07–12.16)

	
0.044

	
1.0 (0.42–2.48)

	
0.974

	
1.1 (0.35–3.47)

	
0.863




	
 ≥13

	
0.3 (0.13–0.77)

	
0.019

	
0.3 (0.09–0.82)

	
0.025

	
1.2 (0.52–2.97)

	
0.632

	
1.1 (0.35–3.19)

	
0.919




	
ISS

	

	

	

	

	

	

	

	




	
 <16

	
0.2 (0.06–0.79)

	
0.042

	
-

	
0.007

	
-

	
0.241

	
-

	
-




	
 16–24

	
4.6 (1.26–16.53)

	
0.042

	
-

	
0.007

	
-

	
0.241

	
-

	
-




	
 ≥25

	
-

	
-

	
-

	
-

	
-

	
-

	
-

	
-




	
Outcomes

	

	

	

	

	

	

	

	




	
 ICU admission, n (%)

	
1.6 (0.79–3.38)

	
0.179

	
2.1 (0.90–4.81)

	
0.080

	
1.1 (0.71–1.79)

	
0.619

	
1.4 (0.77–2.67)

	
0.259




	
 Mortality, n (%)

	
13.8 (3.03–62.69)

	
0.004

	
1.4 (0.37–5.26)

	
0.710

	
6.0 (1.60–22.52)

	
0.011

	
6.0 (0.20–1.83)

	
0.370




	
 Adjusted mortality, n (%)

	
9.8 (1.54–62.05)

	
0.016

	
0.3 (0.03–2.99)

	
0.302

	
5.8 (1.46–22.67)

	
0.012

	
0.6 (0.20–1.89)

	
0.394








CAD = coronary artery disease; CHF = congestive heart Failure; CI = confidence interval; CVA = cerebral vascular accident; DN = diabetic normoglycemia; DH = diabetic hyperglycemia; ESRD = end-stage renal disease; GCS = Glasgow coma scale; HTN = hypertension; ICU = intensive care unit; IQR = interquartile range; ISS = injury severity score; LOS = length of stay; NDN = non-diabetic normoglycemia; SIH = stress-induced hyperglycemia.
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Table 3. Comparison of characteristics and outcomes of continuous variables between patient groups.
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	SIH, n = 75
	DH, n = 280
	DN, n = 309
	NDN, n = 1326
	Levene’s Test p
	F
	p
	
	
	Median Difference
	Post-Hoc p



	Age
	72.6 ± 13.7
	72.4 ± 10.2
	74.2 ± 10.2
	67.1 ± 20.1
	<0.001
	18.6
	<0.001
	NDN
	SIH
	−5.5
	0.008



	(years)
	
	
	
	
	
	
	
	
	DH
	−5.3
	<0.001



	
	
	
	
	
	
	
	
	DN
	SIH
	1.6
	0.774



	
	
	
	
	
	
	
	
	
	DH
	1.8
	0.142



	GCS
	14.4 ± 1.9
	14.8 ± 0.8
	14.8 ± 0.9
	14.8 ± 0.9
	<0.001
	4.8
	0.002
	NDN
	SIH
	0.4
	0.238



	
	
	
	
	
	
	
	
	
	DH
	−0.0
	0.967



	
	
	
	
	
	
	
	
	DN
	SIH
	0.4
	0.236



	
	
	
	
	
	
	
	
	
	DH
	−0.0
	0.996



	LOS
	12.7 ± 11.1
	10.3 ± 9.0
	9.9 ± 8.1
	9.7 ± 7.1
	<0.001
	3.9
	0.009
	NDN
	SIH
	−3.0
	0.104



	(days)
	
	
	
	
	
	
	
	
	DH
	−0.6
	0.675



	
	
	
	
	
	
	
	
	DN
	SIH
	−2.7
	0.194



	
	
	
	
	
	
	
	
	
	DH
	−0.4
	0.953



	
	SIH, n = 75
	DH, n = 280
	DN, n = 309
	NDN, n = 1326
	Levene’s Test p
	F
	Kruskal-Wallis p
	
	
	Median Difference
	Post-Hoc p



	ISS,
	9 (9–9)
	9 (9–9)
	9 (9–9)
	9 (9–9)
	N/A
	N/A
	<0.001
	NDN
	SIH
	0
	0.854



	Median (IQR)
	
	
	
	
	
	
	
	
	DH
	0
	<0.001



	
	
	
	
	
	
	
	
	DN
	SIH
	0
	0.053



	
	
	
	
	
	
	
	
	
	DH
	0
	0.630







DN = diabetic normoglycemia; DH = diabetic hyperglycemia; GCS = Glasgow coma scale; ISS = injury severity score; LOS = length of stay; N/A = not available; NDN= non-diabetic normoglycemia; SIH = stress-induced hyperglycemia.
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