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[ Abstract] Objective To investigate the influence of hypertension with impaired glucose tolerance (IGT) on the risk of all-cause
mortality in the elderly males. Methods The study included the elderly males with IGT and normal glucose tolerance (NGT) detected
by oral glucose tolerance test in the Chinese PLA General Hospital from May 2005 to May 2007. According to the baseline history, they
were divided into four groups (NH+NGT, H+NGT, NH+IGT, and H+IGT) and followed up at least once a year. SPSS statistics 13. 0
was used for data analysis and Cox regression model for the analysis of the differences in all-cause mortality risk between the four
groups. Results Compared with the NH+NGT group, the risk of incidental type 2 diabetic mellitus in the H+IGT group (HR=2. 55,
95%CI 1.56-4.16; P<0.001) and the NH+IGT group (HR=2.40, 95%CI 1.35-4.25; P=0.003) significantly increased. Univa-
riate Cox proportional hazard regression indicated that the risk of all-cause mortality in the H+IGT group (HR=2.59, 95%CI 1. 34~
5.01; P=0.005) was significantly higher than the NH+NGT group, while there was no significant difference in H+NGT group and
NH+IGT group as compared with NH+NGT group ( P>0.05). After adjustment of related risk factors at baseline, multivariate Cox pro-
portional hazard regression showed that the trend of all-cause mortality risk in H+IGT group (HR=1.83, 95%CI 0.90-3.70; P=
0.095) still increased as compared with NH+NGT group ( P>0.05). Conclusion Hypertension with impaired glucose tolerance is
closely associated with the risk of all-cause mortality in the elderly males. The coexistence of hypertension and IGT can further
increase the risk of all-cause mortality.
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Table 1  Comparison of baseline data among NH+NGT, H+NGT, NH+IGT, and H+IGT groups

Ttem NH+NGT group(n=118) H+NGT group(n=141) NH+IGT group(n=61) H+IGT group(n=140) P value
Age( years, x+s) 69.9+7.6 72.747.6° 71.248.6 73.9+7.6" <0. 001
BMI(kg/m?, xs) 24.12.8 25.0+2.7" 24.4+2.8 25.5+2.7" <0. 001
Smoking[ n(%) ] 29(24.6) 43(30.5) 21(34.4) 45(32.1) 0. 467
SBP ( mmHg, %+s) 123.4x13.8 132.7+13. 1" 124.9+14.6 136.5+14.0" <0. 001
DBP (mmHg, x+s) 73.38.9 77.2+10.6" 72.7+11.3 78.3+9.9" <0.001
FPG( mmol/L, %+s) 5.04+0.36 5.11+0. 39 5.25+0.46" 5.25+0.40" <0. 001
PPG(mmol/L, xs) 8.50+1.08 8.49+1.10 9.26+1.36" 8.99:+1.17" <0. 001
TC(mmol/L, %+s) 5.030. 91 4.87+0. 84 5.04£0.75 4.91£0.75 0.303
TG(mmol/L, xs) 1. 44+0. 89 1.57+0.77 1.56+0. 84 1.56+0. 74 0.529
HDL-C( mmol/L, x+s) 1.51£0.30 1.42£0.26" 1.50+0. 37 1.43£0.24" 0.032
LDL-C(mmol/L, xs) 2.82+0. 82 2.75+0.75 2. 89+0. 63 2. 86+0. 67 0. 476
FINS[ mU/L,M(Q,,Q5) ] 4.20(2.90, 6.70) 5.10(3.40, 7.30) 5.20(3.50, 7.60)  5.85(4.20, 9.20) *  0.003
HOMA2-IR[ M(Q,,Q5) ] 0.54(0.38, 0.88) 0.66(0.44, 0.96) 0.67(0.47,0.99)  0.76(0.56, 1.21) * 0.002
eGFR[ ml/(min + 1.73 m?) , xs] 88.3£16.5 82.1+17.4" 84.8+17.5 82.5+18.9" 0.022
Dyslipidemia[ n( %) ] 72(61.0) 106(75.2) * 37(60.7) 99(70.7) 0. 046
CHD[n(%) ] 41(34.7) 85(60.3) " 17(27.9) 84(60.0) <0.001

NH : non-hypertension; NGT: normal glucose tolenrace; H: hypertension; IGT; imipared glucose tolerance; BMI; body mass index; SBP: systolic blood

pressure; DBP: diastolic blood pressure; FPG: fasting plasma glucose; PPG: postprandial plasma glucose; TC: total cholesterol; TG: triglyceride;

HDL-C: high-density lipoprotein cholesterol; LDL-C: low-density lipoprotein cholesterol; FINS: fasting insulin; HOMA2-IR: Homeostasis model assessment-

insulin resistance; eGFR; estimated glomerular filtration rate; CHD; coronary heart disease. Compared with NH+NGT group, * P<0.05. 1 mmHg=0. 133kPa.
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Table 2 Cox proportional hazards regression analysis of risk of T2DM

Model 0 Model 1 Model 2 Model 3
Group
HR(95%CI) P value HR(95%CI) P value HR(95%CI) P value HR(95%CI) P value
NH+NGT 1.00 1.00 1.00 1. 00
H+NGT 1.28(0.75-2.18) 0.367 1.38(0.80-2.38) 0.249 1.42(0.82-2.45) 0.210 1.34(0.77-2.34) 0.296
NH+IGT 2.40(1.35-4.25) 0.003 2.41(1.35-4.31) 0.003 2.52(1.41-4.51) 0.002 2.54(1.42-4.57) 0.002
H+IGT 2.55(1.56-4.16) <0.001 2.84(1.69-4.76) <0.001 2.93(1.75-4.91) <0.001 2.83(1.68-4.77) <0.001

IGT; impaired glucose tolerance; NGT: normal glucose tolerance; T2DM: type 2 diabetes mellitus. Model 0: unadjusted; Model 1: adjusted for age,
BMI and smoking; Model 2; adjusted for age, BMI, smoking, HOMA2-IR and eGFR; Model 3. adjusted for age, BMI, smoking, HOMA2-IR, eGFR,

dyslipidemia, and coronary heart disease.
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Table3  Cox proportional hazards regression analysis of risk of all-cause mortality

Model O Model 1 Model 2 Model 3
Group
HR(95%CI) P value HR(95%CI) P value HR(95%CI) P value HR(95%CI) P value
NH+NGT 1.00 1.00 1.00 1.00
H+NGT 1.18(0.57-2.48)  0.655 0.79(0.37-1.68)  0.532 0.77(0.36-1.64) 0.489 0.72(0.33-1.57) 0.410
NH+IGT 1.50(0.63-3.57) 0.355 1.06(0.44-2.53) 0.897 1.00(0.42-2.41)  0.993 1.07(0.44-2.58) 0.878
H+IGT 2.59(1.34-5.01) 0.005 1.86(0.93-3.71) 0.078 1.93(0.96-3.89) 0.067 1.83(0.90-3.70)  0.095

Model 0; unadjusted; Model 1: adjusted for age, BMI and smoking; Model 2; adjusted for age, BMI, smoking, HOMA2-IR and eGFR; Model 3: adjusted

for age, BMI, smoking, HOMA2-IR, eGFR, dyslipidemia, and coronary heart disease.
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