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Abstract
Purpose: For the group of patients with coronary artery disease (CAD), referred to coronary artery
bypass surgery, we sought to asses the relevance of gender and presence of Diabetes Mellitus upon
survival rates, within the first 3 years after surgery. Methods: At “Nicolae Stancioiu” Heart Institute,
a number of 110 patients were followed up from September 2003 to February 2008, for the
following events: ischemia, restenosis, atrial fibrillation, ventricular arrhythmias, heart failure, other
events and complications. Ages, gender, presence of Diabetes Mellitus were noted. For the
diabetic/non-diabetic (45 diabetic, 65 non-diabetic) groups and male/female groups (27 female, 83
male), we applied in the SPSS program the Logrank and Wilcoxon tests, for quantifying the
differences in the survival rates between the groups. Results: No significant differences were found
in the survival rates between the groups (diabetic/non-diabetic Logrank test, p=0.71, Wilcoxon
test, p=0.86; female/male Logrank test, p=0.7, Wilcoxon test, p=0.95). Also for the subgroup of
patients which had in-graft restenosis (46 patients) no significant differences were found between
the diabetic/non-diabetic (Logrank test, p=0.36) and gender groups (Logrank test, p=0.4). Mean
age for the whole group is 59.2 (61.9 for female and 58.3 for male). Conclusion: Diabetes Mellitus or
sex is not significant factors for lower survival rates, in the first 3 years after coronary artery bypass.
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Introduction
Patients remain at high risk of subsequent major cardiovascular events after coronary artery
bypass grafting (CABG) [1]. For long term outcomes, diabetes is well documented to be a
prognosis factor for increased rates of mortality, following CABG [2]. The issue of whether gender
is a risk factor for long term mortality after interventions is still controversial [3]. Secondary
prevention may have to be focused on more comprehensive risk factor modifications to bring
patients to target goals [1]. For the particular case of restenosis, also there is documented evidence
that failing to reduce the risk factors for atherosclerosis will eventually (in the next 25 years) lead to
reintervention for more than 50% of the patients [4].
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With the necessity of following the patients with coronary artery disease (CAD) for their entire
life, local particularities in clinical post-surgery outcomes are important. A study in a local center
from Romania, “Nicolae Stancioiu” Heart Institute from Cluj-Napoca, appears essential for
establishing risk factors for higher morbidity that might be regional, and their implications, and thus
to improve their pre- and post-operative management, by the entire health system, with final goal in
reducing overall death-rates and medical costs. A study assessing relevance of gender or diabetes on
mid and long term outcomes is thus relevant.
Material and Method
From the group of patients that were referred for CABG, at Cluj-Napoca Heart Institute, we
selected the 110 cases that returned for hospitalization, from September 2003 to February 2008.
The patients were divided into 4 groups: diabetic/non-diabetic and females/males. The noted
events that lead for rehospitalisation were: ischemia, restenosis, atrial fibrillation, ventricular
arrhythmias, heart failure, other events and complications (post-operative for ex.). The distinction
of ischemia from restenosis is necessary as other vessels than the bypassed ones might become
stenosed.
For the 4 groups of patients, 45 diabetic- 65 non-diabetics, and 27 female- 83 male, we
compared the survival rates within the first 36 months from surgery, using Kaplan-Meyer method
and Logrank and Wilcoxon tests. Statistics were calculated with SPSS statistical software.
Mean age for the whole group was of 59.2 (61.9 for female and 58.3 for male).
Results
Of the 110 patients, 8 were censored from further calculations due to having one ore more
complications, after the 36 months time-limit. From the initial group of 102, 46 patients had ingraft restenosis, thus resulting that resteonsis remains the most common complication for bypassed
patients.
In both the female/male and diabetic/non-diabetic groups no significant statistical differences
were found in the survival rates (Table 1). Survival diagrams also show no particular elapse between
the groups (Figures 1 and 2).
Table 1. “p” values for the compared groups
Compared groups
Female (n =27 )/male (n =83)
Diabetic (n =45)/non-diabetic (n =65)

Logrank (p-value)
0.71
0.7

Wilcoxon (p-value)
0.14
0.14

For the subgroup of patients that had restenosis, also diabetes or gender had no significant
influence (Table 2).
Table 2. Statistical significance (p-value) for the compared groups: in case of restenosis
Sub-group
Female (n=9)/Male (n=37)
Diabetic (n=20)/Non-diabetic (n=26)
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Logrank (p-value)
0.40
0.36

Wilcoxon (p-value)
0.81
0.85
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Figure 1. Survival diagrams for diabetic/non-diabetic groups

Figure 2. Survival diagrams for female/male groups
Discussion
For the female vs. male groups, the results that we obtained appear to concord with data
published in literature. Koch A.G. et al., conclude in 2003 that disease prevalence in women, and
not gender per se, affects mid- and long-term survival after cardiac surgery [5]. In a retrospective
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study with a group of 1758 patients, Sharoni E. concludes in 2009 that the female patients had
significantly higher postoperative mortality (p < 0.05), but, that strong predictors of death were
cardiopulmonary bypass time, use of an intra-aortic balloon pump, and, to a lesser extent, chronic
obstructive pulmonary disease and thus female gender was not found to be an independent risk
factor for death [6]. More, Ennker I.C. publishes data to support that female sex per se does not
increase operative risk, but shorter height, which is more common in women, affects the outcome,
probably due to technical difficulties in shorter patients with smaller internal mammary arteries and
coronary vessels [3].
From other points of view, there are studies to support that female gender is at higher risk of
complication. Deaton C. states that both diabetes and female sex are predictors for worse
outcomes, in first three months after surgery [7]. Emmert M.Y. finds by multivariate analysis that in
case of off-pomp CABG, women have worse outcomes, primarily due to longer intensive care
required, and higher stroke rate [8]. Mack M.J. finds in a group of 4336 patients that there were no
differences in outcomes between on-pump and off-pump CABG [9].
It should be added here, that in a 1-year outcome study, Mehta R.H. states that in a group of 13
207 patients which underwent CABG, males were more unlikely to achieve variable risk-factors
reduction [1]. This data is supporting the need for further research for genetic differences [8], as
male patients seem to have at least same outcome post CABG, in spite of the lack of risk-factor
control.
Our findings are that the women group did not have a worse outcome. The variables weren’t
correlated with other variables such as other diseases, pre-operatory conditions or height. One
explanation could be that doctors, both surgeons and anesthesiologists take into account individual
differences, and manage special situations as well in both groups (such as size of arterial graft, or
intra or post surgical emergencies). Other explanation could be that the male group actually had a
worse outcome, in terms of survival rates, due to life-style and risk factors lack of correction.
Further studies are necessary to be conducted, in order to establish and correlate other possible
factors.
For the survival rates compared between the diabetic/non-diabetic groups our findings are
supported by a part of literature. Kim W.J. states from a 690 study group of patients with CABG,
that the prognostic impact of diabetes on long-term treatment with DES or CABG for patients
with unprotected LMCA (left main coronary artery) disease was minimal [10]. Qiang J. finds in a
group of 140 patients, all over 65 and diabetic (31% of the population of the study), that they
shared almost similar rates among other morbidities and mortality as compared to non-diabetic
patients over 65 years of age [11]. Furthermore, Schmeltz L.R. states concerning an improved
insulin-preoperative management for insulin-dependent cases, that on multivariate analysis, a
preoperative diagnosis of diabetes was not a significant factor in postoperative mortality or
pulmonary complications. In CABG-only patients, no significant differences were seen in outcomes
between diabetic and non-diabetic patients [12].
For the patients with LV (left ventricular) dysfunction, Wang W. finds that diabetes is not a
predictor for mortality, but is a predictor for co-morbidities and rehospitalisation [13]. For a longterm of 6 years, Mohammadi S. publishes a study including 735 insulin-dependent diabetic patients
that non-insulin-dependent diabetes is not a predictor for worse outcome, but insulin-dependent
diabetes is [14]. At a 5 year follow up, Kunadian B. states diabetes as worse outcome predictor, in
the particular case of using cross clamp fibrillation method [15].
Bigger studies clearly demonstrate that on long term, diabetes is a predictive factor, concerning
us for the entire life risk-management of CAD patients. Sabik J.F. concludes in a study with 48 758
patients followed for 25 years, that at 15 years post-surgery, 27% had reinterventions. Diabetes was
a predictive factor, but there were no differences between the oral treatment and insulin treated
groups. Only diabetic subgroup of patients that had a lower rate of complications was the dietcontrolled diabetic group). At 5 years reintervention was present at 4% of the patients [4].
One explanation for the data we obtained might be that the 3-year exclusion criteria is too short,
and in longer time, rehospitalisation, especially for the same occluded artery, is to be expected more
often in diabetic patients. Though not significant for CABG outcomes, the diabetic population in
our study was 41%.
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Study limitations. There are a series of limitations in our study. First, the type of stable/unstable
CAD was not noted, and might have been important in the relevance of diabetes upon mid term
survival rates. Secondly, it would have been relevant to separate the short time complications from
other. Type of diabetes (insulin vs. non-insulin dependent) might have been important.
Multivariable tests were not conducted, to compare the groups by terms of pre-operatory co
morbidities.
Conclusion
For the patients undergoing CABG, gender and diabetes are not predictors for lower survival
rates, within the first 3 years after surgery, but other studies are needed, for longer periods of time,
and including other variables, in order to confirm which other predictors lead to this conclusion.
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