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Abstract

Background: Increasing evidence suggests a mechanistic link between the glycemic environment and renal and
cardiovascular events, even below the threshold for diabetes. We aimed to assess the association between HbA1c
and chronic kidney disease (CKD) and cardiovascular disease (CVD).

Methods: A cross-sectional study involving a random representative sample of 2270 adults from southern Spain
(Malaga) was undertaken. We measured HbA1c, serum creatinine and albuminuria in fasting blood and urine samples.

Results: Individuals without diabetes in the upper HbA1c tertile had an unfavorable cardiovascular and renal profile
and shared certain clinical characteristics with the patients with diabetes. Overall, a higher HbA1c concentration was
strongly associated with CKD or CVD after adjustment for traditional risk factors. The patients with known diabetes had
a 2-fold higher odds of CKD or CVD. However, when both parameters were introduced in the same model, the HbA1c
concentration was only significantly associated with clinical endpoints (OR: 1.4, 95% CI, 1.1-1.6, P = 0.002). An increase in
HbA1c of one percentage point was associated with a 30% to 40% increase in the rate of CKD or CVD. This relationship
was apparent in persons with and without known diabetes. ROC curves illustrated that a HbA1c of 37 mmol/mol (5.5%)
was the optimal value in terms of sensitivity and specificity for predicting endpoints in this population.

Conclusion: HbA1c levels were associated with a higher prevalence of CKD and CVD cross-sectionally, regardless of
diabetes status. These data support the value of HbA1c as a marker of cardiovascular and renal disease in the general
population.
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Background
Chronic kidney disease (CKD), evidenced by either albu-
minuria or decreased kidney function, is increasing
worldwide, especially in individuals with metabolic ab-
normalities, including dysglycemic disorders [1,2]. In
addition, much research has demonstrated a significant
relationship between components of the cardiometabolic
syndrome and both CKD and cardiovascular disease
(CVD), irrespective of the presence of diabetes mellitus
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or hypertension [3-6]. Given this background, a mechan-
istic link between metabolic abnormalities and adverse
renal and cardiovascular events seems likely.
The glycated hemoglobin concentration (HbA1c) is a

useful indicator of mean blood glucose concentrations
over the preceding 3 months, but it may also unmask
dysglycemic disorders, including the prediabetic state.
Epidemiological studies have reported that higher
HbA1c values were strongly associated with microvascu-
lar diabetic complications, and CVD and all-cause mor-
tality in populations with and without diabetes [7-11].
However, the linear relationship between HbA1c con-
centrations and the presence of CKD in the general
population has not been fully elucidated, even when a
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prediabetes condition could be present [12,13]. A high
cardiovascular morbidity and mortality has been associ-
ated with albuminuria and/or reduced kidney function,
regardless of age [14]. Thus, screening of HbA1c con-
centrations in the general population could be crucial to
identify different HbA1c phenotypes associated with
CKD and CVD, even in the absence of diabetes.
Cardiovascular morbidity and mortality rates are not

uniform throughout European countries. A higher
prevalence of cardiovascular risk factors, especially
dyslipidemia and obesity, has been reported in southern
Spain [15,16].
The aim of this study, therefore, was to assess the rela-

tionship between HbA1c concentrations and CKD and
CVD in an adult urban Mediterranean population from
southern Spain (Malaga).

Methods
This cross-sectional, analytical, epidemiological study
was derived from the IMAP study (Multidisciplinary
Intervention in Primary Care) and involved a random
representative sample of 2270 adults (18–80 years)
assigned to a specific Health Center (n: 29,818 people)
in Malaga city (Spain) in order to determine a HbA1c
cut-off point for CKD and CVD. The methodology of
the IMAP study has been reported previously [16,17].
The participants were located and invited by telephone
to participate in the study. Recruitment was done be-
tween January and June 2007. All the participants under-
went a clinical interview and physical examination, and
provided fasting (≥12 hours) blood and urine samples.
The blood and urine samples were analyzed in the refer-
ence hospital laboratory (Carlos Haya University Hos-
pital) and biochemical determinations were assayed
using conventional techniques. All the clinical informa-
tion and laboratory values were contrasted with chart re-
view over the previous three months. HbA1c was
measured by high performance liquid chromatography
(Adams A1C, HA-8160, ARKRAY Kyoto, Japan) and
standardized according to the criteria of the National
Glycohemoglobin Standardization Program [18].
Fasting plasma glucose levels of <5.6 mmol/L, 5.6-

6.9 mmol/L, and ≥7.0 mmol/L were considered as nor-
mal, impaired fasting glucose, and diabetes, respectively.
Participants were considered to be patients with diabetes
if they had a previous diagnosis of diabetes, were taking
drugs for diabetes, or their HbA1c was ≥48 mmol/mol
(≥6.5%) [19]. CVD was considered to be the presence of
a previous history of coronary heart disease, heart fail-
ure, cerebrovascular disease, aortic aneurysm, or periph-
eral arterial disease. The glomerular filtration rate (GFR)
was estimated using the Chronic Kidney Disease Epi-
demiology Collaboration (CKD-EPI) equation [20].
Urine albumin and creatinine were measured from a
spot urine sample. Albuminuria was defined as an
albumin-to-creatinine ratio ≥33.8 mg/mmol. Individuals
with an estimated GFR below 60 ml/min/1.73 m2 and/or
albumin-to-creatinine ratio ≥33.8 mg/mmol were con-
sidered to have CKD [21].

Other variables of interest
Blood samples were assayed for total and low-density
lipoprotein cholesterol and uric acid. The body mass
index (BMI) was obtained from measured height and
weight. Obesity was defined as a BMI > 30 kg/m2. Infor-
mation on cigarette smoking was also elicited during the
interview. Resting systolic blood pressure was measured
using a random-zero sphygmomanometer. As the study
sample was not selected, hypertension was defined as a
systolic blood pressure ≥140 mmHg and/or a diastolic
blood pressure ≥90 mmHg, or treatment with antihyper-
tensive drugs.
The study was approved by the Ethics and Research

Committees of Carlos Haya Hospital, Virgen de la
Victoria Hospital, Canary Isles University Hospital,
Ciudad Jardin Health Centre, and La Cuesta Health
Centre, and informed consent was obtained from all the
participants. The study was conducted in accordance
with the Declaration of Helsinki. In addition, reporting
of the study conforms to the STROBE statement along
with references to STROBE and the broader EQUATOR
guidelines [22].

Statistical analysis
HbA1c values were divided into tertiles in order to
analyze the demographic and clinical characteristics of
the population. Quantitative variables are expressed as
the mean ± standard deviation, whereas the qualitative
variables are expressed as percentages. An analysis of
variance (ANOVA) was used to compare quantitative
variables and the χ2 test for qualitative variables. All
probability values were two-tailed and all confidence in-
tervals (CI) were computed at the 95% level. Logistic re-
gression analysis was used to assess the relationship
between CKD or CVD and HbA1c and diabetes. Age
and gender-adjusted odds ratios were calculated in the
entire population. A similar approach was performed
after adjusting for other confounding variables. The
Hosmer-Lemeshow goodness of fit was the principal cri-
terion for selection of the final models. Receiver operat-
ing characteristic (ROC) curves were plotted and the
area under the curve (AUC) was estimated to assess the
predictive performance of HbA1c in discriminating CKD
or CVD. In addition, the best discrimination limit for
HbA1c levels was explored by the maximum of the
Younden’s index (sensitivity + specificity – 1). This cor-
responds to the value where sensitivity plus specificity is
maximized. All computations were carried out using
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SPSS 15.0 for Windows (SPSS Inc., Chicago, IL, USA)
and Epidat 3.1. A P value <0.05 was considered
significant.

Results
Overall, CKD and CVD were documented in 5.2% and
4%, respectively, of the individuals without diabetes.
These percentages were higher in the patients with
known diabetes (19.4% and 15.4%, respectively).
Table 1 displays clinical and demographic characteris-

tics for different HbA1c tertiles and known diabetes. As
expected, patients with known diabetes showed a higher
mean HbA1c concentration 56 mmol/mol (7.3 ± 1.4%)
than the rest of the study sample 37 mmol/mol (5.5 ±
0.4%). They were also older and had a worse metabolic,
cardiovascular and renal profile, evidenced by a higher
BMI, blood pressure and plasma lipids, as well as a
lower CKD-EPI than patients without diabetes. Indeed,
cardiovascular disease and CKD were more frequent in
the patients with diabetes. In addition, individuals in the
upper HbA1c tertile (HbA1c > 39 mmol/mol; 5.7%)
Table 1 Clinical characteristics of the study population by Hb

HbA1c te

22-34 mmol/mol 3

(4.2-5.3%)

N = 807

Age, y. 36 ± 12

Male gender, n (%) 375 (46.5)

Body mass index, kg/m2 25.4 ± 4

Systolic blood pressure, mmHg 121 ± 15

Diastolic blood pressure, mmHg 72 ± 9

Serum creatinine, μmol/l 68 ± 17.5

CKD-EPI, ml/min/1.73 m2 109 ± 17

FPG, mmol/mol 4.7 ± 0.5

HbA1c, mmol/mol (%) 32 (5.1 ± 0.16)

Total cholesterol, mmol/l 3.6 ± 2

LDL-cholesterol, mmol/l 3 ± 0.8

Triglycerides, mmol/l 1 ± 0.6

Uric acid, mmol/l 261.7 ± 77.4

Urinary albumin/creatinine, mg/mmol 10.5 ± 49.7

Dyslipidemia, n (%) 51 (6.3)

Hypertension, n (%) 66 (8.2)

Smoking, n (%) 227 (28)

Cardiovascular disease, n (%) 13 (1.6)

CKD, n (%) 33 (4.1)

Values are expressed as mean ± SD. P < 0.001 for differences between HbA1c tertile
HbA1c values are expressed in IFCC (International Federation of Clinical Chemistry)
Glycohemoglobin Standardization Program) units (%-one decimal). Conversion from
equation: NGSP = [(0.09148 ∗ IFCC) + 2.152].
Abbreviations: CKD-EPI, Chronic Kidney Disease Epidemiology Collaboration equatio
kidney disease.
shared a few characteristics with the patients with
diabetes.
Table 2 shows the relationship between HbA1c and

CKD and/or CVD after adjustment for age and gender
only, and then after adjustment for age, gender and
other risk factors. Known diabetes was significantly asso-
ciated with CKD, CVD, or both, with approximately 2-
fold increases. These odds were only slightly attenuated
after adjustment for known risk factors. HbA1c levels
were also independently related to clinical endpoints
after adjustment for traditional risk factors. However,
when known diabetes and HbA1c levels were introduced
in the same model, diabetes was not significantly associ-
ated with CKD or CVD. No interaction was found be-
tween HbA1c concentration and gender (P = 0.503). Of
note, an increase in HbA1c levels of one percentage point
was associated with a 30% to 40% increase in CKD or
CVD. Thus, the significant associations between diabetes
and CKD and CVD seemed to be entirely mediated by the
HbA1c concentration, irrespective of the diabetic status.
Similar significant associations were found between HbA1c
A1c tertiles and known diabetes

rtiles

6-39 mmol/mol 40-46 mmol/mol

(5.4-5.7%) (5.8-6.4%) Known diabetes

N = 762 N = 500 N = 201

42.4 ± 14.5 51 ± 15 61 ± 12

390 (51) 364 (52.6) 103 (51)

26.6 ± 5 28.3 ± 5 30.4 ± 5

125 ± 16 128 ± 16 134 ± 18

75 ± 10.4 77 ± 10 77 ± 10

69.8 ± 17.5 70.7 ± 17.5 74.3 ± 25

104 ± 18 98.5 ± 18 86 ± 19

4.9 ± 0.5 5.2 ± 0.6 8.1 ± 0.4

36 (5.5 ± 0.11) 41 (5.9 ± 0.17) 56 (7.3 ± 1.4)

5.2 ± 1.1 5.4 ± 1 5.5 ± 1.1

3.3 ± 0.9 3.5 ± 0.9 3.5 ± 0.9

1.2 ± 0.8 1.3 ± 0.9 1.7 ± 1

279.6 ± 83.3 291.5 ± 77.3 309.3 ± 97.5

9.8 ± 36.2 11.3 ± 21.5 24.8 ± 63.3

96 (12.6) 98 (20) 72 (36)

110 (14.4) 123 (24.6) 104 (52)

222 (29) 133 (26.6) 46 (23)

17 (2.2) 33 (6.6) 31 (15.4)

47 (6.2) 60 (12) 39 (19.4)

s for all variables except for smoking and urinary albumin/creatinine.
units (mmol/mol- no decimal point) followed by NGSP (National
IFCC to NGSP units is provided by the

n; FPG, fasting plasma glucose; LDL, low density lipoprotein, CKD, chronic



Table 2 Logistic regression analysis for chronic kidney disease and cardiovascular disease in the entire study
population based on known diabetes and HbA1c (per 1-percentage point increase)

Dependent
variable

Independent variables Age and sex-adjusted
odds ratio (95% CI)

P value Age, sex and other factor-adjusted*
odds ratio (95% CI)

P value

CKD

Model 1: HbA1c 1.4 (1.2-1.7) 0.000 1.4 (1.2-1.8) 0.000

Model 2: Known diabetes 2.8 (1.8-4.4) 0.000 2.5 (1.5-4) 0.000

Model 3: HbA1c & 1.2 (0.97-1.5) 0.110 1.3 (0.99-1.6) 0.057

known diabetes 2.1 (1.2-3.7) 0.013 1.7 (0.96-3.3) 0.067

CVD

Model 1: HbA1c 1.4 (1.2-1.6) 0.000 1.4 (1.1-1.6) 0.000

Model 2: Known diabetes 1.9 (1.2-3.2) 0.007 1.7 (1.02-2.8) 0.041

Model 3: HbA1c & 1.3 (1.1-1.7) 0.012 1.4 (1.1-1.8) 0.009

known diabetes 1.2 (0.6-2.3) 0.582 0.9 (0.5-1.9) 0.955

CKD or CVD

Model 1: HbA1c 1.5 (1.3-1.7) 0.000 1.5 (1.3-1.7) 0.000

Model 2: Known diabetes 2.6 (1.8-3.8) 0.000 2.3 (1.5-3.3) 0.000

Model 3: HbA1c & 1.3 (1.1-2.6) 0.004 1.4 (1.1-1.6) 0.002

known diabetes 1.6 (0.9-2.7) 0.053 1.3 (0.8-2.3) 0.250

*Other factors include blood pressure, body mass index, smoking, dyslipidemia, uric acid, and cardiovascular disease.
Abbreviations: CKD, chronic kidney disease; CVD, cardiovascular disease.

Figure 1 ROC curve for HbA1c as a predictor of chronic kidney
disease or cardiovascular disease in the entire study
population. The optimal predictor cut-off value (*) was that of the
highest sensitivity together with the lowest number of false
positives (specificity). This value corresponds to 37 mmol/mol (5.5%).
ROC curve area: 0.76 (95% CI, 0.71-0.80).
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levels and the clinical endpoints (CKD or CVD) in the dia-
betic (odds ratio 1.03, 95% CI 1.03-1.6, P = 0.025) and non-
diabetic populations (odds ratio 1.1, 95% CI 1.1-3.4, P =
0.010). Finally, fasting glucose levels were similarly associ-
ated with CKD or CVD (odds ratio 1.011, 95% CI 1.005-
1.017, P < 0.001) when they were entered into the multi-
variate model instead of the HbA1c concentration.
Figure 1 shows the ROC curve for HbA1c levels and

the endpoints in the entire study population. The AUC
for the HbA1c concentration to predict CKD or CVD
was 0.76 (95% CI, 0.71-0.80). The best Younden’s index
was 0.37 for the HbA1 cut-off levels. The optimal value
for HbA1c was 37 mmol/mol (5.5%), which gave a sensi-
tivity of 82% and a specificity of 55%. We performed an
additional analysis in individuals without diabetes (n =
2069). An HbA1c of 37 mmol/mol (5.5%) had less sensi-
tivity (73%) and a similar specificity (60%) for clinical
endpoints.

Discussion
This study provides evidence for concluding that HbA1c
may be a useful biomarker to identify individuals at risk
for cardiovascular and renal disorders in the general
population. Indeed, in this adult Mediterranean
community-based population, we elucidated an HbA1c
phenotype associated with CKD and CVD, even below
the threshold commonly accepted for the diagnosis of
diabetes. Similar associations were observed with fasting
glucose levels, but HbA1c strongly correlates with the
level of ambient glycemia during a 2 to 3 month period,
so that it reflects the usual daily fasting and postprandial
glucose levels as established by the American Diabetes
Association (ADA) [19]. Since a high prevalence of car-
diovascular risk factors has been recently reported in
this particular population [15,16], these findings may be
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crucial for implementing prophylactic interventions in
order to prevent or delay CKD and CVD.
Previous studies have reported that higher values of

HbA1c are a powerful predictor of CVD and all-cause
mortality in populations with and without diabetes
[7-10]. In addition, a poor glycemic control, evidenced
by higher HbA1c levels, has been associated with CKD
in patients with diabetes, even in the absence of albu-
minuria and retinopathy [10,11]. However, whether the
HbA1c concentration is related to the presence of CKD
in the general population, regardless of the diabetic sta-
tus, has been explored less [12,13].
In our study, we observed a strong and linear cross-

sectional association between the HbA1 concentration
and CKD and CVD. An increase in HbA1c levels of one
percentage point was associated with a 30% to 40% in-
crease in CKD or CVD. This association was independent
of traditional factors associated with CKD and CVD, in-
cluding diabetic status. Moreover, higher HbA1c levels
were more strongly associated with the clinical endpoints
other than diabetes when a composite endpoint (CKD or
CVD) was considered in our multivariate analysis. Similar
statistical associations were also observed in the subsets of
diabetic and non-diabetic patients. It is plausible, there-
fore, that the increase in these clinical endpoints seemed
to be mediated by the HbA1c level. In other words, the
degree of hyperglycemia, rather than the presence or ab-
sence of diabetes as such, could be related to future car-
diovascular or renal events. As an example, a HbA1c level
≤48 mmol/mol (6.5%) in an individual without diabetes
may predict a higher likelihood of CKD or CVD than a
HbA1c level of 37 mmol/mol (5.5%) in a patient with
well-controlled diabetes. Further prospective studies are
needed to clarify this issue.
Given our results, a lower threshold HbA1c concentra-

tion for detecting CKD or CVD seems likely. A HbA1c
cut-off point of 37 mmol/mol (5.5%) proved to be the
optimal predictor of composite endpoints in our study
population, similar to that reported in community-based
populations of adults without diabetes [8,9]. This cut-off
value is close to the 39 mmol/mol (5.7%) figure, which
has been retained by the ADA for defining the persons
at high risk for developing type 2 diabetes [19]. In
addition, our individuals without diabetes in the higher
HbA1c tertile showed a worse cardiovascular and renal
profile than the rest and shared various clinical charac-
teristics of the metabolic syndrome with the patients
with diabetes [17]. Given that the upper HbA1c limit in
these patients was 6.4%, we cannot rule out that a predi-
abetic status could have a negative impact in our study,
as reported by others [8]. Our findings suggest that con-
comitant metabolic risk factors may partly explain some
of the mechanisms associated with CKD or CVD in this
population from southern Spain. The fact that an
increasing prevalence of metabolic risk factors has been
strongly associated with a higher prevalence of CKD and
CVD in the general population supports this hypothesis
[3,4,23]. Whatever the case, whether lowering HbA1c de-
creases cardiovascular and renal events in this high-risk
population deserves to be investigated by clinical trials.
A mechanistic relation between cardiorenal events

could be established in these patients. The presence of
insulin resistance and multiple risk factors has been as-
sociated with CKD in the general population without
diabetes [24]. A growing body of evidence suggests that
several pathophysiologic pathways may mediate the toxic
effects of glucose fluctuations. The glycemic environ-
ment has been found to be proatherogenic through
chronic inflammation [25,26]. Furthermore, HbA1c may
be a link between chronic hyperglycemia and oxidative
stress and endothelial dysfunction. HbA1c is a target for
intracellular glycoxidation and peroxidation reactions
that result in the formation of advanced glycation end
products [27], which are implicated in the initiation and
progression of atherosclerosis. Lastly, changes in gly-
cemia may induce activation of growth factors, which
may contribute to the development of intraglomerular
hypertension and renal injury [28]. Taken together, these
metabolic pathways may explain the relationship be-
tween HbA1c and microvascular and macrovascular
complications in the general population, including per-
sons with a prediabetic status. Whether new markers of
glycemia, such as glycated albumin, may reflect a stron-
ger association remains to be determined.
This study has a few limitations. The cross-sectional

design of the study does not allow us to elucidate the
temporal direction of the associations observed between
HbA1c and CKD and CVD, nor the exposure risk, which
would be better evaluated with a longitudinal study.
Thus, whether HbA1c concentrations and CKD and
CVD are causally related cannot be concluded from this
cross-sectional study. In addition, the prevalence rates of
CKD and CVD seen in this study were low. However,
our study involved a random and representative sample
of the adult population from southern Spain. Future lon-
gitudinal studies derived from this study should clarify
this point. Secondly, the population studied was exclu-
sively Caucasian; thus, the results cannot be extrapolated
to other populations with differing diets or lifestyles. Fi-
nally, we only performed a single blood extraction for
the diagnosis of diabetes based on glycemic indexes.
Nevertheless, as the short-term reproducibility of HbA1c
levels is very high [29], a second measurement would
not provide a significantly different result. In addition,
the interpretation of an isolated measurement of fasting
plasma glucose and HbA1c values represents daily prac-
tice in clinical decision making and has been used in
other population studies [7-9].
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Conclusion
In conclusion, this community-based epidemiological
study highlights the independent association between
HbA1c levels and CKD and CVD, regardless of the dia-
betes status. Very small shifts in the average HbA1c level
of the general population could significantly affect the
future incidence of cardiovascular and renal events in
longitudinal studies. These data add to the evidence
supporting screening of the HbA1c concentration in the
general population to identify cut-off points associated
with CKD and CVD in the clinical setting, even in the
absence of diabetes.

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

Authors’ contributions
DH. Wrote manuscript, contributed to discussion and reviewed/edited
manuscript. AEG. Researched data and wrote manuscript. MRBL. Researched
data and reviewed/edited manuscript JMR. Researched data and contributed
to discussion. AJBO. Researched data and contributed to discussion. FJT.
Contributed to discussion and reviewed/edited manuscript. AMAP. Wrote
manuscript, and contributed to discussion. PRE. Contributed to discussion.
AT. Wrote manuscript, and contributed to discussion. RGH. Wrote
manuscript, contributed to discussion and reviewed/edited manuscript. All
authors read and approved the final maunscript.

Acknowledgments
The authors thank the healthcare team from the “Ciudad Jardín” Health
Center (Malaga, Spain) for their collaboration. This study was funded by
grants from the Consejeria de Salud de la Junta de Andalucia (283/06, IMAP
study) and FIS PI10/01020 (in part) from the Spanish Ministry of Science and
Innovation (MICINN), Instituto de Salud Carlos III, REDINREN RD12/0021/0015,
and by grant PI-0499/2009 (in part) from the Consejeria de Salud del
Gobierno de Andalucia. We also thank Ian Johnstone for his linguistic
assistance in the preparation of the text.

Author details
1Nephrology Department, Hospital Regional Universitario Carlos Haya,
Malaga, Spain. 2Internal Medicine Department, Hospital Regional Universitario
Carlos Haya, Avenida Carlos Haya s/n, 29010 Malaga, Spain. 3Biomedical
Research Laboratory, Endocrinology Department, Hospital Virgen de la
Victoria, Campus de Teatinos s/n., 29010 Malaga, Spain. 4Ciber Fisiopatologia
de la Obesidad y Nutricion, Instituto de Salud Carlos III, Madrid, Spain.
5Health Care “Ciudad Jardin”, Malaga, Spain. 6Endocrinology Department,
Hospital Virgen de la Victoria, Malaga, Spain. 7Health Care “La Cuesta”,
Tenerife, Spain. 8Research Unit, Hospital Universitario de Canarias, Tenerife,
Spain.

Received: 12 February 2013 Accepted: 11 July 2013
Published: 17 July 2013

References
1. Hallan SI, Coresh J, Astor BC, Asberg A, Powe NR, Romundstad S, Hallan HA,

Lydersen S, Holmen J: International comparison of the relationship of
chronic kidney disease prevalence and ESRD risk. J Am Soc Nephrol 2006,
17:2275–2284.

2. Plantinga LC, Crews DC, Coresh J, Miller ER 3rd, Saran R, Yee J, Hedgeman E,
Pavkov M, Eberhardt MS, Williams DE, Powe NR: Prevalence of chronic
kidney disease in US adults with undiagnosed diabetes or prediabetes.
Clin J Am Soc Nephrol 2010, 5:673–682.

3. Whaley-Connell A, Pavey BS, McCullough PA, Saab G, Li S, McFarlane SI,
Chen SC, Vassalotti JA, Collins AJ, Bakris G, Sowers JR: Dysglycemia predicts
cardiovascular and kidney disease in the Kidney early evaluation
Program. J Clin Hypertens (Greenwich) 2010, 12:51–58.

4. Kurella M, Lo JC, Chertow GM: Metabolic syndrome and the risk for
chronic kidney disease among non-diabetic adults. J Am Soc Nephrol
2005, 16:2134–2140.
5. Sundström J, Risérus U, Byberg L, Zethelius B, Lithell H, Lind L: Clinical value
of the metabolic syndrome for long term prediction of total and
cardiovascular mortality: prospective, population based cohort study.
BMJ 2006, 332(7546):78–82.

6. Hu G, Qiao Q, Tuomilehto J, Balkau B, Borch-Johnsen K, Pyorala K:
Prevalence of the metabolic syndrome and its relation to all-cause and
cardiovascular mortality in nondiabetic European men and women. Arch
Intern Med 2004, 164:1066–1076.

7. Selvin E, Marinopoulos S, Berkenblit G, Rami T, Brancati FL, Powe NR, Golden
SH: Meta-analysis: glycosylated hemoglobin and cardiovascular disease
in diabetes mellitus. Ann Intern Med 2004, 141:421–431.

8. Khaw KT, Wareham N, Bingham S, Luben R, Welch A, Day N: Association of
hemoglobin A1c with cardiovascular disease and mortality in adults: the
European prospective investigation into cancer in Norfolk. Ann Intern
Med 2004, 141:413–420.

9. Selvin E, Steffes MW, Zhu H, Matsushita K, Wagenknecht L, Pankow J,
Coresh J, Brancati FL: Glycated hemoglobin, diabetes, and cardiovascular
risk in nondiabetic adults. N Engl J Med 2010, 362:800–811.

10. Wadén J, Forsblom C, Thorn LM, Gordin D, Saraheimo M, Groop PH: A1C
variability predicts incident cardiovascular events, microalbuminuria, and
overt diabetic nephropathy in patients with type 1 diabetes. Diabetes
2009, 58:2649–2655.

11. Bash LD, Selvin E, Steffes M, Coresh J, Astor BC: Poor glycemic control in
diabetes and the risk of incident chronic kidney disease even in the
absence of albuminuria and retinopathy: Atherosclerosis Risk in
Communities (ARIC) Study. Arch Intern Med 2008, 168:2440–2447.

12. Selvin E, Ning Y, Steffes MW, Bash LD, Klein R, Wong TY, Astor BC, Sharrett
AR, Brancati FL, Coresh J: Glycated hemoglobin and the risk of kidney
disease and retinopathy in adults with and without diabetes. Diabetes
2011, 60:298–305.

13. Gerstein HC, Pogue J, Mann JF, Lonn E, Dagenais GR, McQueen M, Yusuf S:
The relationship between dysglycaemia and cardiovascular and renal
risk in diabetic and non-diabetic participants in the HOPE study: a
prospective epidemiological analysis. Diabetologia 2005, 48:1749–1755.

14. van der Velde M, Matsushita K, Coresh J, Astor BC, Woodward M, Levey A,
de Jong P, Gansevoort RT: Lower estimated glomerular filtration rate and
higher albuminuria are associated with all-cause and cardiovascular
mortality, A collaborative meta-analysis of high-risk population cohorts.
Kidney Int 2011, 79:1341–1352.

15. Soriguer F, Rojo-Martínez G, Esteva De Antonio I, Ruiz De Adana MS, Catalá
M, Merelo MJ, Beltrán M, Tinahones FJ: Prevalence of obesity in south-east
Spain and its relation with social and health factors. Eur J Epidemiol 2004,
19:33–40.

16. Gomez-Huelgas R, Mancera-Romero J, Bernal-Lopez MR, Jansen-Chaparro S,
Baca-Osorio AJ, Toledo E, Perez-Gonzalez R, Guijarro-Merino R, Tinahones FJ,
Martinez-Gonzalez MA: Prevalence of cardiovascular risk factors in an
urban adult population from southern Spain. IMAP Study. Int J Clin Pract
2011, 65:35–40.

17. Bernal-Lopez MR, Santamaría-Fernandez S, Lopez-Carmona D, Tinahones FJ,
Mancera-Romero J, Peña-Jimenez D, Jansen-Chaparro S, Baca-Osorio AJ,
Cuesta-Muñoz AL, Serrano-Rios M, Gomez-Huelgas R: HbA(1c) in adults
without known diabetes from southern Europe, impact of the new
diagnostic criteria in clinical practice. Diabet Med 2011, 28:1319–1322.

18. Little RR: Glycated hemoglobin standardization–National
Glycohemoglobin Standardization Program (NGSP) perspective.
Clin Chem Lab Med 2003, 41:1191–1198.

19. American Diabetes Association: Diagnosis and classification of Diabetes
Mellitus. Diabetes Care 2010, 34(Suppl 1):S62–S69.

20. Levey AS, Stevens LA, Schmid CH, Zhang YL, Castro AF 3rd, Feldman HI,
Kusek JW, Eggers P, Van Lente F, Greene T, Coresh J: CKD-EPI (Chronic
Kidney Disease Epidemiology Collaboration), A new equation to
estimate glomerular filtration rate. Ann Intern Med 2009, 150:604–612.

21. Levey AS, Eckardt KU, Tsukamoto Y, Levin A, Coresh J, Rossert J, De Zeeuw
D, Hostetter TH, Lameire N, Eknoyan G: Definition and classification of
chronic kidney disease: a position statement from Kidney Disease:
Improving Global Outcomes (KDIGO). Kidney Int 2005, 67:2089–2100.

22. Simera I, Moher D, Hoey J, Schulz KF, Altman DG: A catalogue of reporting
guidelines for health research. Eur J Clin Invest 2010, 40(1):35–53.

23. Fox CS, Larson MG, Leip EP, Meigs JB, Wilson PW, Levy D: Glycemic status
and development of kidney disease: the Framingham heart study.
Diabetes Care 2005, 28:2436–2440.



Hernandez et al. BMC Nephrology 2013, 14:151 Page 7 of 7
http://www.biomedcentral.com/1471-2369/14/151
24. Chen J, Muntner P, Hamm LL, Fonseca V, Batuman V, Whelton PK, He J:
Insulin resistance and risk of chronic kidney disease in nondiabetic US
adults. J Am Soc Nephrol 2003, 14:469–477.

25. Porrini E, Gomez MD, Alvarez A, Cobo M, Gonzalez-Posada JM, Perez L,
Hortal L, García JJ, Dolores Checa M, Morales A, Hernández D, Torres A:
Glycated haemoglobin levels are related to chronic subclinical
inflammation in renal transplant recipients without pre-existing or new
onset diabetes. Nephrol Dial Transplant 2007, 22:1994–1999.

26. Triñanes J, Salido E, Fernández J, Rufino M, González-Posada JM, Torres A,
Hernández D: Type 1 diabetes increases the expression of proinflammatory
cytokines and adhesion molecules in the artery wall of candidate patients
for kidney transplantation. Diabetes Care 2012, 35:427–433.

27. Basta G, Schmidt AM, De Caterina R: Advanced glycation end products
and vascular inflammation: implications for accelerated atherosclerosis
in diabetes. Cardiovasc Res 2004, 63:582–592.

28. Poulaki V, Qin W, Joussen AM, Hurlbut P, Wiegand SJ, Rudge J, Yancopoulos
GD, Adamis AP: Acute intensive insulin therapy exacerbates diabetic
blood-retinal barrier breakdown via hypoxia-inducible factor-1alpha and
VEGF. J Clin Invest 2002, 109:805–815.

29. Selvin E, Crainiceanu CM, Brancati FL, Coresh J: Short-term variability in
measures of glycemia and implications for the classification of diabetes.
Arch Intern Med 2007, 167:1545–1551.

doi:10.1186/1471-2369-14-151
Cite this article as: Hernandez et al.: Association of HbA1c and
cardiovascular and renal disease in an adult Mediterranean population.
BMC Nephrology 2013 14:151.
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


	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Other variables of interest
	Statistical analysis

	Results
	Discussion
	Conclusion
	Competing interests
	Authors’ contributions
	Acknowledgments
	Author details
	References

