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Abstract
Background
Many factors influence whether the first-line oral anti-diabetic drug, metformin, should be initiated to a patient with type 2 diabetes mellitus (T2DM) early in the course of management in addition to lifestyle modifications. This study aims to evaluate the net effects of metformin monotherapy (MM) on the all-cause mortality and cardiovascular disease (CVD) events.

Methods
A retrospective 5-year follow-up cohort study was conducted on Chinese adult patients with T2DM and without any CVD history under public primary care. Cox proportional hazard regressions were performed to compare the risk of all-cause mortality and CVD events (CHD, stroke, heart failure) between patients receiving lifestyle modifications plus MM (MM groups) and those with lifestyle modifications alone (control groups).

Results
3400 pairs of matched patients were compared. MM group had an incidence rate of 7.5 deaths and 11.3 CVD events per 1000 person-years during a median follow-up period of 62.5 months whereas control group had 11.1 deaths and 16.3 per 1000 person-years during a median follow-up period of 43.5–44.5 months. MM group showed a 29.5 and 30–35 % risk reduction of all-cause mortality and CVD events (except heart failure) than control group (P < 0.001). MM group was more prone to progress to chronic kidney disease but this was not statistically significant.

Conclusions
Type 2 diabetic patients who were started on metformin monotherapy showed improvement in many of the clinical parameters and a reduction in all-cause mortality and CVD events than lifestyle modifications alone. If there is no contraindication and if tolerated, diabetic patients should be prescribed with metformin early in the course of the diabetic management to minimize their risk of having the cardiovascular events and mortality in the long run.
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Background
Diabetes mellitus (DM) is a major public health issue as it is estimated that 1 in 12 people are affected by diabetes in the world [1]. The World Health Organization has projected that by 2030, diabetes will be the seventh most common cause of death in the world [2]. Good control of DM is crucial because DM is closely linked to various complications, ranging from different cardiovascular diseases (including myocardial infarction, cerebrovascular diseases, etc.) to microvascular diseases like diabetic retinopathy [including sight-threatening diabetic retinopathy (STDR)] and diabetic nephropathy [including end stage renal failure (ESRF)].
Primary care is experiencing more pressure as the numbers of patients with diabetes mellitus increase dramatically. Many type 2 diabetic patients are under the care of primary care doctors especially if they are newly diagnosed with DM or if their condition is relatively stable. Sometimes, primary care doctors or family physicians have a difficult time deciding if they should initiate oral anti-diabetic (OAD) drugs to patients, as there are many factors influencing whether a drug should be initiated, despite some evidence suggesting that early use of OAD drugs, like metformin, is beneficial to the patients in terms of lowering the clinical parameters like haemoglobin A1c (HbA1c), or reduction of DM-related complications or mortality [3]. Metformin, the only available biguanide amongst the OAD drugs, is widely used as the first-line OAD in the management of diabetic patients because of the longstanding evidence of its efficacy and comparatively less side-effects like hypoglycaemia than sulphonylurea group of OAD drugs [4]. Some studies have even advocated the early use of metformin as it was found to delay or prevent the incidence of DM or DM-related complications [5]. However, patients may prefer not to start OAD drugs for various reasons, including possible side-effects, compliance issues, life-long drug therapy etc. These concerns are not limited to the Chinese population, but are worldwide [6–8]. One of the hypotheses was that since DM was a chronic disease closely linked to lifestyle (including dietary habit and exercise intensity), control of these factors, or the lifestyle modifications should be implemented before the use of OAD drugs [9–13]. American Diabetic Association Guidelines suggested metformin, if not contraindicated and if tolerated, is the preferred initial pharmacological agent for type 2 DM [14] while the local Hong Kong Reference Framework for Diabetes Care for Adults in Primary Care Setting 2010 suggested initiating metformin as a monotherapy for HbA1c <7.5 % for diabetic patients [15]. In obese patients, metformin-based monotherapy reduced cardiovascular events compared to patients treated with lifestyle modifications alone [16]. Despite the availability of these guidelines or reference frameworks, the decision to start metformin is complex issue and involves clinical judgement. There is still a significant proportion of diabetic patients who have not started on any anti-diabetic medication [17–19]. To our knowledge, there are no previous studies on the direct comparison between lifestyle modifications alone verses metformin monotherapy (MM) in addition to lifestyle modifications on the outcomes of Chinese diabetic patients. Thus, this study aims to evaluate the net effectiveness of MM on the diabetes-related cardiovascular complications and mortality in Chinese patients diagnosed with type 2 diabetes by comparing patients with lifestyle modifications alone and patients with lifestyle modifications plus MM.

Methods
Study design
This was a retrospective cohort study on patients with type 2 diabetes under primary care and the dataset was extracted from a large scale local diabetic programme [20]. The data were collected from the diabetic patients under primary care outpatient clinics managed by the Hong Kong Hospital Authority (HA) across the whole territory between 1 August 2008 and 31 December 2008. The data were made available from a large scale study for the evaluation of local diabetic programme [20]. The HA is the largest government organization monitoring all publically-funded hospitals and outpatient clinics in Hong Kong.
Chinese patients aged 18 years or older with a clinical diagnosis of type 2 diabetes, no history of Cardiovascular Diseases (CVD), and receiving care with MM or lifestyle modifications in primary care clinics of HA between 1 August 2008 and 31 December 2008 were included in the study. According to British National Formulary, metformin was not recommended for use in diabetic patients with estimated glomerular filtration rate (eGFR) <30 ml/min/1.73 m2 [21] and thus patients with eGFR <30 ml/min/1.73 m2 were excluded in the study. The clinical diagnosis of type 2 diabetes was defined with the International Classification of Primary Care-2 (ICPC-2) code of ‘T90’ through the administrative database of HA and the CVD identification was showed in the section below. Patients in MM group were defined as patients who were prescribed metformin as their sole anti-DM drugs at baseline (regardless if it was newly prescribed or continuation of prescription), and they were excluded if an additional anti-DM drug was added or if they switched to another class of OAD drug or insulin, or stopped metformin within 1 year after the baseline, while patients in control group were defined as patients not using any of the anti-DM drugs at baseline (regardless if they had never been prescribed anti-DM drugs or if they were previously prescribed anti-DM drugs but were stopped for whatever reasons), and they were excluded if any anti-DM drug was added within 1 year after the baseline. Patients who developed any of the outcome events within 1 year after the baseline were also excluded for both arms. The baseline dates for MM and control groups were defined as the date of first prescription with metformin only and the first attendance record in primary care clinics for DM follow-up, respectively. There were no standardized definition or protocol of lifestyle modifications in the care plan for diabetic patients in primary care, however, all diabetic patients in both groups received personal lifestyle advice and counselling from the attending doctors and the nurses during their usual DM follow-up consultation care.

Exposures
Follow-up began at baseline and continued until either the anti-diabetic drug was switched or an additional anti-diabetic drug was added, the date of incidence of outcome, all-cause mortality, a censoring event or last contact with any inpatient and outpatient services of HA or 31 December 2013. For diabetic patients, who are under the care of primary care physicians/family doctors in the primary care clinics of HA, there is usually a 3 to 4 months (12–16 weeks) time period between each follow-up consultation, and the patient will be prescribed enough chronic medications (including anti-diabetic drugs) to last the period between the follow up consultations. The doctors seldom write a prescription that provides medication for a period of over 120 days. For diabetic patients, who do not need any chronic medications, the period between the follow up consultations may be longer but will not be more than 6 months (180 days). Thus, the censoring events were no drug prescription record for 121 days and no attendance record in primary care clinics of HA for 181 days, for MM group and control group, respectively.

Outcomes: cardiovascular and renal events and mortality
The outcomes of interest were the following six events: (1) CVD event with any one of the following diagnoses: (i) coronary heart disease (CHD), (ii) stroke, or (iii) heart failure, (2) CHD, (3) stroke, (4) heart failure, (5) all-cause mortality and (6) severe chronic kidney disease (CKD). The comorbidities were identified by the diagnosis coding system of ICPC-2 and International Classification of Diseases, Ninth Edition, Clinical Modification (ICD-9-CM). Hong Kong has a highly subsidized public health care therefore the HA serves the majority of patients with chronic disease, such as those with DM, providing 90 % of in-patient service and covering around 86 % of the total hospital admissions in the whole territory [22, 23]. Most of these patients’ event incidence were captured by the HA central database.
The time of CHD including ischaemic heart disease, myocardial infarction, coronary death and sudden death was taken as the earliest date of diagnosis with ICPC-2 of K74 to K76 or ICD-9-CM of 410.x, 411.x to 414.x, 798.x. The time of heart failure was taken as the earliest date of diagnosis with ICPC-2 of K77 or ICD-9-CM of 428.x. The time of stroke including fatal and non-fatal was taken as the earliest date of diagnosis with ICPC-2 of K89 to K91 or ICD-9-CM of 430.x to 438.x. All-cause mortality were determined using the Hong Kong Death Registry population data. Severe CKD was defined as eGFR <30 ml/min/1.73 m2.

Baseline covariates
The baseline covariates included patient’s socio-demographics, clinical parameters, disease characteristics and treatment modalities. Socio-demographics of patients included age, gender, smoking status, drinking habit and education level. Clinical parameters comprised body mass index (BMI), HbA1c, systolic and diastolic blood pressure (SBP & DBP), lipid profile [low-density lipoprotein-cholesterol (LDL-C) and total cholesterol to high-density lipoprotein-cholesterol (TC/HDL-C) ratio and triglyceride (TG)]. Disease characteristics included self-reported duration of diabetes mellitus (<5 years; 5–10 years and >10 years) and hypertension which was defined as the clinical diagnosis with ICPC-2 code of “K86” or “K87”. The stage of CKD at baseline was classified according to the eGFR (Stage 1: eGFR ≥90 ml/min/1.73 m2; Stage 2: eGFR ≥60 ml/min/1.73 m2 and <90 ml/min/1.73 m2; Stage 3: eGFR ≥30 ml/min/1.73 m2 and <60 ml/min/1.73 m2). Treatment modalities included the baseline use of anti-hypertensive drug and lipid-lowering agent. All laboratory assays were performed in accredited laboratories by the College of American Pathologists, the Hong Kong Accreditation Service or the National Association of Testing Authorities, Australia. The record of all risk factors closest to baseline for each patient was used.

Data analysis
Descriptive statistics were used to summarize the baseline characteristics of demographic and clinical parameters, disease characteristics and treatment modalities. Differences in baseline characteristics between MM and control groups were tested using independent t tests for continuous variables or Chi-square tests for categorical variables. The change in clinical parameters including HbA1c, SBP, DBP, LDL-C, TC/HDL-C ratio, TG and BMI after baseline between MM group and control group were examined using independent t tests and the change in stage of CKD after baseline between MM group and control group was evaluated using Chi-square tests.
The incidence rate of CVD was estimated by an exact 95 % confidence interval (CI) based on a Poisson distribution [24]. Kaplan–Meier survival curves were reported and the survival rate differences between groups were compared using the log-rank test. Multivariable Cox proportional hazards regression accounting for all baseline covariates was used to evaluate the effect of MM group comparing with control group on the outcomes. Hazard ratio (HR) and its 95 % confidence intervals were reported for each variable in the regression models. The proportional hazards assumption was assessed by examining plots of the scaled Schoenfeld residuals against time for the predictors. Presence of multi-collinearity was also checked by examining the variance inflation factor. The accuracy of the models was evaluated using Harrell’s discrimination C-index, ranging from zero to one. A value of 0.5 indicates no predictive discrimination, and values of 0 or 1.0 indicate perfect separation of patients [25].
The analysis was repeated on the cohort using propensity score matching analysis. The aim of propensity score matching analysis was to select patients from MM and control groups with similar baseline characteristics. The propensity score modelled the probability of metformin using multivariable logistic regression adjusted by all baseline covariates. The propensity score mapping was made using a one-to-one matching with the nearest neighbour, within 0.001 caliper and without replacement approach. Moreover, two separate sensitivity analyses were performed by (1) considering patients with the exclusion of outcome events occurring within 1 year after study began; and (2) using intention-to-treat approach with patients staying in the original group regardless of treatment continuation, switching or titration and using “last contact” instead of “censoring events” as the end of follow-up.
All significance tests were two-tailed and those with a p value less than 0.05 were considered statistically significant. All statistical analyses were performed using STATA Version 13.0.
Collection and analyses of the data in this study was ethically approved by all local Institutional Review Board (the University of Hong Kong/Hospital Authority Hong Kong West (UW 10-369), Hong Kong East (HKEC-2010-093), Kowloon East and Kowloon Central (KC/KE-10-0210/ER-3), Kowloon West (KW/EX/10-317 (34-04)), New Territories East (CRE-2010.543), and New Territories West clusters (NTWC/CREC/1091/12)) and clinical trial registry (NCT02034695, ClinicalTrials.gov).


Results
The flow of diabetic subjects in the study was summarized in Fig. 1. Originally, there were 25,128 (50.8 %) and 24,350 (49.2 %) eligible Chinese patients in MM and control group under the primary care of HA across the whole territory between 1 August 2008 and 31 December 2008, respectively. With the exclusion of those subjects whose management plan changed within 1 year from baseline (e.g. adding or switch to another class of anti-diabetic drug) and incomplete data of baseline covariates, subjects remaining in MM and control groups were 7493 and 3800 respectively. Finally, 3400 subjects from each group were matched with each other using propensity score matching regarding to all baseline characteristics.[image: A12933_2015_304_Fig1_HTML.gif]
Fig. 1Flow chart of subjects matching and comparison. MM metformin monotherapy, CVD cardiovascular disease




                     
Table 1 displays the baseline characteristics between MM and control groups before and after propensity score matching. In general, MM group was younger and had a larger proportion of smokers than control group. Also, most of the clinical characteristics between the two groups were significantly different. MM group had significantly higher HbA1c, triglyceride, BMI and longer duration of DM and larger proportion of subjects with usage of lipid-lowering agents. On the other hand, control group had higher SBP, LDL-C, TC/HDL-C ratio, and had a larger proportion of subjects with hypertension, usage of anti-hypertensive drugs, and Stage 2 or above in CKD staging. After propensity score matching, the two matched groups showed no difference in terms of baseline characteristics.Table 1Baseline characteristics between metformin monotherapy and control groups before and after matching


	Factor
	Full cohort with complete case
	Propensity score-matched cohort

	Total (N = 11,293)
	MM group (N = 7493)
	Control group (N = 3800)
	P value
	Total (N = 6800)
	MM group (N = 3400)
	Control group (N = 3400)
	P value

	Socio-demographic (%, n)

	 Age (mean ± SD, n), years
	62.05 ± 10.83 (11,293)
	61.70 ± 10.75 (7493)
	62.75 ± 10.97 (3800)
	<0.001*
	62.57 ± 10.78 (6800)
	62.64 ± 10.58 (3400)
	62.51 ± 10.98 (3400)
	0.621

	 Gender
	 	 	 	0.728
	 	 	 	0.711

	  Female
	59.51 % (6721)
	59.63 % (4468)
	59.29 % (2253)
	 	59.31 % (4033)
	59.09 % (2009)
	59.53 % (2024)
	 
	  Male
	40.49 % (4572)
	40.37 % (3025)
	40.71 % (1547)
	 	40.69 % (2767)
	40.91 % (1391)
	40.47 % (1376)
	 
	 Smoking status
	 	 	 	<0.001*
	 	 	 	0.878

	  Non-smoker
	92.69 % (10,468)
	91.82 % (6880)
	94.42 % (3588)
	 	94.04 % (6395)
	94.09 % (3199)
	94.00 % (3196)
	 
	  Smoker
	7.31 % (825)
	8.18 % (613)
	5.58 % (212)
	 	5.96 % (405)
	5.91 % (201)
	6.00 % (204)
	 
	 Alcohol status
	 	 	 	0.990
	 	 	 	0.634

	  Non-drinker
	84.77 % (9573)
	84.77 % (6352)
	84.76 % (3221)
	 	85.03 % (5782)
	85.24 % (2898)
	84.82 % (2884)
	 
	  Drinker
	15.23 % (1720)
	15.23 % (1141)
	15.24 % (579)
	 	14.97 % (1018)
	14.76 % (502)
	15.18 % (516)
	 
	 Educational level
	 	 	 	0.235
	 	 	 	0.672

	  No formal education/primary
	60.23 % (6802)
	59.84 % (4484)
	61.00 % (2318)
	 	61.04 % (4151)
	61.29 % (2084)
	60.79 % (2067)
	 
	  Secondary/tertiary
	39.77 % (4491)
	40.16 % (3009)
	39.00 % (1482)
	 	38.96 % (2649)
	38.71 % (1316)
	39.21 % (1333)
	 
	Clinical parameters (Mean ± SD)

	 HbA1c, %
	6.83 ± 0.96 (11,293)
	6.99 ± 1.05 (7493)
	6.52 ± 0.64 (3800)
	<0.001*
	6.57 ± 0.64 (6800)
	6.57 ± 0.67 (3400)
	6.58 ± 0.62 (3400)
	0.351

	 SBP, mmHg
	133.17 ± 16.91 (11,293)
	132.92 ± 17.02 (7493)
	133.67 ± 16.69 (3800)
	0.026*
	133.41 ± 16.77 (6800)
	133.28 ± 16.92 (3400)
	133.54 ± 16.62 (3400)
	0.512

	 DBP, mmHg
	74.94 ± 10.04 (11,293)
	74.98 ± 10.08 (7493)
	74.84 ± 9.98 (3800)
	0.479
	74.75 ± 9.97 (6800)
	74.68 ± 10.00 (3400)
	74.83 ± 9.95 (3400)
	0.530

	 LDL-C, mmol/L
	3.25 ± 0.84 (11,293)
	3.18 ± 0.82 (7493)
	3.40 ± 0.87 (3800)
	<0.001*
	3.34 ± 0.84 (6800)
	3.32 ± 0.83 (3400)
	3.35 ± 0.85 (3400)
	0.106

	 TC/HDL-C Ratio
	4.36 ± 1.26 (11,293)
	4.31 ± 1.13 (7493)
	4.45 ± 1.46 (3800)
	<0.001*
	4.39 ± 1.16 (6800)
	4.38 ± 1.13 (3400)
	4.41 ± 1.18 (3400)
	0.327

	 Triglyceride, mmol/L
	1.65 ± 0.89 (11,293)
	1.68 ± 0.91 (7493)
	1.59 ± 0.85 (3800)
	<0.001*
	1.60 ± 0.83 (6800)
	1.60 ± 0.78 (3400)
	1.60 ± 0.87 (3400)
	0.914

	 BMI, kg/m2
                                       
	25.63 ± 3.91 (11,293)
	25.69 ± 3.89 (7493)
	25.51 ± 3.94 (3800)
	0.018*
	25.59 ± 3.85 (6800)
	25.56 ± 3.72 (3400)
	25.61 ± 3.98 (3400)
	0.665

	 Stage of CKD (%, n)
	 	 	 	<0.001*
	 	 	 	0.711

	  Stage 1
	35.74 % (4036)
	37.89 % (2839)
	31.50 % (1197)
	 	32.85 % (2234)
	32.62 % (1109)
	33.09 % (1125)
	 
	  Stage 2
	55.98 % (6322)
	54.16 % (4058)
	59.58 % (2264)
	 	58.71 % (3992)
	59.15 % (2011)
	58.26 % (1981)
	 
	  Stage 3
	8.28 % (935)
	7.95 % (596)
	8.92 % (339)
	 	8.44 % (574)
	8.24 % (280)
	8.65 % (294)
	 
	Disease characteristics (%, n)

	 Duration of DM
	 	 	 	<0.001*
	 	 	 	0.652

	  <5 years
	63.91 % (7217)
	59.72 % (4475)
	72.16 % (2742)
	 	70.03 % (4762)
	70.06 % (2382)
	70.00 % (2380)
	 
	  5–10 years
	23.84 % (2692)
	26.37 % (1976)
	18.84 % (716)
	 	20.50 % (1394)
	20.76 % (706)
	20.24 % (688)
	 
	  >10 years
	12.26 % (1384)
	13.91 % (1042)
	9.00 % (342)
	 	9.47 % (644)
	9.18 % (312)
	9.76 % (332)
	 
	 Hypertension
	 	 	 	<0.001*
	 	 	 	0.669

	  No
	28.30 % (3196)
	31.59 % (2367)
	21.82 % (829)
	 	23.81 % (1619)
	24.03 % (817)
	23.59 % (802)
	 
	  Yes
	71.70 % (8097)
	68.41 % (5126)
	78.18 % (2971)
	 	76.19 % (5181)
	75.97 % (2583)
	76.41 % (2598)
	 
	Treatment modalities (%, n)

	 Use of anti-hypertensive drugs
	 	 	 	<0.001*
	 	 	 	0.956

	  No
	29.33 % (3312)
	31.06 % (2327)
	25.92 % (985)
	 	26.41 % (1796)
	26.38 % (897)
	26.44 % (899)
	 
	  Yes
	70.67 % (7981)
	68.94 % (5166)
	74.08 % (2815)
	 	73.59 % (5004)
	73.62 % (2503)
	73.56 % (2501)
	 
	 Use of lipid-lowering agents
	 	 	 	0.032*
	 	 	 	0.699

	  No
	95.71 % (10809)
	95.42 % (7150)
	96.29 % (3659)
	 	96.32 % (6550)
	96.41 % (3278)
	96.24 % (3272)
	 
	  Yes
	4.29 % (484)
	4.58 % (343)
	3.71 % (141)
	 	3.68 % (250)
	3.59 % (122)
	3.76 % (128)
	 


                                 MM metformin monotherapy, HbA1c haemoglobin A1c, SBP systolic blood pressure, DBP diastolic blood pressure, LDL-C low density lipoprotein—cholesterol, TC Total cholesterol, HDL-C high density lipoprotein-cholesterol, BMI body mass index, eGFR estimated glomerular filtration rate, DM diabetes mellitus, CKD chronic kidney disease
Stage 1 CKD (eGFR ≥90 ml/min/1.73 m2); Stage 2 CKD (eGFR ≥60 & <90 ml/min/1.73 m2); Stage 3 CKD (eGFR ≥30 & <60 ml/min/1.73 m2)
* Significant with p value < 0.05 by Chi-square test or t test as appropriate



                     
Table 2 compares the clinical parameters between MM and control groups in the full and propensity score-matched cohorts. MM group showed significant improvement in HbA1c, SBP, DBP, LDL-C, TC/HDL-C, and BMI when compared to control group in matched cohort, with the addition of TG lowering in full cohort. Table 3 compares the change in CKD staging, with the “post” reading taken as on or before the date of last follow-up, between MM and control groups, and patients in MM group were more likely to progress from lower CKD stage to higher CKD stage compared with control group.Table 2Clinical parameter comparisons between baseline and post


	Clinical parameters (Mean ± SD)
	Full cohort with complete case
	Propensity score-matched cohort

	MM group paired diff.a (N = 7493)
	Control group paired diff.a (N = 3800)
	Diff. in diff. (MM group—control group)
	P value
	MM group paired diff.a (N = 3400)
	Control group paired diff.a (N = 3400)
	Diff. in diff. (MM group—control group)
	P value

	HbA1c, %
	−0.04 ± 1.08
	0.29 ± 0.68
	−0.32
	<0.001*
	0.19 ± 0.79
	0.28 ± 0.69
	−0.09
	<0.001*

	SBP, mmHg
	−2.86 ± 19.33
	−1.91 ± 19.04
	−0.95
	0.013*
	−3.07 ± 19.40
	−1.95 ± 18.95
	−1.12
	0.016*

	DBP, mmHg
	−2.20 ± 10.64
	−1.42 ± 10.16
	−0.78
	<0.001*
	−2.25 ± 10.54
	−1.30 ± 10.15
	−0.95
	<0.001*

	LDL-C, mmol/L
	−0.58 ± 0.90
	−0.48 ± 0.89
	−0.10
	<0.001*
	−0.71 ± 0.92
	−0.44 ± 0.87
	−0.27
	<0.001*

	TC/HDL-C ratio
	−0.69 ± 1.04
	−0.60 ± 1.22
	−0.09
	<0.001*
	−0.78 ± 1.07
	−0.56 ± 1.01
	−0.23
	<0.001*

	Triglyceride, mmol/L
	−0.21 ± 0.84
	−0.14 ± 0.75
	−0.07
	<0.001*
	−0.18 ± 0.73
	−0.14 ± 0.77
	−0.03
	0.059

	BMI, kg/m2
                                       
	−0.30 ± 1.55
	−0.05 ± 1.46
	−0.25
	<0.001*
	−0.19 ± 1.54
	−0.08 ± 1.43
	−0.11
	0.002*



                                 MM metformin monotherapy, HbA1c haemoglobin A1c, SBP systolic blood pressure, DBP diastolic blood pressure, LDL-C low density lipoprotein-cholesterol, TC total cholesterol, HDL-C high density lipoprotein-cholesterol, BMI body mass index, DM diabetes mellitus
* Significant with p value <0.05 by independent t test

                                 aPaired difference (Post—baseline)



                        Table 3Comparisons of stage of chronic kidney disease between baseline and post


	Stage of CKD (%, n/N)
	Full cohort with complete case
	Propensity score-matched cohort

	MM group
	Control group
	P value
	MM group
	Control group
	P value

	Stage 1 (baseline) to stage 2 or above (post)
	21.98 % (624/2839)
	21.72 % (260/1197)
	0.856
	23.26 % (258/1109)
	21.07 % (237/1125)
	0.211

	Stage 2 (baseline) to stage 3 or above (post)
	10.62 % (431/4058)
	6.89 % (156/2 264)
	<0.001*
	11.09 % (223/2011)
	6.66 % (132/1981)
	<0.001*

	Stage 3 (baseline) to stage 4 or above (post)
	10.74 % (64/596)
	9.73 % (33/339)
	0.629
	11.43 % (32/280)
	9.18 % (27/294)
	0.376

	Total
	14.93 % (1119/7493)
	11.82 % (449/3800)
	<0.001*
	15.09 % (513/3400)
	11.65 % (396/3400)
	<0.001*



                                 MM metformin monotherapy, CKD chronic kidney disease, eGFR estimated glomerular filtration rate
Stage 1 CKD (eGFR ≥90 ml/min/1.73 m2); Stage 2 CKD (eGFR ≥60 & <90 ml/min/1.73 m2); Stage 3 CKD (eGFR ≥30 & <60 ml/min/1.73 m2)
Stage 4 CKD (eGFR ≥15 & <30 ml/min/1.73 m2); Stage 5 CKD (eGFR <15 ml/min/1.73 m2)
* Significant with p value <0.05 by Chi-square test



                     
Table 4 and Fig. 2 show the number and incidence rates of all-cause mortality and CVD events for the two cohorts together with the Kaplan–Meier survival curves. MM group had lower incidence rates in all-cause mortality and CVD events than control group and were obtained in both full cohort and propensity score-matched cohort. Under the propensity score-matched cohort, the median follow-up period for MM group was longer (62.5 months) than the control group (43.5–44.5 months). MM group had an incidence rate of 7.5 deaths per 1000 person-years in a median follow-up period of 62.5 months whereas control group had 11.1 deaths per 1000 person-years in a median follow-up period of 44.5 months. Similarly, MM group had a CVD incidence rate of 11.3 per 1000 person-years in a median follow-up period of 62.5 months whereas control group had a CVD incidence rate of 16.2 per 1000 person-years in a median follow-up period of 43.5 months. Further breakdown of the CVD events into CHD, stroke and heart failure also showed results in line with that of the all-cause mortality and CVD event. However, more severe CKD incidents were observed in the MM group (7.4 per 1000 person-years) than the control group (6.9 per 1000 person-years).Table 4Number and incidence rates of all-cause mortality, CVD event and severe chronic kidney disease


	Event
	Cumulative incidence
	Incidence rate (cases/1000 person-years)
	Person-years
	Median follow-up periods (months)

	No. of event
	Rate (%)
	Estimate
	95 % CIa
                                       

	Full cohort (N = 11,293)

	 All-cause mortality
	397
	3.52
	8.713
	(7.877–9.614)
	45,561.5
	60.5

	 CVD
	610
	5.40
	13.527
	(12.474–14.644)
	45,095.8
	58.5

	  CHD
	294
	2.60
	6.482
	(5.763–7.267)
	45,353.5
	59.5

	  Stroke
	266
	2.36
	5.865
	(5.182–6.614)
	45,351.9
	59.5

	  Heart failure
	139
	1.23
	3.055
	(2.569–3.608)
	45,493.0
	60.5

	 Severe CKD
	333
	2.95
	5.266
	(4.716–5.864)
	63,230.1
	60.5

	MM group (N = 7493)

	 All-cause Mortality
	240
	3.20
	7.591
	(6.661–8.615)
	31,615.0
	62.5

	 CVD
	382
	5.10
	12.204
	(11.011–13.492)
	31,300.8
	61.5

	  CHD
	176
	2.35
	5.591
	(4.796–6.481)
	31,477.2
	61.5

	  Stroke
	170
	2.27
	5.403
	(4.621–6.279)
	31,466.3
	61.5

	  Heart failure
	85
	1.13
	2.692
	(2.150–3.328)
	31,580.7
	62.5

	 Severe CKD
	230
	3.07
	7.275
	(6.365–8.278)
	31,615.0
	62.5

	Control group (N = 3800)

	 All-cause Mortality
	157
	4.13
	11.257
	(9.565–13.162)
	13,946.5
	45.5

	 CVD
	228
	6.00
	16.528
	(14.452–18.818)
	13,795.0
	44.5

	  CHD
	118
	3.11
	8.504
	(7.039–10.184)
	13,876.3
	45

	  Stroke
	96
	2.53
	6.914
	(5.600–8.443)
	13,885.6
	44.5

	  Heart failure
	54
	1.42
	3.881
	(2.916–5.064)
	13,912.3
	45.5

	 Severe CKD
	103
	2.71
	7.385
	(6.028–8.957)
	13,946.5
	45.5

	Propensity score-matched cohort (N = 6800)

	 All-cause mortality
	249
	3.66
	9.104
	(8.009–10.308)
	27,349.6
	60.5

	 CVD
	366
	5.38
	13.527
	(12.177–14.987)
	27,056.3
	58.5

	  CHD
	183
	2.69
	6.724
	(5.785–7.772)
	27,217.4
	59.5

	  Stroke
	162
	2.38
	5.951
	(5.070–6.942)
	27,221.0
	59.5

	  Heart failure
	77
	1.13
	2.821
	(2.226–3.525)
	27,298.1
	60.5

	 Severe CKD
	197
	2.90
	7.203
	(6.232–8.282)
	27,349.6
	60.5

	MM group (N = 3400)

	 All-cause mortality
	113
	3.32
	7.493
	(6.175–9.008)
	15,081.4
	62.5

	 CVD
	169
	4.97
	11.330
	(9.686–13.173)
	14,915.8
	62.5

	  CHD
	81
	2.38
	5.398
	(4.287–6.710)
	15,004.7
	62.5

	  Stroke
	76
	2.24
	5.065
	(3.990–6.339)
	15,006.4
	62.5

	  Heart failure
	34
	1.00
	2.257
	(1.563–3.154)
	15,062.0
	62.5

	 Severe CKD
	112
	3.29
	7.426
	(6.115–8.936)
	15,081.4
	62.5

	Control group (N = 3400)

	 All-cause mortality
	136
	4.00
	11.086
	(9.301–13.113)
	12,268.2
	44.5

	 CVD
	197
	5.79
	16.227
	(14.040–18.658)
	12,140.6
	43.5

	  CHD
	102
	3.00
	8.352
	(6.810–10.139)
	12,212.8
	43.5

	  Stroke
	86
	2.53
	7.041
	(5.632–8.695)
	12,214.6
	43.5

	  Heart failure
	43
	1.26
	3.514
	(2.543–4.734)
	12,236.1
	43.5

	 Severe CKD
	85
	2.50
	6.929
	(5.534–8.567)
	12,268.2
	44.5



                                 MM metformin monotherapy, CVD cardiovascular disease, CHD coronary heart disease, eGFR estimated glomerular filtration rate, DM diabetes mellitus, CI confidence interval, CKD chronic kidney disease

                                 aThe 95 % CI was constructed based on Poisson distribution
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Fig. 2Kaplan–Meier survival curves of outcomes. MM metformin monotherapy, CVD cardiovascular disease, CHD coronary heart disease, CKD chronic kidney disease




                     
Multivariable Cox proportional hazard regressions were performed on the dependent variables of all-cause mortality, CVD event and severe CKD, and results for both full and propensity score-matched cohorts are shown in Table 5. The range of variance inflation factors was from 1 to 3.21 which indicated absence of multi-collinearity and the proportional hazard. Random scattered points were observed from the scaled Schoenfeld residual plots which satisfied the proportional hazard assumption of Cox models. The full cohort and propensity score-matched cohort demonstrated similar results. After propensity score matching, there was a 29.5 % risk reduction of all-cause mortality in MM group compared to control group and the difference in their survival time was highly significant (P < 0.001) by the log-rank test. Moreover, patients in MM group had around 30–35 % risk reduction in the incidence of all the CVD events, including CHD and stroke except heart failure, when compared to the control group. Log-rank test also suggested that there were significant differences (P < 0.001 for CVD event and CHD; P = 0.013 for stroke) in the survival times of all the CVD events between the two groups. For heart failure, log-rank test showed significant difference between the two groups (P = 0.019) but the risk of incident heart failure in Cox model showed no significant difference between MM and control groups. Moreover, the risk of severe CKD was increased by 16.3 % (though statistically insignificant) in MM group when compared to control group. This was also in line with the results in log-rank test (P = 0.877).Table 5Multivariable Cox proportional hazard regression all-cause mortality, CVD event and severe chronic kidney disease


	 	MM group comparing with control group
	Harrell’s C-statistic

	HRa
                                       
	95 % CI
	P value

	Full cohort (N = 11,293)

	 All-cause mortality
	0.725
	(0.584–0.901)
	0.004*
	0.806 (0.783–0.828)

	 CVD
	0.726
	(0.609–0.866)
	<0.001*
	0.731 (0.711–0.752)

	  CHD
	0.670
	(0.521–0.862)
	0.002*
	0.727 (0.698–0.756)

	  Stroke
	0.750
	(0.573–0.982)
	0.036*
	0.734 (0.704–0.765)

	  Heart failure
	0.795
	(0.551–1.147)
	0.221
	0.872 (0.844–0.899)

	 Chronic kidney disease (eGFR <30 ml/min/1.73 m2)
	1.076
	(0.838–1.381)
	0.565
	0.848 (0.827–0.870)

	Propensity score-matched cohort (N = 6800)

	 All-cause mortality
	0.705
	(0.547–0.908)
	0.007*
	0.809 (0.783–0.836)

	 CVD
	0.684
	(0.556–0.842)
	<0.001*
	0.731 (0.705–0.756)

	  CHD
	0.645
	(0.480–0.866)
	0.004*
	0.720 (0.683–0.758)

	  Stroke
	0.698
	(0.511–0.954)
	0.024*
	0.754 (0.719–0.790)

	  Heart failure
	0.688
	(0.435–1.086)
	0.109
	0.865 (0.825–0.906)

	 Chronic kidney disease (eGFR <30 ml/min/1.73 m2)
	1.163
	(0.874–1.549)
	0.300
	0.854 (0.826–0.881)



                                 MM metformin monotherapy, CVD cardiovascular disease, CHD coronary heart disease, eGFR estimated glomerular filtration rate, DM diabetes mellitus, HR hazard ratio, CI confidence interval
* p value <0.05

                                 aHR >1 indicates greater risk for death



                     
The details of the sensitivity analysis are shown in Additional file 1: Table S1 and the corresponding Kaplan–Meier survival curves are plotted in Additional file 1: Fig. S1a, b. If the exclusion of outcome events occurring within 1 year after baseline was considered, the results were better than the main analysis with 33.4, 27.6, 25.7, 30.0 and 36.0 % significant risk reduction of all-cause mortality, CVD event, CHD, stroke and even heart failure in MM group compared to the control group. However, the effect of Metformin was reduced if the intention-to-treat approach was adopted. Although MM group had a risk reduction of 10–20 % in all of the outcome events except chronic kidney disease compared to the control group, only the risk reductions of CVD event and CHD reached statistically significance.

Discussions
This article is by far the latest and largest head-to-head comparison, between MM and diabetic patients not receiving any medications for their DM, on the clinical outcomes of Chinese diabetic patients at the primary care level. This study showed that diabetic patients who were started with MM showed improvement in many of the clinical parameters including HbA1c, SBP, DBP, LDL-C, TC/HDL-C, and BMI, and a reduction in all-cause mortality and CVD events when compared to lifestyle changes alone. Metformin is recommended as the first-line OAD drug worldwide unless contraindicated. The most difficult decision for the primary care doctors is to decide if and when the diabetic patient needs to start metformin at the early stage of management of their diabetes in order to modify the disease course and enhance the prognosis. Findings from this study can give more light to primary care doctors on making such decision. It was worthwhile to note that at the baseline, about half of our eligible diabetic patients (24,350 out of 49,478) were not prescribed any anti-diabetic medications, and the number was comparable to that on metformin monotherapy (25,128 out of 49,478). The underlying reasons are worth exploring. Some patients may want to try lifestyle modifications first and to see if there are any improvements in their control of DM before using medications. Patients’ concern of the side-effects of the drugs, drug compliance issues, and lifelong drug therapy are barriers to patients starting metformin. Some patients may seek help from alternative medicine or Chinese herbs, which is not uncommon in Chinese community as traditional Chinese medicine has its own school of theory on DM [26–28]. The financial influence on the decision to prescribe metformin in our study population was minimal as patients under primary care in the public system only needed to pay HKD 45 [USD 5.78] for the consultation fee and there was no additional drug fee for the metformin. Doctors, on the other hand, may use “non-pharmacological” approach of management as an incentive to make their patients more adhere to healthier lifestyle modifications through diet control and regular exercise. Patient may depend on metformin rather than diet and exercise if they knew that the medications was helping them [29].
Although lifestyle modifications are supposed to be harm-free, it is generally a vague concept, and patients may not be able to comply closely with these lifestyle modifications [30]. Patients who are prescribed metformin were usually advised to continue with the lifestyle modifications that were relevant to DM. Patients on metformin had reduced incidence rate of all-cause mortality, CVD events (including CHD, stroke, and heart failure), and severe CKD. The longer median follow-up periods (43.5–44.5 months) for control group than the MM group (62.5 months) suggested that control group had a higher chance to have a change in their condition (either the control of DM or an event) that warrants change of their management of DM. When the severity of DM, as reflected by HbA1c, and other factors were controlled, a patient on metformin had 29.8 % lower risk of having all-cause mortality, and 29.6 % lower risk of having any of the CVD event when compared to a patient on lifestyle modifications alone. These risk reductions may be partially attributed by the coherent improvement in SBP, DBP, LDL-C, TC/HDL-C, TG and BMI. HbA1c, the indicator used to reflect the control of DM in the past 2–3 months, on the contrary showed an elevation. Nevertheless, the rise in HbA1c was significantly less than that of control group. The matched cohort showed that MM group had a net less of 0.09 % in HbA1c compared to control group during the follow-up period. With reference to the United Kingdom Prospective Diabetes Study (UKPDS), every 1 % reduction in HbA1c was associated with reduction in risk of stroke by 12 %, CHD by 9.9 %, heart failure by 16 % and all-cause mortality by 14 % [31, 32], our study showed that patients in MM group may well have a reduction in stroke, CHD, heart failure, and all-cause mortality by 30.2, 35.5, 31.2 and 29.5 %, respectively, when compared to control group. Metformin was suggested to be able to modify LDL-C and TG, and may be associated with weight loss [33–35]. In this study, patients in MM group also achieved a significant weight loss (a significant 0.15 kg/m2 less) when compared to control group, and a significant of 0.29 mmol/L drop in LDL-C and 0.02 mmol/L TG. This may explain why patients in MM group had a reduced risk for CVD despite the absence of HbA1c reduction. The other reason may be the direct protective effects of the heart by metformin [36–42]. Metformin was found capable to activate AMP-activated protein kinase thus protecting human coronary artery endothelial cells against diabetic lipoapoptosis in experimental setting [37]. Metformin was found to improve glycocalyx barrier properties in db/db mice [38], attenuate Ang-II-induced atheromatous plaque formation and aortic aneurysm in ApoE(−/−) mice [39]. Treatment with metformin significantly attenuates neointimal hyperplasia in fructose-induced insulin resistant rats [40] and myocardial remodeling and neutrophil recruitment after myocardial infarction in rats [41]. In addition, metformin monotherapy was associated with a decreased risk of atrial fibrillations in patients with type 2 DM, probably via attenuation of atrial cell tachycardia-induced myolysis and oxidative stress [42]. The beneficial effects of metformin obtained from these studies reinforced our study findings on the cardiovascular protective effects of metformin use on patients with type 2 DM. Some studies also advocated the early use of metformin in patients with pre-diabetes, as it could potentially postpone the development of DM and reduce the associated cardiovascular risk [43–45]. Further studies are needed to explore the relationship between metformin and CVDs.
Although patients on metformin monotherapy was at a higher risk of having eGFR <30 ml/min/1.73 m2, Patients in MM group were found to be non-inferior in risk of severe CKD compared to those in control group. However, the breakdown analysis showed that a patient on metformin was more prone to progress towards poor renal function in the CKD stages (MM group 15.5 % vs control group 11.5 %). Caution should be implemented when prescribing metformin and renal function should be regularly monitored.
In view of the overall significant benefit of metformin use early in the course of diabetic patient management, primary care doctors should discuss with their patients in details about the early initiation of metformin for their long-term management plan of DM. At the same time, the role of lifestyle modifications, including DM diet, regular exercise, and weight control, are equally important as patients with chronic disease are now encouraged to be more self-empowered or self-enabled when living with their chronic diseases [14]. Doctors should also monitor their renal function regularly, and be alert if a patient is having any metformin-related side-effects, like vitamin B12 deficiency presentations [46].
Strengths and limitations of this study
The large number of diabetic patients involved in this study and the long period of follow-up helped reflect the effect of metformin monotherapy and lifestyle modifications on the outcomes of diabetic patients. The propensity score-matched cohort controlled many of the confounding factors like age of patient, severity of DM at baseline, etc. The consistency of most findings from both full cohort with complete case and propensity score-matched cohort analytical approaches strongly suggested that use of metformin is comparatively beneficial to diabetic patients in terms of their clinical parameters and clinical outcomes.
Limitations of the study included, firstly, the incomplete data of the baseline covariates. Significant proportions of patients in MM and control groups were dropped out from the analysis because they lacked the baseline covariates. Although the propensity score matching can help to balance the baseline characteristics between the MM and control groups, this greatly reduced the sample size, especially the MM group (from 7493 to 3400), after matching. Secondly, we lacked some fine details on the use of metformin, including the change in exact dosage of metformin of each individual patient taking it. Drug compliance to metformin could not be assessed in our study. The side-effects of metformin and the contraindication to metformin had also not been taken into account, but an attempt was tried to reveal if metformin was related to worsening of renal function by monitoring the eGFR and the CKD staging. Further studies can focus on metformin monotherapy versus other class of anti-diabetic drugs, or the effectiveness of metformin combination therapy in the management of diabetic patients. Lastly, our study relied on the ICPC-2 and ICD-9-CM diagnosis coding in identifying all the outcome events. However, there were no prior studies conducted to evaluate the accuracy and completeness of these coding methods. Possible misclassification bias may have occurred.


Conclusions
Type 2 diabetic patients who were started on metformin monotherapy showed improvement in many of the clinical parameters and a reduction in all-cause mortality and CVD events when compared with lifestyle modifications alone. If there is no contraindication and if tolerated, diabetic patients should be prescribed with metformin early in the course of the management plan to minimize their risk of having the cardiovascular events and mortality in the long run. However, renal function should be regularly monitored.

Authors’ contributions
CF and EW wrote the study design, manuscript and researched data. CF, EW, AC and CW contributed to statistical analysis and interpretation of results. All authors read and approved the final manuscript.
Acknowledgements
This study on Enhanced Primary Care was funded by the Food and Health Bureau, the Government of the Hong Kong Special Administrative Region (EPC-HKU-2). The authors wish to acknowledge the contributions of the multidisciplinary risk-stratification based diabetes mellitus management program teams and Statistics and Workforce Planning Department at the Hong Kong Hospital Authority. Also, we would like to thank Miss Charlotte L. Y. Yu and Karina H. Y. Chan for providing help in this research.

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



                           Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
International Diabetes Federation. The 6th Edition of the IDF Diabetes Atlas. Brussels: International Diabetes Federation; 2014.

2.
World Health Organization. Global Status Report on Noncommunicable Diseases 2010. Geneva: World Health Organization; 2010.

3.
Sherifali D, Nerenberg K, Pullenayegum E, Cheng JE, Gerstein HC. The Effect of Oral Antidiabetic Agents on A1C Levels: a systematic review and meta-analysis. Diabetes Care. 2010;33(8):1859–64.PubMedCentralCrossRefPubMed

4.
Setter SM, Iltz JL, Thams J, Campbell RK. Metformin hydrochloride in the treatment of type 2 diabetes mellitus: a clinical review with a focus on dual therapy. Clin Ther. 2003;25(12):2991–3026.CrossRefPubMed

5.
UK Prospective Diabetes Study (UKPDS) Group. Effect of intensive blood-glucose control with metformin on complications in overweight patients with type 2 diabetes (UKPDS 34. Lancet. 1998;352(9131):854–65.CrossRef

6.
Mohamed M. An audit on diabetes management in Asian patients treated by specialists: the Diabcare-Asia 1998 and 2003 studies. Curr Med Res Opin. 2008;24(2):507–14.CrossRefPubMed

7.
Ruggiero L, Glasgow R, Dryfoos JM, Rossi JS, Prochaska JO, Orleans CT, Prokhorov AV, Rossi SR, Greene GW, Reed GR, et al. Diabetes Self-Management: self-reported recommendations and patterns in a large population. Diabetes Care. 1997;20(4):568–76.CrossRefPubMed

8.
Davies MJ, Gagliardino JJ, Gray LJ, Khunti K, Mohan V, Hughes R. Real-world factors affecting adherence to insulin therapy in patients with Type 1 or Type 2 diabetes mellitus: a systematic review. Diabet Med. 2013;30(5):512–24.CrossRefPubMed

9.
Klein S, Sheard NF, Pi-Sunyer X, Daly A, Wylie-Rosett J, Kulkarni K, Clark NG. Weight Management Through Lifestyle Modification for the Prevention and Management of Type 2 Diabetes: rationale and Strategies: A statement of the American Diabetes Association, the North American Association for the Study of Obesity, and the American Society for Clinical Nutrition. Diabetes Care. 2004;27(8):2067–73.CrossRefPubMed

10.
The Diabetes Prevention Program Research G. Impact of intensive lifestyle and metformin therapy on cardiovascular disease risk factors in the diabetes prevention program. Diabetes Care. 2005;28(4):888–94.CrossRef

11.
Pastors JG, Warshaw H, Daly A, Franz M, Kulkarni K. The evidence for the effectiveness of medical nutrition therapy in diabetes management. Diabetes Care. 2002;25(3):608–13.CrossRefPubMed

12.
Franz MJ, Bantle JP, Beebe CA, Brunzell JD, Chiasson J-L, Garg A, Holzmeister LA, Hoogwerf B, Mayer-Davis E, Mooradian AD, et al. Evidence-based nutrition principles and recommendations for the treatment and prevention of diabetes and related complications. Diabetes Care. 2002;25(1):148–98.CrossRefPubMed

13.
Hu FB, Manson JE, Stampfer MJ, Colditz G, Liu S, Solomon CG, Willett WC. Diet, lifestyle, and the risk of type 2 diabetes mellitus in women. N Engl J Med. 2001;345(11):790–7.CrossRefPubMed

14.
American Diabetes Association. Standards of medical care in diabetes—2015. Diabetes Care. 2015;38(Suppl 1):S1–93.

15.
Wong M, Sin C, Lee J. The reference framework for diabetes care in primary care settings. Hong Kong Med J. 2012;18(3):238–46.PubMed

16.
Turner RC, Holman RR, Stratton IM, Cull CA, et al. Effect of intensive blood-glucose control with metformin on complications in overweight patients with type 2 diabetes (UKPDS 34). Lancet. 1998;352(9131):854–65.CrossRef

17.
Nathan DM, Buse JB, Davidson MB, Heine RJ, Holman RR, Sherwin R, Zinman B. Management of hyperglycemia in type 2 diabetes: a consensus algorithm for the initiation and adjustment of therapy: a consensus statement from the american diabetes association and the european association for the study of diabetes. Diabetes Care. 2006;29(8):1963–72.CrossRefPubMed

18.
Breslin M, Mullan RJ, Montori VM. The design of a decision aid about diabetes medications for use during the consultation with patients with type 2 diabetes. Patient Educ Couns. 2008;73(3):465–72.CrossRefPubMed

19.
Huang ES, Brown SES, Ewigman BG, Foley EC, Meltzer DO. Patient perceptions of quality of life with diabetes-related complications and treatments. Diabetes Care. 2007;30(10):2478–83.PubMedCentralCrossRefPubMed

20.
Fung CS, Chin WY, Dai DS, Kwok RL, Tsui EL, Wan YF, Wong W, Wong CK, Fong DY, Lam CL. Evaluation of the quality of care of a multi-disciplinary risk factor assessment and management programme (RAMP) for diabetic patients. BMC Fam Pract. 2012;13(1):116.PubMedCentralCrossRefPubMed

21.
Joint Formulary Committee and Royal Pharmaceutical Society of Great Britain. British national formulary. London: Pharmaceutical Press; 2012.

22.
World Health Organization and Department of Health HKSAR. Hong Kong health service delivery profile. 2012. http://​www.​wpro.​who.​int/​health_​services/​service_​delivery_​profile_​hong_​kong_​(china).​pdf?​ua=​1. Retrieved 6 Oct 2015.

23.
Department of Health HKSAR. Health Facts of Hong Kong. 2014. http://​www.​dh.​gov.​hk/​english/​statistics/​statistics_​hs/​files/​Health_​Statistics_​pamphlet_​E.​pdf. Retrieved 6 Oct 2015.

24.
Ulm K. Simple method to calculate the confidence interval of a standardized mortality ratio (SMR). Am J Epidemiol. 1990;131(2):373–5.PubMed

25.
Harrell F, Lee KL, Mark DB. Tutorial in biostatistics multivariable prognostic models: issues in developing models, evaluating assumptions and adequacy, and measuring and reducing errors. Stat Med. 1996;15:361–87.CrossRefPubMed

26.
Yeh GY, Eisenberg DM, Davis RB, Phillips RS. Use of complementary and alternative medicine among persons with diabetes mellitus: results of a national survey. Am J Public Health. 2002;92(10):1648–52.PubMedCentralCrossRefPubMed

27.
Xie W, Zhao Y, Zhang Y. Traditional Chinese Medicines in Treatment of Patients with Type 2 Diabetes Mellitus. Evid Based Complement Alternat Med. 2011;2011:13.

28.
Egede LE, Ye X, Zheng D, Silverstein MD. The prevalence and pattern of complementary and alternative medicine use in individuals with diabetes. Diabetes Care. 2002;25(2):324–9.CrossRefPubMed

29.
Grant RW, Wexler DJ, Watson AJ, Lester WT, Cagliero E, Campbell EG, Nathan DM. How doctors choose medications to treat type 2 diabetes: a national survey of specialists and academic generalists. Diabetes Care. 2007;30(6):1448–53.CrossRefPubMed

30.
Dailey G, Kim MS, Lian JF. Patient compliance and persistence with antihyperglycemic drug regimens: evaluation of a medicaid patient population with type 2 diabetes mellitus. Clin Ther. 2001;23(8):1311–20.CrossRefPubMed

31.
Turner R, Millns H, Neil H, Stratton I, Manley S, Matthews D, Holman R. Risk factors for coronary artery disease in non-insulin dependent diabetes mellitus: United Kingdom Prospective Diabetes Study (UKPDS: 23). BMJ. 1998;316(7134):823–8.PubMedCentralCrossRefPubMed

32.
Stratton IM, Adler AI, Neil HAW, Matthews DR, Manley SE, Cull CA, Hadden D, Turner RC, Holman RR. Association of glycaemia with macrovascular and microvascular complications of type 2 diabetes (UKPDS 35): prospective observational study. BMJ. 2000;321(7258):405–12.PubMedCentralCrossRefPubMed

33.
Lee A, Morley JE. Metformin decreases food consumption and induces weight loss in subjects with obesity with type II non-insulin-dependent diabetes. Obes Res. 1998;6(1):47–53.CrossRefPubMed

34.
Stumvoll M, Nurjhan N, Perriello G, Dailey G, Gerich JE. Metabolic effects of metformin in non-insulin-dependent diabetes mellitus. N Engl J Med. 1995;333(9):550–4.CrossRefPubMed

35.
Geerling JJ, Boon MR, van der Zon GC, van den Berg SAA, van den Hoek AM, Lombès M, Princen HMG, Havekes LM, Rensen PCN, Guigas B. Metformin lowers plasma triglycerides by promoting VLDL-triglyceride clearance by brown adipose tissue in mice. Diabetes. 2014;63(3):880–91.CrossRefPubMed

36.
El Messaoudi S, Rongen GA, de Boer RA, Riksen NP. The cardioprotective effects of metformin. Curr Opin Lipidol. 2011;22(6):445–53.CrossRefPubMed

37.
Eriksson L, Nyström T. Activation of AMP-activated protein kinase by metformin protects human coronary artery endothelial cells against diabetic lipoapoptosis. Cardiovasc Diabetol. 2014;13(1):152.PubMedCentralCrossRefPubMed

38.
Eskens BJ, Zuurbier CJ, van Haare J, Vink H, van Teeffelen JW. Effects of two weeks of metformin treatment on whole-body glycocalyx barrier properties in db/db mice. Cardiovasc Diabetol. 2013;12(1):175.PubMedCentralCrossRefPubMed

39.
Vasamsetti SB, Karnewar S, Kanugula AK, Thatipalli AR, Kumar JM, Kotamraju S. Metformin inhibits monocyte-to-macrophage differentiation via ampk-mediated inhibition of STAT3 activation: potential role in atherosclerosis. Diabetes. 2015;64(6):2028–41.CrossRefPubMed

40.
Lu J, Ji J, Meng H, Wang D, Jiang B, Liu L, Randell E, Adeli K, Meng QH. The protective effect and underlying mechanism of metformin on neointima formation in fructose-induced insulin resistant rats. Cardiovasc Diabetol. 2013;12:58.PubMedCentralCrossRefPubMed

41.
Soraya H, Rameshrad M, Mokarizadeh A, Garjani A. Metformin attenuates myocardial remodeling and neutrophil recruitment after myocardial infarction in rat. BioImpacts BI. 2015;5(1):3.PubMedCentralCrossRefPubMed

42.
Chang S-H, Wu L-S, Chiou M-J, Liu J-R, Yu K-H, Kuo C-F, Wen M-S, Chen W-J, Yeh Y-H, See L-C. Association of metformin with lower atrial fibrillation risk among patients with type 2 diabetes mellitus: a population-based dynamic cohort and in vitro studies. Cardiovasc Diabetol. 2014;13:123.PubMedCentralCrossRefPubMed

43.
Lamanna C, Monami M, Marchionni N, Mannucci E. Effect of metformin on cardiovascular events and mortality: a meta-analysis of randomized clinical trials. Diabetes Obes Metab. 2011;13(3):221–8.CrossRefPubMed

44.
Knowler WC, Barrett-Connor E, Fowler SE, Hamman RF, Lachin JM, Walker EA, Nathan DM, Diabetes Prevention Program Research G. Reduction in the incidence of type 2 diabetes with lifestyle intervention or metformin. N Engl J Med. 2002;346(6):393–403.CrossRefPubMed

45.
Nagi DK, Yudkin JS. Effects of metformin on insulin resistance, risk factors for cardiovascular disease, and plasminogen activator inhibitor in NIDDM subjects: a study of two ethnic groups. Diabetes Care. 1993;16(4):621–9.CrossRefPubMed

46.
de Jager J, Kooy A, Lehert P, Wulffelé MG, van der Kolk J, Bets D, Verburg J, Donker AJM, Stehouwer CDA. Long term treatment with metformin in patients with type 2 diabetes and risk of vitamin B-12 deficiency: randomised placebo controlled trial. BMJ. 2010;340:c2181.PubMedCentralCrossRefPubMed




OEBPS/sidebar.gif





OEBPS/A12933_2015_304_Fig1_HTML.gif
Patients with clinical diagnosis of DM (ICPC code: T90)

Age = 18 years old
€GFR 2 30 mi/min/1.73m”

Without CVD event

Not on combination therapy/insulin/oral anti-diabetic drugs

(except metformin)

On metformin only

Metformin Monotherapy (MM)
group
(n=25,128)

Developed outcome
event or Change
involving anti-diabetic
drug management
within a year
(n=5,265)

MM group continued with
metformin alone
(n=19,864)

Incomplete covariates
(n=12,371)

MM group
Complete covariates: (n=7,493)
Propensity matched*: (n=3,400)

Not on metformin

Control group.
(n=24,350)

Developed outcome
event or Change
involving anti-diabetic
drug management
within a year
(n=10,721)

Control group continued without
Metformin
(n=13,629)

Incomplete
covariates
(n=9,829)

Control group
Complete covariates
Propensity matched": (n=3,400)





OEBPS/contact.gif





OEBPS/A12933_2015_304_Fig2_HTML.gif
. All-cause mortalty . First CVD event
g
£s
@ o
8 log-rank test: P<0.001 2 log-rank test: P<0.001
0 0 Suvnat i montns o ‘ Sua s i martns i
Numberatisk Number ik
Contolgoup 3400 2215 e on 0 Commgow 3400 253 1009 2n 0
Mg 3400 Sier 28 2% o oo 3400 5ids 269 27 0
CHD Stroke
8 8
g g
8 log-rank test: P<0.001 5 log-rank test: P=0.013
I % 'y ) ) 1 ) )
Survval 6 n ot Survval 650 n anths
Nomber ik Nomber ik
Congroup. 400 2004 123 57 0 Commigmup 3400 212 1023 s 0
igo® 300 3 221 nz 0 g 300 Bt 221 ] i
Heart failure Severe CKD.
|- — 8
tH]
3
5 log-rank test: 8 logrank test: P=0.877
] Y} E) ) 7 ) )
Survval 6 n manths Survval 65 n manths
Homber ik Nomber sk
Congrup 400 2me 125 6 0 Commigup 3400 219 133 2n o
Wigoss T 3400 56 2% i 0 Wige T 300 367 2% 25 o
Note:
——— Control group ———— MM group CVD: Cardiovascular Disease

CHD: Coronary Heart Disease
CKD: Chronic Kidney Disease






