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ABSTRACT

Background: Type 2 diabetes mellitus is rising rapidly worldwide and in Bangladesh. It often
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coexists with hypertension, kidney disease, heart disease, and other conditions, increasing the risk of
hospitalization and complicating care. In Bangladesh, most diabetes cases are type 2, affecting a
large proportion of adults, with national survey estimates at 9.2% and IDF 2024 projections at
13.2%. Direct comparisons between hospitalized diabetic and non-diabetic patients in Bangladesh

are limited. Aim of the study: This study aimed to compare the frequency, socio-demographic,
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clinical, biochemical and comorbidity of diabetic and non-diabetic patients. Methods & Materials:
This hospital-based comparative study was conducted at the Department of Medicine in Rangpur
Community Medical College and Hospital, Rangpur, Bangladesh, from October 2025 to March

2026. The study included 200 patients admitted to the medicine wards, 87 with type 2 diabetes
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mellitus and 113 without diabetes. Data were collected prospectively using a predesigned case
record form and included socio-demographic, clinical, biochemical, comorbidity, and admission
diagnosis information. Data were analyzed using SPSS version 26.0, and group comparisons were

performed using Chi-square, Fisher’s exact, and independent sample t-tests, with p < 0.05

considered statistically significant. Results: Among the 200 admitted patients, 87 (43.5%) had type

o= 2 diabetes, while 113 (56.5%) did not. Diabetic patients were older, with a mean age of 57.5 years,
E compared to 42.9 years for non-diabetics (p <0.001). Regarding gender, the male:female ratio was
1.07:1 in the diabetic group, 0.74:1 in the non-diabetic group, and 0.87:1 overall (p=0.247). Systolic

blood pressure averaged 125 mmHg in diabetics and 115 mmHg in non-diabetics (p <0.001). Diastolic pressure was also higher in diabetic
group 76.8 mmHg vs 73.1 mmHg (p = 0.027). Diabetic patients had higher blood sugar (13.9 mmol/L vs 7.2 mmol/L, p <0.001) and
higher HbA1c (10.7% vs 5.9%, p = 0.036). Their eGFR was lower (68.1 vs 87.2 ml/min; p <0.001). Hypertension was seen in 46% of
diabetics and 21.2% of non-diabetics (p <0.001). Infectious diseases were the most frequent reason for admission in both groups29.9% for
diabetic patients and 35.4% for non-diabetics. Overall admission patterns were similar (p = 0.319). Conclusion: Type 2 diabetes mellitus is
increasingly common among hospitalized patients and is associated with a higher burden of adverse clinical and biochemical risk factors
than non-diabetic patients. These findings highlight the need for closer monitoring and integrated management to reduce complications and

improve outcomes.
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INTRODUCTION

Type 2 diabetes mellitus, T2DM, is one of
the fastest-growing non-communicable
diseases worldwide and an increasingly
important cause of morbidity, premature
mortality, disability and health-system
burden. The Global Burden of Disease
2021 study estimated that 529 million
people were living with diabetes in 2021
and projected a substantial further rise by
2050, while the NCD Risk Factor
Collaboration  showed that diabetes
prevalence increased steadily across most
countries between 1990 and 2022, with
treatment coverage remaining inadequate
in  many low- and middle-income
settings™2. South Asia is particularly
affected, because diabetes often develops at
a younger age and at a lower body mass
index than in many Western populations,
reflecting a  distinctive  metabolic
susceptibility in this region[®l.,

Bangladesh is experiencing this
epidemiological transition rapidly.
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Available evidence shows that both
diabetes and prediabetes are highly
prevalent among Bangladeshi adults, with
an increasing trend over timel*%,
Nationally representative analyses have
also demonstrated important disparities in
awareness, treatment, and glycemic
control, indicating that a substantial
proportion of affected individuals remain
undiagnosed or inadequately managed®Sl,
Diabetes is a growing public health
problem in northern Bangladesh. National
BDHS 2017-18 data show that 9.2% of
Bangladeshi adults had diabetes, 13.3%
had prediabetes, and 61.5% of people with
diabetes  were  unaware of their
condition®.In the 2011 nationwide survey,
division-level  estimates showed a
substantial burden in northern Bangladesh,
with diabetes prevalence of 10.2% in
Rajshahi and 8.0% in Rangpurl.
Moreover, among Bangladeshi adults aged
35 years and above, diabetes prevalence
increased from 10.95% in 2011 to 13.75%

in  2017-2018[8.  Rapid urbanization,
population ageing, sedentary lifestyle,
dietary transition, obesity, and coexisting
hypertension have all contributed to the
expanding burden of diabetes in
Bangladeshl*fl. As a result, T2DM is no
longer confined to outpatient chronic
disease clinics; it is now frequently
encountered among patients admitted to
general medical wards.

The clinical significance of T2DM extends
beyond hyperglycemia alone. Patients with

diabetes commonly  have  multiple
coexisting disorders, including
hypertension, obesity, dyslipidemia,

chronic kidney disease, cardiovascular
disease, and cerebrovascular diseasell.
These comorbidities increase the risk of
hospitalization, ~ complicate inpatient
management, prolong recovery, and
worsen outcomes. In Bangladesh, hospital-
based evidence has shown a substantial
burden of comorbid conditions among
patients with type 2 diabetes, with
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hypertension being particularly
commont®, In addition, diabetic kidney
disease has emerged as a major concern

because of its close association with
progressive renal impairment,
cardiovascular complications, recurrent

hospital contact, and premature death['1,
Previous studies have shown that adults
with diabetes have higher rates of hospital
admission and longer lengths of stay than
those without diabetes'?, Contemporary
inpatient diabetes care guidelines also
emphasize that hyperglycemia,
hypoglycemia, and glucose variability
during  hospitalization are clinically
important and require careful assessment
and management because they are
associated ~with  poorer  outcomest3l,
Comparison of admitted diabetic and non-
diabetic patients is therefore clinically
relevant, as it may help identify differences
in  sociodemographic  profile, blood
pressure, renal  function, glycemic
parameters, comorbidities, and reasons for
admission, all of which influence inpatient
care needs in tertiary hospitals.

However, in Bangladesh, most published
studies have focused on community
prevalence, risk factors, awareness, or
comorbidity patterns in people with
diabetes*®19  whereas  comparative
hospital-based data between admitted
patients with T2DM and non-diabetic
patients remain limited, particularly in
tertiary-level ~ settings where disease
complexity is greater. Generating such
evidence is important for identifying the

RESULTS

distinct clinical and biochemical profiles of

diabetic inpatients and for informing
screening, inpatient monitoring, and
integrated management strategies.

Therefore, this study aimed to determine
the frequency of patients with type 2
diabetes  mellitus among  hospital
admissions and to compare the socio-
demographic  characteristics,  clinical
parameters, biochemical profiles,
comorbidities, and admission diagnoses
between diabetic and non-diabetic patients
in a tertiary-level hospital.

METHODOS & MATERIALS

This hospital-based comparative study was
conducted in the Department of Medicine
of a tertiary-level hospital Rangpur
Community Medical College and Hospital,
Rangpur, Bangladesh, from October 2025
to March 2026. The study included all
eligible patients admitted to the medicine
wards during the study period. A total of
200 patients were enrolled randomly.
Participants were categorized according to
their documented diabetes status in hospital
records.  Patients  with  incomplete
information on diabetes status or other key
study variables were excluded.

Data were collected prospectively using a
predesigned case record form and a
structured data extraction sheet.
Information recorded included socio-
demographic characteristics (age and sex),
anthropometric measurements (body mass
index), and clinical parameters (pulse and
blood pressure). Laboratory variables
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included random blood sugar, glycated
hemoglobin (HbAlc), serum creatinine,
estimated glomerular filtration rate
(eGFR), albumin-creatinine ratio (ACR),
and lipid profile. Data on comorbidities
and admission diagnosis were also
collected.

The study determines the proportion of
hospital admissions with type 2 diabetes

mellitus. It also compares socio-
demographic  characteristics,  clinical
parameters, biochemical profiles,

comorbidities, and admission diagnosis
between diabetic and non-diabetic patients.
The researchers classify  admission
diagnoses into the following predefined
categories: infectious diseases;
gastrointestinal and hepatobiliary diseases;
neurologic and psychiatric  disorders;
respiratory  diseases; metabolic  and
endocrine disorders; renal and urologic
diseases; hematologic and rheumatologic
diseases; cardiovascular diseases;
musculoskeletal disorders; diabetic
complications; and others.

Data were analyzed using the Statistical
Package for the Social Sciences (SPSS)
version 26.0. Categorical variables were
reported as frequencies and percentages.
Continuous variables were shown as mean
+ standard deviation. For categorical
comparisons, the Chi-square test or
Fisher’s exact test was applied. The
independent-samples t-test was used to
compare continuous variables between two
groups. A p-value below 0.05 was
considered statistically significant.

Distribution of the study population according to

diabetes status

56.5%

DM

NDM

Figure 1 Distribution of the study population according to diabetes status (n=200).

Among the total 200 admitted patients, 87
(43.5%) were diabetic (DM) and 113
(56.5%) were non-diabetic (NDM) Figure
1.

Among the 200 participants, diabetic
patients were older than non-diabetic
patients, with a mean age of 57.51 + 14.10
years versus 42.93 + 19.74 years; the

overall mean age was 49.27 + 18.91 years
(p<0.001). For age-group distribution,
diabetic patients were mostly >60 years
(41.4%) and 46 to 60 years (35.6%). In
contrast, non-diabetic  patients  were
primarily aged 16 to 30 years (31.9%) and
31 to 45 years (27.4%), p<0.001.
Regarding gender, males made up 51.7%
of the diabetic group and 42.5% of the non-

diabetic group, while females accounted
for 48.3% and 57.5%, respectively; the
male: female ratio was 1.07:1 in the
diabetic group, 0.74:1 in the non-diabetic
group, and 0.87:1 overall (p=0.247).
Concerning BMI, overweight was most
common among diabetic patients (54.02%),
whereas normal BMI was most prevalent
among non-diabetic patients (63.72%);
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overall, 53.50% had normal BMI and  41.0% were overweight (p=0.308) Table I.
Table |
Socio-demographic and anthropometric characteristics of diabetic and non-diabetic admitted patients.
. DM (n=87 NDM (n=113 Total (n=200
Variable n E%) ) n ((%) ) = ((%) ) p-value

Age group (Years)

<15 0 (0.0%) 2 (1.8%) 2 (1.0%)

16-30 3 (3.4%) 36 (31.9%) 39 (19.5%)

31-45 17 (19.5%) 31 (27.4%) 48 (24.0%) <0.001

46-60 31 (35.6%) 25 (22.1%) 56 (28.0%)

>60 36 (41.4%) 19 (16.8%) 55 (27.5%)
Mean + SD 57.51+14.10 42.93 £19.74 49.27 £18.91 <0.001
Sex

Male 45 (51.7%) 48 (42.5%) 93 (46.5%)

Female 42 (48.3%) 65 (57.5%) 107 (53.5%) 0.247
Ratio 1.07:1 0.74:1 0.87:1
BMI category

Under Weight 0 (0.0%) 1 (0.88%) 1 (0.5%)

Normal 35 (40.23%) 72 (63.72%) 17(53.50%) 0.308

Overweight 47 (54.02%) 35 (30.97%) 82 (41.0%) :

Obese 5 (5.75%) 5 (4.42%) 10 (5.0%)

*Chi-square test or Fisher’s exact test was employed to test significance of difference

Compared with the non-diabetic group
(those without a diabetes diagnosis),
diabetic patients (with a confirmed
diagnosis) had a slightly higher pulse rate:
80.90 + 16.38 vs 79.90 + 14.30 beats/min
(p=0.655). They also had higher mean
systolic and diastolic blood pressures
(124.97 £ 17.90 mmHg and 76.78 + 11.46
mmHg) compared with non-diabetics
(115.36 + 15.06 mmHg and 73.06 + 11.76
mmHg), while overall means were 119.60
+ 17.02 mmHg and 74.71 £ 11.75 mmHg

Table 11

(p<0.001 and p=0.027, respectively). Renal
function was lower in diabetics, with a
mean eGFR of 68.12 = 31.79 ml/min
versus 87.18 * 25.33 ml/min in non-
diabetics  (p<0.001), whereas serum
creatinine was 1.31 £ 0.76 mg/dL in
diabetics and 1.09 = 0.83 mg/dL in non-
diabetics (p=0.109). Glycemic indices were
higher among diabetics: random blood
sugar was 13.93 + 6.17 mmol/L versus
7.22 £ 2.54 mmol/L, and HbA1c was 10.71
+ 14.71% versus 5.89 + 0.86% (p<0.001

and p=0.036, respectively). ACR was
130.0 + 110.0 in diabetics and 90.0 + 75.0
in non-diabetics (<0.001). For the lipid
profile, total cholesterol was 176.78 *
51.44 mg/dL in diabetics and 210.50 +
53.67 mg/dL in non-diabetics; LDL
cholesterol was 105.60 * 27.57 mg/dL and
11200 + 17.09 mg/dL, and HDL
cholesterol was 38.05 + 5.01 mg/dL and
37.50 + 3.42 mg/dL (p=0.308, p=0.613,
and p=0.797, respectively) Table II.

Comparison of clinical and biochemical parameters between diabetic and non-diabetic admitted patients.

. NDM (n=113 Total (n=200

Variable DM (n=87) Mean + SD Mear(\ + SD) Mear(1 + SD) p-value
Pulse (beats/min) 80.90 + 16.38 79.90 + 14.30 80.34 £ 15.22 0.655
Systolic BP (mmHg) 124.97 £ 17.90 115.36 + 15.06 119.60 + 17.02 <0.001
Diastolic BP (mmHg) 76.78 +11.46 73.06 £ 11.76 7471+ 11.75 0.027
eGFR (ml/min) 68.12 + 31.79 87.18 + 25.33 77.73 £ 30.16 <0.001
Random blood sugar (mmol/L) 13.93+6.17 7.22+2.54 10.95+5.92 <0.001
Serum creatinine (mg/dL) 1.31+0.76 1.09+0.83 1.19+0.81 0.109
HbAlc (%) 10.71+14.71 5.89 £ 0.86 9.36 +12.65 0.036
ACR (mg/g) 130.0+110.0 90.0 + 75.0 110.93 + 98.68 <0.001
LP (TG) mg/dL 220.0 £ 90.0 160.00 + 70.0 186.10 + 84.54 <0.001
Total cholesterol (mg/dL) 176.78 £ 51.44 210.50 + 53.67 181.78 £ 52.15 0.308
LDL cholesterol (mg/dL) 105.60 + 27.57 112.00 + 17.09 106.43 + 26.23 0.613
HDL cholesterol (mg/dL) 38.05+5.01 37.50 + 3.42 37.96 +4.72 0.797

*Samples t-test and Mann-Whitney U test was employed to test significance of difference.

Among the  comorbid  conditions,
hypertension was the most frequent in both
groups and was more common among
patients with diabetes (46.0%) than among
those without diabetes (21.2%), with an
overall prevalence of 32.0% (p<0.001).

Table 111

Stroke was present in 23.0% of patients
with diabetes and 13.3% of those without,
for an overall 17.5% (p=0.109). Chronic
kidney disease affected 13.8% of patients
with diabetes and 7.1% without, with an
overall frequency of 10.0% (p=0.183).

Comparison of comorbidities among study population.

Ischemic heart disease rates were similar in
both groups (4.6% with and 4.4% without
diabetes), while heart failure was recorded
in 4.6% and 2.7%, respectively; the overall
frequencies were 4.5% and 3.5% (p=1.000
and p=0.471, respectively) Table III.

. DM (n=87 NDM (n=113 Total (n=200
Variable = E%) ) n ((%) ) n ((%) ) p-value
Hypertension 40 (46.0%) 24 (21.2%) 64 (32.0%) <0.001
Heart failure 4 (4.6%) 3 (2.7%) 7 (3.5%) 0.471
Ischemic heart disease 4 (4.6%) 5 (4.4%) 9 (4.5%) 1.000
Chronic kidney disease 12 (13.8%) 8 (7.1%) 20 (10.0%) 0.183
Stroke 20 (23.0%) 15 (13.3%) 35 (17.5%) 0.109

*Chi-square test or Fisher’s exact test was employed to test significance of difference.

Page 270



The Planet

Infectious diseases were the leading
admission diagnosis in  both groups,
comprising 29.9% of diabetic patients and
35.4% of non-diabetic patients, totaling
33.0% (p=0.319). Gastrointestinal and
hepatobiliary diseases were the second
most frequent, at 20.7% in diabetic and
17.7% in non-diabetic patients, for an
overall rate of 19.0%. Neurologic and

Table IV

psychiatric disorders were more common
in non-diabetic patients (11.5%) compared
to diabetic patients (3.4%). Respiratory
diseases affected 9.2% of diabetic and
6.2% of non-diabetic patients. Metabolic
and endocrine disorders accounted for
9.2% of diabetic and 5.3% of non-diabetic
admissions. Renal and urologic diseases
were reported in 3.4% of diabetic and 6.2%

Reasons for admission in hospital among study population.

2025, 9(3)

of non-diabetic patients. Hematologic and
rheumatologic disorders were present in
2.3% and 5.3% of patients, respectively,
while cardiovascular diseases occurred in
2.3% and 3.5%. Musculoskeletal disorders
and diabetic complications with other
causes were rare, together accounting for
only 1.5% of all admissions Table IV.

. . . DM (n=87) NDM (n=113) Total (n=200) ’
Admission diagnosis category n (%) n (%) n (%) p-value
Infectious diseases 26 (29.9%) 40 (35.4%) 66 (33.0%)
Gastrointestinal/hepatobiliary 18 (20.7%) 20 (17.7%) 38 (19.0%)
Neurologic/psychiatric 3 (3.4%) 13 (11.5%) 16 (8.0%)
Respiratory diseases 8 (9.2%) 7 (6.2%) 15 (7.5%)
Metabolic/endocrine disorders 8 (9.2%) 6 (5.3%) 14 (7.0%) 0319
Renal/urologic diseases 3 (3.4%) 7 (6.2%) 10 (5.0%) '
Hematologic/rheumatologic 2 (2.3%) 6 (5.3%) 8 (4.0%)
Cardiovascular diseases 2 (2.3%) 4 (3.5%) 6 (3.0%)
Musculoskeletal disorders 1(1.1%) 0 (0.0%) 1 (0.5%)
Diabetic complications and Other 1(1.1%) 1 (0.9%) 2 (1.0%)
*Chi-square test or Fisher’s exact test was employed to test significance of difference.
DOD (years)
H(0-1 m2-3 W45 m>5

60 54.02%

50

40

30

20 18.39%

10.34%
10 5.75%
o W ]
0-1 2-3 4-5 >5

Figure 2 Duration of diabetes among diabetic patients.

Among diabetic patients, most had diabetes
for more than 5 years, 47 (54.02%). The
other duration groups were 0 to 1 year (5;
5.75%), 2 to 3 years (9; 10.34%), and 4 to
5 years (16; 18.39%). The mean duration
of diabetes was 8.36 + 5.67 years (Figure
2).

DISCUSSION

This study demonstrated that hospitalized
patients with type 2 diabetes mellitus
(T2DM) had a distinctly  higher
cardiometabolic and renal risk profile than
non-diabetic admitted patients.

The present study found a high proportion
of diabetic patients among all admissions
(43.5%). This rate is much higher than the
estimated diabetes rate in the general adult
population of Bangladesh, which is
reported to be around 9% to 13% [5],

National data also show that diabetes in
Bangladesh has increased progressively
over time. It rose from 10.95% in 2011 to
13.75% in 2018 among adults aged 35
years or older®®. The BDHS 2017-18
reported an age-standardized diabetes
prevalence of 9.2%[l.  Although north-
zone-specific evidence remains limited and
is largely based on small, non-
representative studies, one regional study
identified diabetes as a major public health
concern in northern Bangladesh, This
scarcity of robust regional estimates may
be due to most Bangladeshi
epidemiological data coming from national
surveys or divisional analyses rather than
from a defined north-zone population.
Similar findings are reported in Bangladesh
hospital studies, although not directly
comparable. For example, a study in Dhaka
found that 50.2% of admissions to the

medicine ward had diabetes!®l. Another
study found hospital admission was more
common among adults with diabetes
(14.2% vs. 6.6%)16, These observations
suggest that hospital admissions are
especially common among people with
diabetes. This high rate may result from the
study being conducted in a high-level
hospital. Such hospitals admit more older
adults and those with complex metabolic,
kidney, heart, or infection issues*>16l, The
diabetic group was substantially older, with
a mean age of 57.51+14.10 vyears,
compared with 42.93+19.74 years in the
non-diabetic group (p < 0.001). More than
two-fifths of diabetic patients were aged 60
years or older. This pattern matches
hospital-based studies, which find that
diabetic inpatients are typically older and
more likely to have chronic comorbidities.
These comorbidities increase the likelihood
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of admission and complicate inpatient
management!®17-191, In our study, there was
sex difference in frequency: male 51.7% in
the diabetic group versus 42.5% in the non-
diabetic group (p=0.247). There was also
no significant difference in BMI. In this
South Asian hospital, the risk of diabetes-
related admission may depend more on
age, disease duration, and metabolic
burden than on crude anthropometric
measures. This is possible because Asian
populations often develop T2DM and its
complications at relatively lower BMI
thresholds(1929], Additionally, low
awareness, limited treatment, poor sugar
control, and lack of readiness for diabetes

care outside large hospitals likely
contribute to late diagnosis and referral of
complicated cases to  higher-level
facilities?%?2.  Consistent with  these

factors, our diabetic cohort was older, had
higher blood pressure, poorer sugar
control, and lower kidney function than
non-diabetic patients.

Blood pressure findings further support the
clustering of cardiometabolic risk in
diabetic inpatients. Mean systolic and
diastolic blood pressure were higher in the
diabetic group: 124.97+17.90 versus
115.36+£15.06 mmHg, and 76.78+11.46
versus 73.06£11.76 mmHg, respectively.
Hypertension was present in 46.0% of
diabetic patients, compared with 21.2% of
non-diabetic patients (p <0.001). These
findings are highly concordant with
previous work from Bangladesh and
elsewhere. Prior studies show that
hypertension is one of the most common
comorbidities among patients with T2DM
and an  important  amplifier  of
macrovascular and microvascular injury
[17.23.24]  Some cohorts report even higher
hypertension prevalence than observed
here, often above 50% to 70%[M*171, The
somewhat lower proportion in our diabetic
sample may reflect differences in age
structure, referral pathways, pre-admission
treatment, or under-documentation in
retrospective  records.  Clinically, the
implication is clear. Every admitted patient
with T2DM should undergo blood pressure
assessment and early antihypertensive
treatment where appropriate. Glucose
control alone is insufficient to reduce
vascular risk[7:2324,

Renal impairment was also more evident
among diabetic patients. Mean eGFR was
significantly lower in the diabetic group:
68.12+31.79 versus 87.18+25.33 ml/min, p
< 0.001. Chronic kidney disease, CKD,
was present in 13.8% versus 7.1%.
However, the latter difference did not reach
statistical significance. This overall pattern
aligns  with  contemporary literature.
Diabetic kidney disease is common among
people with T2DM and is driven by long-
standing hyperglycemia, hypertension, and
vascular injury®-28l. The non-significant

CKD comparison in our cohort likely
reflects limited sample size rather than a
lack of a true relationship. The direction of
effect was consistent, and the eGFR
difference was robust. Clinically, these
data support routine inpatient renal risk
stratification. This should include serum
creatinine, eGFR, urine albumin
assessment where feasible, and medication
review. This is especially important
because renally cleared antidiabetic and
antihypertensive  drugs may  require
adjustment during acute illness?>-27],

The glycemic findings show poor
antecedent and acute glucose control
among diabetic admissions. Random blood
sugar was 13.93 £ 6.17 mmol/L in diabetic
patients compared with 7.22 + 254
mmol/L in non-diabetic patients (p <
0.001). HbAlc was also significantly
higher: 10.71 + 14.71% versus 5.89 +
0.86% (p = 0.036). The mean duration of
diabetes was 8.36 + 5.67 years. More than
half of diabetic patients (54.02%) had
diabetes for more than 5 years. These
observations are consistent with studies
showing that poor glycemic control is
associated with infection, prolonged
hospitalization, metabolic decompensation,
and greater inpatient care needs['52%-32,
However, one recent cohort reported that
long-term HbAlc was not independently
associated with bacterial infectious risk
after adjustment. This suggests that age,
frailty, treatment intensity, and comorbid
disease may partly mediate the
association®. This nuance may explain
why our study found markedly worse
glycemia in diabetic patients but no
statistically significant difference in the
overall admission-diagnosis ~ pattern.
Nevertheless, the heavy use of insulin in
the diabetic group, regular insulin 48.3%,
mixed insulin 14.9%, and basal insulin

4.6%, underscores the presence of a
clinically important subgroup. These
patients have advanced or poorly

controlled disease and require structured
inpatient glucose monitoring and discharge
planning(t52932],

Stroke was more frequent among diabetic
patients (23.0% vs. 13.3%). However, this
difference was not statistically significant,
possibly due to sample size, varied
admission diagnoses, or incomplete records
of prior cerebrovascular disease. This
finding aligns with broader evidence:
diabetes increases both stroke risk and
adverse stroke outcomes [©3331  The
infectious category was the leading cause
of admission in both groups: 29.9% in
diabetics and 35.4% in non-diabetics.
There was no significant overall difference
(p=0.319). This may be because our
comparator group included all non-diabetic
general medicine admissions, rather than a
healthier community sample. As a result,
there was a high background infectious

2025, 9(3)

burden, which may have reduced between-
group differences. This partially differs
from diabetes-specific inpatient studies,
especially from South Asia, where
infections often dominate admissions
among patients with diabetes101530],

LIMITATIONS

This was a single-center study with a
relatively small sample size. This design
may limit generalizability and reduce
statistical power for some comparisons. In
addition, reliance on hospital records may
have introduced missing data and
documentation bias. The cross-sectional
inpatient comparison could not establish
causal relationships.

CONCLUSION

In conclusion, the study found that the
frequency of hospitalized patients with
type 2 diabetes mellitus is progressive and
has a higher burden of adverse clinical and
biochemical risk factors than non-diabetic
patients. Specifically, these risk factors
include older age, elevated blood pressure,
poor glycemic control, reduced estimated
glomerular filtration rate (eGFR), and a
higher incidence of hypertension. The
findings suggest that admitted diabetic
patients require closer monitoring and
integrated management, which may help
reduce both inpatient and long-term
complications.

RECOMMENDATIONS

Hospitalized patients with type 2 diabetes
mellitus should receive routine screening
and integrated management for blood
pressure, glycemic control, and renal
function. Early identification of
comorbidities and  complications is
essential. Larger multicenter prospective
studies are recommended to confirm these
findings and improve generalizability.
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