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ABSTRACT
Introduction  Elevated glycosylated hemoglobin (HbA1c) in 
individuals with type 2 diabetes is associated with increased 
risk of hospitalization and death after acute COVID-19, however 
the effect of HbA1c on Long COVID is unclear.
Objective  Evaluate the association of glycemic control 
with the development of Long COVID in patients with type 
2 diabetes (T2D).
Research design and methods  We conducted a 
retrospective cohort study using electronic health record 
data from the National COVID Cohort Collaborative. Our 
cohort included individuals with T2D from eight sites with 
longitudinal natural language processing (NLP) data. The 
primary outcome was death or new-onset recurrent Long 
COVID symptoms within 30–180 days after COVID-19. 
Symptoms were identified as keywords from clinical 
notes using NLP in respiratory, brain fog, fatigue, loss of 
smell/taste, cough, cardiovascular and musculoskeletal 
symptom categories. Logistic regression was used to 
evaluate the risk of Long COVID by HbA1c range, adjusting 
for demographics, body mass index, comorbidities, and 
diabetes medication. A COVID-negative group was used as 
a control.
Results  Among 7430 COVID-positive patients, 1491 
(20.1%) developed symptomatic Long COVID, and 380 
(5.1%) died. The primary outcome of death or Long COVID 
was increased in patients with HbA1c 8% to <10% (OR 
1.20, 95% CI 1.02 to 1.41) and ≥10% (OR 1.40, 95% CI 
1.14 to 1.72) compared with those with HbA1c 6.5% to 
<8%. This association was not seen in the COVID-negative 
group. Higher HbA1c levels were associated with increased 
risk of Long COVID symptoms, especially respiratory and 
brain fog. There was no association between HbA1c levels 
and risk of death within 30–180 days following COVID-19. 
NLP identified more patients with Long COVID symptoms 
compared with diagnosis codes.
Conclusion  Poor glycemic control (HbA1c≥8%) in people 
with T2D was associated with higher risk of Long COVID 
symptoms 30–180 days following COVID-19. Notably, 
this risk increased as HbA1c levels rose. However, this 
association was not observed in patients with T2D without 
a history of COVID-19. An NLP-based definition of Long 
COVID identified more patients than diagnosis codes and 
should be considered in future studies.

INTRODUCTION
Since the beginning of the COVID-19 
pandemic in November 2019, over 750 million 
individuals globally have been infected with 
SARS-CoV-2, resulting in over 7 million asso-
ciated deaths.1 The burden of disease from 
COVID-19 lasts beyond the acute phase, with 
42% of COVID-19 survivors reporting at least 
one persistent symptom following acute infec-
tion.2 Long COVID is a multisystem condition 
consisting of ongoing, relapsing, or new symp-
toms present 30 or more days after infection 
with SARS-CoV-2.3–5 These symptoms include, 
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but are not limited to, loss of smell/taste, fatigue, brain 
fog, cough, dyspnea, and muscle aches.3–6

Type 2 diabetes (T2D) is associated with increased 
mortality and morbidity in patients with acute COVID-19 
infection, including higher risk of hospitalization, inten-
sive care unit admission and death.7–9 People with T2D 
are at a greater risk of coexisting comorbidities, further 
potentiating the increased risk of health complications.10 
The severity of acute COVID-19 is also associated with 
glycemic control; increased glycosylated hemoglobin 
(HbA1c) or blood glucose levels are correlated with 
higher risk of death, hospitalization, and use of inva-
sive ventilation or extracorporeal membrane oxygen-
ation.7 11 12 Some studies have shown that HbA1c>8% is 
associated with greater all-cause mortality and higher 
incidence of cardiovascular events as well.13 14 In addition 
to acute outcomes, diabetes has also been associated with 
development of long-term sequelae after COVID-19. A 
machine learning model trained on patients from the 
National COVID Cohort Collaborative (N3C) database 
found that patients with pre-existing diabetes have an 
OR of 1.49 of developing Long COVID compared with 
those without diabetes.15 However, Heald et al,16 which 
based the definition of Long COVID on diagnosis codes, 
did not show a relationship between HbA1c and Long 
COVID in people with T2D.

Although Long COVID is widely recognized as a 
medical condition, it is challenging to identify cases in 
epidemiologic studies due to ambiguous definitions of 
the entity and underdiagnosis by clinicians. The Interna-
tional Classification of Diseases Tenth Revision (ICD-10) 
code U09.9 (‘Post COVID-19 condition, unspecified’) 
was initially released in October 2021, but it is not used 
equally across all demographics and backgrounds, and 
may not accurately identify the true affected popu-
lation.4 17 18 By some estimates, U09.9 diagnosis has a 
positive predictive value of only 40% for the WHO defi-
nition of Long COVID.4 There have been attempts at 
defining Long COVID by evaluating symptoms occur-
ring in the months following acute COVID-19 infection, 
rather than relying on the U09.9 code. These studies 
typically rely on in-person surveys3 or ICD-10 codes for 
identifying symptoms.5 However, in-person surveys are 
labor intensive and impractical for large cohorts and, 
as many of the symptoms of Long COVID are non-
specific, they may be undercaptured with diagnosis 
codes.4 19 Natural language processing (NLP) is an arti-
ficial intelligence technique that can be used to identify 
key phrases (ie, symptoms) in clinical notes from the 
electronic health record (EHR). NLP avoids the manual 
process of assigning diagnosis codes and may be more 
thorough and reliable than ICD-10 codes20 for identi-
fying symptoms of Long COVID.4 6 21 22 In this analysis, 
we conducted a retrospective cohort study using NLP 
data from the N3C to evaluate the association between 
HbA1c levels and the development of Long COVID or 
death in people with T2D in the 30–180 days following 
COVID infection.

METHODS
Study design
We conducted a retrospective cohort study using the 
N3C, a research database of EHR data from over 80 US 
healthcare systems. A description of the N3C and the 
characteristics of the population in the database has 
been previously published.23 24 We used a subset of N3C 
EHR records from eight healthcare sites that applied 
NLP to extract symptom keywords from clinical notes.25 
Our study population included adult patients with: (1) 
an index date, defined by a COVID-19 diagnosis code or 
SARS-CoV-2 laboratory test between January 1, 2021 and 
June 30, 2022, (2) a preindex diagnosis of T2D, (3) at least 
one HbA1c measurement between 6 months prior to and 
7 days after their index date, (4) at least two clinical notes 
analyzed by NLP in the 30–180 days prior to index date 
and (5) at least three healthcare visits or death in 30–180 
days after the index date.26 Patients who died within 30 
days of COVID-19 diagnosis were excluded (figure  1). 
We preconditioned cohort selection on survival at 30 
days because this was the point at which a diagnosis of 
Long COVID can be made. The Stony Brook Univer-
sity Office of Research Compliance determined that the 
study met criteria for exemption under 45 CFR 46.104(d)
(4), IRB2021-00098. The data that support the findings 
of this study are available from the N3C but restrictions 
apply to the availability of these data, which were used 
under license for the current study and therefore are not 
publicly available. Data are, however, available from the 
authors on reasonable request and with permission of 
the N3C.

COVID-positive and COVID-negative cohorts
The COVID-positive cohort was defined by either a posi-
tive laboratory test for SARS-CoV-2 or diagnostic code 
for COVID-19 between January 1, 2021 and June 30, 
2022. To assess the incidence and correlation of Long 
COVID-like symptoms or death with patient factors in 
the absence of COVID-19, we also ran the analysis in a 
COVID-negative cohort. The COVID-negative cohort was 
defined by at least one negative SARS-CoV-2 test between 
January 1, 2021 and June 30, 2022 and no positive test 
or diagnosis.27 The index date was defined as the earliest 
COVID-19 diagnosis date for the COVID-positive group, 
and the date of a negative laboratory test for SARS-CoV-2 
for the COVID-negative group. For COVID-negative 
patients who had multiple SARS-CoV-2 tests, each test 
was included as an independent index date, with statis-
tical weighting inversely proportional to the number of 
tests an individual received. As an example, if an indi-
vidual had four negative tests, each was assigned a weight 
of 0.25, and if a person had two tests each was given a 
weight of 0.5.

Outcomes and covariates
The primary endpoint was a composite outcome of either 
Long COVID or death in the 30–180 days following 
COVID-19 diagnosis. Long COVID was defined as the 
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Figure 1  Cohort flow diagram. BMI, body mass index; N3C, National COVID Cohort Collaborative; NLP, natural language 
processing.
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presence of at least one new-onset recurrent symptom 
category identified by NLP, requiring: (1) three separate 
dates with any symptom (eg, dyspnea) within a category 
(eg, respiratory symptoms) in the 30–180 days after index 
date, and (2) no symptoms within that category in the 
30–180 days prior to index date. For patients who had 
a Long COVID symptom (eg, dyspnea) in the 30–180 
days prior to the index date, they could still be diagnosed 
with Long COVID based on postindex incidence of a 
new symptom category (eg, brain fog).4 5 As an example, 
a patient would need to have any respiratory symptom 
on three dates in the 30–180 days following COVID-19 
and could not have had any respiratory symptom in the 
30–180 days prior to index date (online supplemental 
figure 1a).

Symptoms were based on key terms identified from 
EHR notes in the N3C NLP dataset.6 From the list of avail-
able symptoms, compiled from 1849 NLP key terms, we 
divided relevant Long COVID-associated symptoms into 
seven categories, ‘brain fog’, ‘respiratory symptoms’, ‘loss 
of taste/smell’, ‘musculoskeletal symptoms’, ‘fatigue’, 
‘cough’, and ‘cardiovascular symptoms’, based on prior 
symptoms-based definitions of Long COVID4–6 28 29 
(online supplemental figure 1b). Death was included in 
our composite outcome to prevent bias associated with 
competing endpoints.30 31

The HbA1c measurements and body mass index 
(BMI), within 6 months prior to or up to 7 days after, 
that were closest to the index date were included. HbA1c 
was stratified by range, <6.5%, 6.5 to <8%, 8 to <10%, 
and ≥10%, and values less than 2% were excluded. We 
included demographics and comorbidities in the prior 
year, and diabetes medications within 90 days prior to the 
index date. Insulin use associated with inpatient encoun-
ters was excluded. Gender, age, race and ethnicity infor-
mation was determined by a combination of observed 
and self-reported data across sites in the N3C.23 24

Statistical plan
Statistical analyses were conducted using Python V.3.6.10 
and R V.3.5.1 and data release V.141 (September 14, 
2023) under Data Use Request RP-7958530 in Palantir’s 
Foundry platform (2021, Denver, Colorado), a secure 
analytics enclave housing the N3C data. For the primary 
analysis, multivariate logistic regression was used to esti-
mate the association of HbA1c with the risk of developing 
symptomatic Long COVID or death in the 30–180 days 
following the index date. The model was adjusted for 
demographics, BMI, comorbidities and diabetes medica-
tions. Associations were assessed as adjusted ORs.

We performed a series of sensitivity analyses for our 
primary analysis (online supplemental section 2): (1) 
1-year window: an analysis was performed including 
symptoms within a year prior to and a year following 
index date (instead of 6 months) (online supplemental 
figure 2A); (2) lower threshold: the threshold for the 
required number of postindex date visits and number of 
dates with a symptom for Long COVID criteria was set 

at 2 (instead of 3) (online supplemental figure 2B); (3) 
symptom interval: Long COVID was defined by death or 
new-onset symptoms occurring ≥30 days apart from one 
another (online supplemental figure 2C); (4) matched 
cohort: using Matchit package V.4.4.0, we performed a 1:1 
matching of COVID-positive and negative patients based 
on index month and year, age, gender, race, ethnicity 
and HbA1c range, to assess the impact of defining our 
COVID-negative cohort using a weighted average system 
compared with cohort matching (online supplemental 
figure 2D).

We conducted a secondary analysis using a subgroup of 
patients who met the visit utilization criteria (two preindex 
visits and three postindex visits in the 30–180 days’ 
window) via both NLP and diagnosis codes, to evaluate 
the impact of defining Long COVID with NLP compared 
with diagnosis codes (online supplemental section 3). 
Three groups were compared: (1) Long COVID based 
on NLP symptoms, (2) Long COVID based on symptom-
coded diagnoses, (3) Long COVID based on the U09.9 
diagnosis code32 in the 30–180 days following index date.

A series of additional analyses in the online supple-
mental section were conducted as well. To demonstrate 
the 30–180 day risk of death or Long COVID separately, 
rather than joined as a composite outcome, analyses 
were run with the two outcomes independently (online 
supplemental section 4A,B). The biases associated with 
our eligibility criteria, and the impact of our post-COVID 
visit requirements on outcomes, were analyzed in online 
supplemental section 5. Online supplemental section 6 
demonstrated the multivariate analyses for each Long 
COVID symptom independently, and online supple-
mental section 7 included prior vaccination (any COVID 
vaccine prior to index date) as a covariate in the analysis.

RESULTS
There were 7430 COVID-positive patients with T2D 
eligible for inclusion in the analysis (figure  1). Demo-
graphics, comorbidities, and diabetes medication char-
acteristics of the cohort are shown in table 1. Within the 
COVID-positive population, 54.3% were women, and 
mean age was 62 years with an SD of 14.4. The cohort 
was 59.9% White, 17.8% Black or African American, and 
23.3% Hispanic or Latino. The COVID-positive group 
had a mean HbA1c of 7.3% with an SD of 1.8% and 
median of 6.9% (table 1), while the negative group had 
a mean, SD and median of 7.1%, 1.8% and 6.7%, respec-
tively. The overall rate of the composite outcome (Long 
COVID or death) within the COVID-19-positive group 
was 23.8% (n=1767). The rate of death was 5.1% (n=380) 
and the rate of Long COVID was 20.1% (n=1491); 104 
of these patients (1.4%) met criteria for Long COVID 
prior to death. Of the 380 individuals who died during 
the study period, 157 did not meet the post-COVID visit 
count criteria for Long COVID (<3 healthcare visits). 
However, 104 of the remaining 223 individuals (46.2%) 
were diagnosed with Long COVID—a rate significantly 
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Table 1  Baseline cohort characteristics of COVID-19-positive population

HbA1c bins

HbA1c <6.5 6.5 to <8 8 to <10 >10 Total

Total 2734 (100%) 2689 (100%) 1350 (100%) 657 (100%) 7430 (100%)

Outcomes

 � Composite outcome 671 (24.5%) 595 (22.1%) 326 (24.1%) 175 (26.6%) 1767 (23.8%)

 � Long COVID 552 (20.2%) 495 (18.4%) 290 (21.5%) 154 (23.4%) 1491 (20.1%)

 � Death 156 (5.7%) 134 (5%) 58 (4.3%) 32 (4.9%) 380 (5.1%)

 � No outcome 2063 (75.5%) 2094 (77.9%) 1024 (75.9%) 482 (73.4%) 5663 (76.2%)

Symptoms

 � Fatigue 165 (6%) 161 (6%) 82 (6.1%) 47 (7.2%) 455 (6.1%)

 � Respiratory 193 (7.1%) 158 (5.9%) 113 (8.4%) 57 (8.7%) 521 (7%)

 � Cough 147 (5.4%) 161 (6%) 77 (5.7%) 39 (5.9%) 424 (5.7%)

 � Smell/taste <20 <20 <20 <20 30 (0.4%)

 � Brain fog 114 (4.2%) 76 (2.8%) 63 (4.7%) 33 (5%) 286 (3.8%)

 � Cardiovascular 133 (4.9%) 100 (3.7%) 62 (4.6%) 39 (5.9%) 334 (4.5%)

 � Musculoskeletal 47 (1.7%) 50 (1.9%) 30 (2.2%) <20 140 (1.9%)*

BMI

 � <18.5 34 (1.2%) <20 <20 21 (3.2%) 83 (1.1%)

 � 18.5 to <25 494 (18.1%) 350 (13%) 181 (13.4%) 103 (15.7%) 1128 (15.2%)

 � 25 to <30 752 (27.5%) 730 (27.1%) 336 (24.9%) 162 (24.7%) 1980 (26.6%)

 � 30–35 678 (24.8%) 741 (27.6%) 349 (25.9%) 151 (23%) 1919 (25.8%)

 � 35 to <40 401 (14.7%) 423 (15.7%) 261 (19.3%) 109 (16.6%) 1194 (16.1%)

 � >40 375 (13.7%) 430 (16%)* 210 (15.6%)* 111 (16.9%) 1126 (15.2%)

Age

 � <40 247 (9%) 105 (3.9%) 98 (7.3%) 94 (14.3%) 544 (7.3%)

 � 40 to <50 269 (9.8%) 239 (8.9%) 169 (12.5%) 105 (16%) 782 (10.5%)

 � 50 to <60 497 (18.2%) 488 (18.1%) 329 (24.4%) 190 (28.9%) 1504 (20.2%)

 � 60 to <70 718 (26.3%) 790 (29.4%) 366 (27.1%) 158 (24%) 2032 (27.3%)

 � 70 to <80 673 (24.6%) 751 (27.9%) 268 (19.9%) 78 (11.9%) 1770 (23.8%)

 � >80 330 (12.1%) 316 (11.8%) 120 (8.9%) 32 (4.9%) 798 (10.7%)

Gender

 � Female 1572 (57.5%) 1406 (52.3%) 680 (50.4%) 378 (57.5%) 4036 (54.3%)

 � Male 1162 (42.5%) 1283 (47.7%) 670 (49.6%) 279 (42.5%) 3394 (45.7%)

Ethnicity

 � Non-Hispanic or Latino 2118 (77.5%) 2106 (78.3%) 1006 (74.5%) 468 (71.2%) 5698 (76.7%)

 � Hispanic or Latino 616 (22.5%) 583 (21.7%) 344 (25.5%) 189 (28.8%) 1732 (23.3%)

Race

 � White 1647 (60.2%) 1689 (62.8%) 783 (58%) 328 (49.9%) 4447 (59.9%)

 � Black 484 (17.7%) 403 (15%) 264 (19.6%) 168 (25.6%) 1319 (17.8%)

 � Other 603 (22.1%) 597 (22.2%) 303 (22.4%) 161 (24.5%) 1664 (22.4%)

Comorbidities

 � Heart disease 1125 (41.1%) 1034 (38.5%) 515 (38.1%) 222 (33.8%) 2896 (39%)

 � Mild liver disease 382 (14%) 345 (12.8%) 159 (11.8%) 84 (12.8%) 970 (13.1%)

 � Severe liver disease 133 (4.9%) 82 (3%) 38 (2.8%) 23 (3.5%) 276 (3.7%)

 � Kidney disease 975 (35.7%) 864 (32.1%) 486 (36%) 203 (30.9%) 2528 (34%)

 � Cancer 521 (19.1%) 498 (18.5%) 168 (12.4%) 63 (9.6%) 1250 (16.8%)

Continued
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higher than the baseline Long COVID rate of approx-
imately 20%. Additionally, 104 of the 1491 individuals 
with Long COVID died (7%) in the 30–180 days’ window, 
a rate much greater than those who did not have Long 
COVID (119 died out of 5782, or 2.1%). Of COVID-
positive individuals with Long COVID, the most frequent 
symptom category was respiratory (34.9%) or cough 
(28.4%), followed by fatigue (30.5%), cardiovascular 
(22.4%), brain fog (19.2%), musculoskeletal (9.6%), and 
loss of smell/taste (2.0%). Fatigue and respiratory symp-
toms occurred in combination most frequently, followed 
by cardiorespiratory symptoms.

The primary outcome of Long COVID (or Long 
COVID-like symptoms in the COVID-negative group) 
or death for each HbA1c range in the COVID-positive 
and COVID-negative cohorts is shown in figure 2. In the 
COVID-positive group, the risk was greater in patients 
with HbA1c ranges of 8% to <10% (OR 1.20, 95% CI 
1.02 to 1.41) and ≥10% (OR 1.40, 95% CI 1.14 to 1.72) 
compared with those with an HbA1c range of 6.5% to 
<8%. Risk was also greater in patients with severe liver 
disease, cancer, dementia, and outpatient insulin use. 
Risk was lower in those on metformin, GLP-1 analogs, 
SGLT-2 inhibitors, and younger age. Patients who had 
been hospitalized during their acute COVID-19 infec-
tion (20%, 1500 of 7430) had a significantly greater 
risk of death at 30–180 days (OR 3.14, 95% CI 2.51 to 
3.93), symptomatic Long COVID (OR 1.73, 95% CI 
1.51 to 1.99), and composite outcome of death or Long 
COVID (OR 2.08, 95% CI 1.83 to 2.37), compared with 
non-hospitalized individuals with COVID and diabetes. 
In the COVID-positive cohort, the risk of Long COVID 
(excluding death as an endpoint) was greater in HbA1c 
ranges of 8% to <10% and ≥10% (online supplemental 
figure 4A), while there was no difference in risk of death 
between HbA1c ranges (online supplemental figure 

4B). The results from the sensitivity analyses, accounting 
for different criteria for utilization, number of, and 
interval between, symptoms to define the outcome, and 
study duration showed a similar trend in the association 
between HbA1c level and development of Long COVID/
Long COVID-like symptoms or death (online supple-
mental section 2). In the COVID-negative group, there 
was no statistically significant difference in risk of either 
death or new-onset Long COVID-like symptoms between 
any HbA1c range. An assessment of the biases associ-
ated with our selection criteria suggested that we over-
represented those who are older, Hispanic, or have lower 
BMI (online supplemental section 5).

An analysis of Long COVID symptoms in COVID-
positive patients by each symptom category demonstrated 
a greater risk in patients with HbA1c≥8% for respiratory 
and brain fog symptoms only (table  2, online supple-
mental section 6). There was no difference in risk by 
HbA1c for other symptom categories. Risk of developing 
new-onset respiratory, cough, or brain fog symptoms, as 
well as Long COVID itself, was greater in the COVID-
positive cohort compared with the COVID-negative 
group (online supplemental table 6H). Vaccination prior 
to index date was associated with a lower risk of Long 
COVID (OR 0.81) in the COVID-positive group (online 
supplemental section 7). The risk of Long COVID was 
similar in both vaccinated and unvaccinated groups, with 
an OR of 1.18 and 1.27, respectively, in patients with 
HbA1c between 8% and 10%, and OR of 1.36 and 1.30 in 
patients with HbA1c≥10% compared with patients with 
HbA1c between 6.5% and 8%.

The results of the secondary analysis showed the rates 
of Long COVID diagnosis and risk by HbA1c range 
using (1) NLP keywords, (2) symptom diagnosis codes 
or (3) the U09.9 code, to define Long COVID (online 
supplemental section 3). There were 6822 patients with 

HbA1c bins

 � Dementia 93 (3.4%) 88 (3.3%) 46 (3.4%) 20 (3%) 247 (3.3%)

 � Lung disease 1065 (39%) 836 (31.1%) 411 (30.4%) 176 (26.8%) 2488 (33.5%)

 � Cerebrovascular disease 327 (12%) 257 (9.6%) 120 (8.9%) 61 (9.3%) 765 (10.3%)

Diabetes medications

 � Metformin 858 (31.4%) 1308 (48.6%) 612 (45.3%) 269 (40.9%) 3047 (41%)

 � Sulfonylurea 169 (6.2%) 393 (14.6%) 274 (20.3%) 104 (15.8%) 940 (12.7%)

 � Insulin 289 (10.6%) 411 (15.3%) 305 (22.6%) 213 (32.4%) 1218 (16.4%)

 � DPP-4 inhibitors 137 (5%) 270 (10%) 141 (10.4%) 66 (10%) 614 (8.3%)

 � SGLT-2 inhibitors 141 (5.2%) 417 (15.5%) 306 (22.7%) 99 (15.1%) 963 (13%)

 � GLP-1 agonists 217 (7.9%) 423 (15.7%) 335 (24.8%) 138 (21%) 1113 (15%)

 � TZDs 30 (1.1%) 86 (3.2%) 53 (3.9%) <20 180 (2.4%)*

Data are presented as n (%), with percentages representing the percent of the HbA1c bin. Cells with <20 data points were reported as <20 to 
prevent reidentification.
*Indicates rounded/obfuscated values to prevent reidentification.
BMI, body mass index; HbA1c, glycosylated hemoglobin; TZDs, thiazolidinediones.

Table 1  Continued
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utilization data that met eligibility for inclusion, with 
similar demographic composition to the population in 
the primary analysis. Based on the different methods for 
defining Long COVID diagnosis, the rate of Long COVID 
among COVID-positive patients was 2.6% using the U09.9 
code, 8.7% using symptom diagnosis codes, and 20.4% 
using NLP keywords. The association of HbA1c with the 
development of Long COVID was only seen when using 
the NLP definition of Long COVID; the two diagnosis 

code methods failed to show a difference in Long COVID 
diagnosis rates between HbA1c groups (online supple-
mental section 3C). Comparing those diagnosed with 
Long COVID by NLP keywords or symptom diagnosis 
codes, 65.1% were detected by NLP, 18.5% were detected 
by symptom diagnosis codes, and 16.4% were detected by 
both methods (online supplemental section 3A). A Venn 
diagram comparing the number of patients diagnosed 
with Long COVID by the three different methods showed 

Figure 2  Forest plots showing adjusted ORs and their 95% CIs for Long COVID or death in COVID-positive and COVID-
negative patients with type 2 diabetes. Multivariate analysis adjusted for age, gender, race, ethnicity, comorbidities, diabetes 
medication, glycosylated hemoglobin (HbA1c) range, and body mass index (BMI). *p<0.05, **p<0.01, ***p<0.001.

Table 2  Multivariable analysis of the OR of developing Long COVID symptoms, stratified by HbA1c range

OR (CI) of Long COVID symptom occurrence in COVID-positive patients by HbA1c bin 
compared with COVID-positive reference HbA1c (6.5% to <8%)

Symptom category <6.5% 6.5% to <8% 8% to <10% >10%

Respiratory 1.23 (0.98 to 1.54) Reference 1.59 (1.23 to 2.05) 1.72 (1.24 to 2.39)

Cough 0.88 (0.69 to 1.1) Reference 0.99 (0.74 to 1.3) 1.11 (0.77 to 1.6)

Fatigue 0.99 (0.78 to 1.25) Reference 1.07 (0.81 to 1.41) 1.33 (0.93 to 1.88)

Brain fog 1.32 (0.97 to 1.8) Reference 1.86 (1.31 to 2.6) 2.02 (1.31 to 3.1)

MSK 0.92 (0.61 to 1.4) Reference 1.12 (0.7 to 1.8) 1.28 (0.71 to 2.3)

Cardiovascular 1.30 (0.99 to 1.71) Reference 1.15 (0.83 to 1.61) 1.47 (0.99 to 2.18)

Smell/taste 2.17 (0.85 to 5.6) Reference 1.60 (0.53 to 4.9) 2.00 (0.50 to 8.1)

Long COVID (any symptom) 1.08 (0.94 to 1.24) Reference 1.26 (1.07 to 1.49) 1.44 (1.17 to 1.79)

ORs are relative to reference HbA1c (6.5% to <8%). Results were based on multivariate analyses adjusting for age, race, gender, ethnicity, 
body mass index (BMI), comorbidities, and diabetes medications. 95% CIs shown in parenthesis. See online supplemental section 6 for the 
forest plots associated with the ORs in the table.
HbA1c, glycosylated hemoglobin; MSK, musculoskeletal.
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that there were approximately 2.3× and over 7× as many 
patients diagnosed by the NLP method compared with 
using symptom diagnosis codes or the U09.9 diagnosis 
code, respectively (online supplemental section 3B). See 
online supplemental section 3 for data on each symptom 
category and for a comparison of diagnosis methods.

CONCLUSION
This is the first NLP-based study on the association 
between glycemic control and development of Long 
COVID or death in people with T2D following COVID-19 
infection, using a large national database. We found that 
among patients with COVID-19 and T2D, poor glycemic 
control is associated with an increased risk of devel-
oping Long COVID symptoms or death in the 30–180 
days following COVID-19, and the risk increases with 
higher HbA1c levels. This association is not present in 
COVID-negative patients, suggesting that the develop-
ment of new-onset Long COVID-like symptoms is not 
independently correlated with poorly controlled diabetes 
or contemporary exposures, but rather represents 
persistent sequelae associated with COVID-19 infections. 
The outcome driving the results of the COVID cohort 
is primarily Long COVID, as there was no difference in 
the risk of death by HbA1c level. Sensitivity analyses also 
suggest that our results are relatively insensitive to unmea-
sured confounding or to changes in criteria for defining 
Long COVID. While there is mixed evidence regarding 
the role of diabetes in the risk of Long COVID, hypergly-
cemia and insulin resistance leading to viral persistence 
in tissues, immune dysregulation and chronic inflamma-
tion, and endothelial dysfunction, have been proposed 
as mechanisms in the development of long-term symp-
toms.15 33 34

For people with T2D, our findings suggest that patients 
with hyperglycemia have a higher burden of persistent 
symptoms after COVID-19, particularly respiratory symp-
toms and brain fog. Our findings are in contrast with a 
recently published study, Heald et al,16 which did not find 
any relationship between glycemic control and likelihood 
of developing Long COVID. However, the difference in 
findings may be accounted for by several methodolog-
ical differences. The analysis in the paper by Heald et al 
included a comparison group of people without a diag-
nosis of T2D in the regression analysis, where differences 
in HbA1c may not have had any effect on the outcome. 
Additionally, the diagnosis of Long COVID was based 
on Long COVID diagnosis codes rather than symptoms 
from clinical notes. Of note, we also found no associa-
tion between HbA1c and Long COVID when using Long 
COVID diagnosis codes.

Our results are consistent with other studies showing 
negative outcomes associated with poor glycemic 
control in patients with diabetes, including increased 
mortality during acute COVID-19 infection,7 8 12 all-cause 
mortality,13 35 myocardial infarction and microvascular 
complications.14 36 Our findings are also in line with the 

recommendations from the American Diabetes Associ-
ation of an HbA1c target of <7% to 7.5% for ‘healthy’ 
patients and <8% for those with chronic comorbidities, 
and the American College of Physicians’ recommended 
target of 7% to 8%.37 38 Despite the concern that better 
glycemic control may be associated with other health-
seeking behaviors such as vaccination, we found that after 
adjusting for vaccination status, and that in both vacci-
nated and unvaccinated cohorts, patients with higher 
HbA1c still had an increased risk of Long COVID (online 
supplemental section 7). Although vaccination was asso-
ciated with a lower risk of Long COVID, as seen in other 
studies,39 patients in our cohort who were vaccinated were 
more likely to be older, have well-controlled HbA1c, have 
normal BMI and use SGLT-2i, GLP-1 agonists and DPP-4i. 
In a separate analysis, we also found higher HbA1c was 
associated with increased risk of Long COVID during the 
Omicron variant era, indicating that for the contempo-
rary variant periods, there is still concern for risk of Long 
COVID with increased HbA1c.

Interestingly, we found that metformin, SGLT-2 
inhibitors and GLP-1 agonists were associated with a 
lower risk of Long COVID and death in the 6 months 
following COVID infection, which has also been 
seen in other studies.9 40 Metformin has been shown 
to decrease the risk of Long COVID, with hypothe-
sized mechanisms of action including reduction in 
oxidative stress and inflammation, and prevention 
of senescent phenotype induction by SARS-CoV-2.41 
The role of other hypoglycemic agents in mitigating 
Long COVID is under investigation.42 Insulin use 
was associated with an increased risk of Long COVID 
or death, and may be a marker for more severe or 
longer duration of diabetes and hyperglycemia, a 
trend noted in previous studies as well.9

Surprisingly, in COVID-negative patients, higher 
BMIs were associated with a reduced risk of Long 
COVID-like symptoms or death following a nega-
tive COVID test. This trend was not observed in the 
COVID-positive cohort. One possible explanation for 
this paradoxical finding may be that higher BMI indi-
viduals may be more likely to be on GLP-1 or SGLT-2 
medications which reduce symptoms and death. The 
‘obesity paradox’ has been noted in several studies, 
which found patients with elevated BMI have lower 
all-cause and cardiovascular mortality compared with 
patients of normal weight.43

Long COVID is a challenging disease to study using 
large-scale EHR data, as the diagnosis code for Long 
COVID (U09.9) and symptom codes that may suggest 
Long COVID are underused in clinical practice. The 
difference in rate and overlap of patients with Long 
COVID diagnoses based on different methods for 
defining Long COVID demonstrates the limitation 
with using coding-based definitions as the gold stan-
dard. Our results suggest that NLP may be a more 
effective and sensitive tool for defining Long COVID 
both compared with approaches that use symptom 
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diagnosis codes or the U09.9 code (online supple-
mental section 3A).4 16 This is consistent with other 
NLP-based studies, which have shown better success 
in analyzing Long COVID with NLP compared 
with ICD-10 coding.4 6 21 22 Given the limitations in 
EHR coding, we would advocate that future studies 
consider using NLP-based definitions of Long COVID 
to define cohorts or outcomes. While it is challenging 
to create and validate NLP data pipelines in clinical 
data, this study serves as a use case that highlights 
why text data from clinical notes are important for 
studying emerging diseases with heterogeneous 
presentations such as Long COVID.

Our study had several limitations. Based on our 
definition, we excluded patients who had pre-existing 
Long COVID-like symptoms that worsened after 
COVID-19 infection, which may decrease the sensi-
tivity in identifying Long COVID. The study cohort 
represents a subset of the N3C patients where NLP 
analyses were conducted and allowed for this anal-
ysis, and thus may be biased toward patients who were 
seen at primarily academic centers. Evaluating the 
effect of vaccines with EHR data is also challenging 
because of significant missingness in vaccination 
data, limiting the reliability of analyses. Furthermore, 
we suspect the positive effect of vaccination may be 
partially confounded by health-seeking behavior, as 
individuals who are more proactive about their health 
may be more likely to get vaccinated. While docu-
mentation of symptoms in clinical text is superior 
to coding of symptom diagnoses, providers may not 
document all symptoms that a patient experiences 
or persistence of symptoms that have been recorded 
in previous records. Additionally, the widespread use 
of testing at home makes ascertainment challenging; 
patients in the COVID-negative control group may 
have had COVID-19 infection if testing was not done 
in a health center and recorded in the EHR.

This study shows that in people with T2D, poorer 
glycemic control with HbA1c≥8% increases the risk 
of developing Long COVID after COVID-19 infec-
tion, specifically with respiratory symptoms and brain 
fog. NLP was a more effective method for capturing 
symptoms compared with diagnosis codes, and future 
studies should consider using NLP-based definitions 
to study Long COVID.

Author affiliations
1Stony Brook University Renaissance School of Medicine, Stony Brook, New York, 
USA
2Department of Hematology and Medical Oncology, Emory University, Atlanta, 
Georgia, USA
3Division of General Internal Medicine, University of Minnesota Medical School, 
Minneapolis, Minnesota, USA
4Division of Endocrinology, Metabolism and Diabetes, University of Colorado 
Anschutz Medical Campus, Aurora, Colorado, USA
5Biostatistics, University of Minnesota Twin Cities, Minneapolis, Minnesota, USA
6RTI International, Research Triangle Park, North Carolina, USA
7Department of Epidemiology, The University of North Carolina at Chapel Hill, 
Chapel Hill, North Carolina, USA

8School of Public Health, University of California Berkeley, Berkeley, California, USA
9Department of Biomedical Informatics, Stony Brook University Renaissance School 
of Medicine, Stony Brook, New York, USA
10Department of Internal Medicine, Stony Brook University Renaissance School of 
Medicine, Stony Brook, New York, USA

Collaborators  The N3C Consortium: Adam B. Wilcox, Adam M. Lee, Alexis 
Graves, Alfred (Jerrod) Anzalone, Amin Manna, Amit Saha, Amy Olex, Andrea Zhou, 
Andrew E. Williams, Andrew Southerland, Andrew T. Girvin, Anita Walden, Anjali 
A. Sharathkumar, Benjamin Amor, Benjamin Bates, Brian Hendricks, Brijesh Patel, 
Caleb Alexander, Carolyn Bramante, Cavin Ward-Caviness, Charisse Madlock-
Brown, Christine Suver, Christopher Chute, Christopher Dillon, Chunlei Wu, Clare 
Schmitt, Cliff Takemoto, Dan Housman, Davera Gabriel, David A. Eichmann, Diego 
Mazzotti, Don Brown, Eilis Boudreau, Elaine Hill, Elizabeth Zampino, Emily Carlson 
Marti, Emily R. Pfaff, Evan French, Farrukh M Koraishy, Federico Mariona, Fred Prior, 
George Sokos, Greg Martin, Harold Lehmann, Heidi Spratt, Hemalkumar Mehta, 
Hongfang Liu, Hythem Sidky, J.W. Awori Hayanga, Jami Pincavitch, Jaylyn Clark, 
Jeremy Richard Harper, Jessica Islam, Jin Ge, Joel Gagnier, Joel H. Saltz, Joel Saltz, 
Johanna Loomba, John Buse, Jomol Mathew, Joni L. Rutter, Julie A. McMurry, 
Justin Guinney, Justin Starren, Karen Crowley, Katie Rebecca Bradwell, Kellie M. 
Walters, Ken Wilkins, Kenneth R. Gersing, Kenrick Dwain Cato, Kimberly Murray, 
Kristin Kostka, Lavance Northington, Lee Allan Pyles, Leonie Misquitta, Lesley 
Cottrell, Lili Portilla, Mariam Deacy, Mark M. Bissell, Marshall Clark, Mary Emmett, 
Mary Morrison Saltz, Matvey B. Palchuk, Melissa A. Haendel, Meredith Adams, 
Meredith Temple-O'Connor, Michael G. Kurilla, Michele Morris, Nabeel Qureshi, 
Nasia Safdar, Nicole Garbarini, Noha Sharafeldin, Ofer Sadan, Patricia A. Francis, 
Penny Wung Burgoon, Peter Robinson, Philip R.O. Payne, Rafael Fuentes, Randeep 
Jawa, Rebecca Erwin-Cohen, Rena Patel, Richard A. Moffitt, Richard L. Zhu, Rishi 
Kamaleswaran, Robert Hurley, Robert T. Miller, Saiju Pyarajan, Sam G. Michael, 
Samuel Bozzette, Sandeep Mallipattu, Satyanarayana Vedula, Scott Chapman, 
Shawn T. O'Neil, Soko Setoguchi, Stephanie S. Hong, Steve Johnson, Tellen D. 
Bennett, Tiffany Callahan, Umit Topaloglu, Usman Sheikh, Valery Gordon, Vignesh 
Subbian, Warren A. Kibbe, Wenndy Hernandez, Will Beasley, Will Cooper, William 
Hillegass, Xiaohan Tanner Zhang. Details of contributions available at ​covid.​cd2h.​
org/​core-​contributors.

Contributors  SS, RW, and RM conceived the study. SS and YJY performed 
the analysis. JEBR and RW provided clinical expertise and reviewed/edited the 
manuscript. RM, MAH, TS, ZB-D, JDH and DB provided statistical or analytical 
expertise and reviewed/edited the manuscript. CB provided expertise on diabetes 
and obesity. SS drafted the manuscript and is the guarantor of this work, and as 
such had full access to all the data in the study and takes full responsibility for the 
integrity of the data and the accuracy of the data analysis.

Funding  The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not-for-profit sectors.

Disclaimer  The N3C Publication Committee confirmed that this manuscript 
(MSID:1915.021) is in accordance with N3C data use and attribution policies; 
however, this content is solely the responsibility of the authors and does not 
necessarily represent the official views of the National Institutes of Health or the 
N3C program.

Competing interests  TS receives funding and support from the Center for 
Pharmacoepidemiology (current members: GlaxoSmithKline, UCB BioSciences, 
Takeda, AbbVie, Boehringer Ingelheim, Astellas, and Sarepta) and owns stock in 
Novartis, Roche, and Novo Nordisk. JEBR has affiliations with or receives funding 
from Springer Nature Switzerland-Exercise Book, Medtronic Diabetes, and 
AstraZeneca.

Patient consent for publication  Not applicable.

Ethics approval  N3C Attribution. The analyses described in this publication were 
conducted with data or tools accessed through the NCATS N3C Data Enclave 
(https://covid.cd2h.org) and N3C Attribution & Publication Policy v 1.2-2020-08-25b 
supported by NCATS Contract No 75N95023D00001, Axle Informatics Subcontract: 
NCATS-P00438-B. This research was possible because of the patients whose 
information is included within the data and the organizations (https://ncats.nih.​
gov/n3c/resources/data-contribution/data-transfer-agreement-signatories) and 
the scientists who have contributed to the ongoing development of this community 
resource (https://doi.org/10.1093/jamia/ocaa196).

Provenance and peer review  Not commissioned; externally peer reviewed.

Data availability statement  Data are available upon reasonable request. The data 
that support the findings of this study are available from the N3C but restrictions 

https://dx.doi.org/10.1136/bmjdrc-2024-004536
https://dx.doi.org/10.1136/bmjdrc-2024-004536
https://covid.cd2h.org/policy/
https://ncats.nih.gov/research/research-activities/n3c/resources/data-contribution/signatories
https://ncats.nih.gov/research/research-activities/n3c/resources/data-contribution/signatories
https://academic.oup.com/jamia/article/28/3/427/5893482


10 BMJ Open Diab Res Care 2025;13:e004536. doi:10.1136/bmjdrc-2024-004536

Epidemiology/Health services research

apply to the availability of these data, which were used under license for the 
current study and therefore are not publicly available. Data are however available 
from the authors upon reasonable request and with permission of the N3C.

Supplemental material  This content has been supplied by the author(s). It has 
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 
peer-reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access  This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non-commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the 
use is non-commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iDs
Samuel Soff http://orcid.org/0000-0001-5851-6075
Yun Jae Yoo http://orcid.org/0000-0003-2144-8480
Carolyn Bramante http://orcid.org/0000-0001-5858-2080
Jane E B Reusch http://orcid.org/0000-0001-8620-1003
Jared Davis Huling http://orcid.org/0000-0003-0670-4845
Margaret A Hall http://orcid.org/0000-0002-6263-440X
Daniel Brannock http://orcid.org/0000-0001-8095-547X
Til Sturmer http://orcid.org/0000-0002-9204-7177
Zachary Butzin-Dozier http://orcid.org/0000-0001-6419-0008
Rachel Wong http://orcid.org/0000-0003-3108-7324
Richard Moffitt http://orcid.org/0000-0003-2723-5902

REFERENCES
	 1	 WHO COVID-19 Dashboard. COVID-19 cases. 2024. Available: 

https://data.who.int/dashboards/covid19/cases
	 2	 Astin R, Banerjee A, Baker MR, et al. Long COVID: mechanisms, risk 

factors and recovery. Exp Physiol 2023;108:12–27. 
	 3	 Thaweethai T, Jolley SE, Karlson EW, et al. Development of a 

Definition of Postacute Sequelae of SARS-CoV-2 Infection. JAMA 
2023;329:1934–46. 

	 4	 Zhang HG, Honerlaw JP, Maripuri M, et al. Characterizing the use 
of the icd-10 code for long covid in 3 us healthcare systems. Health 
Informatics [Preprint] 2023. 

	 5	 Horberg MA, Watson E, Bhatia M, et al. Post-acute sequelae of 
SARS-CoV-2 with clinical condition definitions and comparison in a 
matched cohort. Nat Commun 2022;13:5822. 

	 6	 Wang L, Foer D, MacPhaul E, et al. PASCLex: A comprehensive 
post-acute sequelae of COVID-19 (PASC) symptom lexicon derived 
from electronic health record clinical notes. J Biomed Inform 
2022;125:103951. 

	 7	 Zhu L, She ZG, Cheng X, et al. Association of Blood Glucose Control 
and Outcomes in Patients with COVID-19 and Pre-existing Type 2 
Diabetes. Cell Metab 2020;31:1068–77. 

	 8	 Bode B, Garrett V, Messler J, et al. Glycemic Characteristics and 
Clinical Outcomes of COVID-19 Patients Hospitalized in the United 
States. J Diabetes Sci Technol 2020;14:813–21. 

	 9	 Heald AH, Jenkins DA, Williams R, et al. Mortality in People 
with Type 2 Diabetes Following SARS-CoV-2 Infection: A 
Population Level Analysis of Potential Risk Factors. Diabetes Ther 
2022;13:1037–51. 

	10	 Chen Y, Chen J, Gong X, et al. Clinical Characteristics and 
Outcomes of Type 2 Diabetes Patients Infected with COVID-19: A 
Retrospective Study. Engineering (Beijing) 2020;6:1170–7. 

	11	 Wang Y, Yi B, Wang S, et al. Effect of hyperglycemia on the immune 
function of COVID-19 patients with type 2 diabetes mellitus: a 
retrospective study. PeerJ 2022;10:e14570. 

	12	 Wong R, Hall M, Vaddavalli R, et al. Glycemic Control and Clinical 
Outcomes in U.S. Patients With COVID-19: Data From the National 
COVID Cohort Collaborative (N3C) Database. Diabetes Care 
2022;45:1099–106. 

	13	 Arnold LW, Wang Z. The HbA1c and all-cause mortality relationship 
in patients with type 2 diabetes is J-shaped: a meta-analysis of 
observational studies. Rev Diabet Stud 2014;11:138–52. 

	14	 Stratton IM, Adler AI, Neil HA, et al. Association of glycaemia 
with macrovascular and microvascular complications of type 

2 diabetes (UKPDS 35): prospective observational study. BMJ 
2000;321:405–12. 

	15	 Pfaff ER, Girvin AT, Bennett TD, et al. Identifying who has long 
COVID in the USA: a machine learning approach using N3C data. 
Lancet Digit Health 2022;4:e532–41. 

	16	 Heald AH, Williams R, Jenkins DA, et al. The prevalence of long 
COVID in people with diabetes mellitus-evidence from a UK cohort. 
EClinicalMedicine 2024;71:102607. 

	17	 Wander PL, Baraff A, Fox A, et al. Rates of ICD-10 Code U09.9 
Documentation and Clinical Characteristics of VA Patients With 
Post-COVID-19 Condition. JAMA Netw Open 2023;6:e2346783. 

	18	 Pfaff ER, Madlock-Brown C, Baratta JM, et al. Coding long COVID: 
characterizing a new disease through an ICD-10 lens. BMC Med 
2023;21:58. 

	19	 Zhang HG, Honerlaw JP, Maripuri M, et al. Potential pitfalls in 
the use of real-world data for studying long COVID. Nat Med 
2023;29:1040–3. 

	20	 Johnson SA, Signor EA, Lappe KL, et al. A comparison of 
natural language processing to ICD-10 codes for identification 
and characterization of pulmonary embolism. Thromb Res 
2021;203:190–5. 

	21	 Yuanda Zhu Georgia Institute of Technology, Aishwarya Mahale 
Georgia Institute of Technology, Kourtney Peters Emory University. 
Using natural language processing on free-text clinical notes to 
identify patients with long-term covid effects. Available: https://dl.​
acm.org/doi/10.1145/3535508.3545555 [Accessed 26 Mar 2024].

	22	 Schöning V, Liakoni E, Drewe J, et al. Automatic identification of 
risk factors for sars-cov-2 positivity and severe clinical outcomes of 
covid-19 using data mining and natural language processing. Health 
Informatics [Preprint] 2021. 

	23	 Bennett TD, Moffitt RA, Hajagos JG, et al. Clinical 
Characterization and Prediction of Clinical Severity of SARS-
CoV-2 Infection Among US Adults Using Data From the US 
National COVID Cohort Collaborative. JAMA Netw Open 
2021;4:e2116901. 

	24	 Haendel MA, Chute CG, Bennett TD, et al. The National COVID 
Cohort Collaborative (N3C): Rationale, design, infrastructure, 
and deployment. J Am Med Inform Assoc 2021;28:427–43. 

	25	 github. N3C nlp documentation. January 2022 Available: https://​
github.com/OHNLP/N3C-NLP-Documentation/wiki

	26	 Sisó-Almirall A, Brito-Zerón P, Conangla Ferrín L, et al. Long 
Covid-19: Proposed Primary Care Clinical Guidelines for Diagnosis 
and Disease Management. Int J Environ Res Public Health 
2021;18:4350. 

	27	 N3C concept set - 21890932 (SARS-COV-2 qual results-negative). 
2023. Available: http://dx.doi.org/10.5281/zenodo.10231330

	28	 Butler MJ, Chiuzan C, Ahn H, et al. Before and after COVID-19: 
Changes in symptoms and diagnoses in 13,033 adults. PLoS One 
2024;19:e0286371. 

	29	 Healey Q, Sheikh A, Daines L, et al. Symptoms and signs of 
long COVID: A rapid review and meta-analysis. J Glob Health 
2022;12:05014. 

	30	 Schuster NA, Hoogendijk EO, Kok AAL, et al. Ignoring competing 
events in the analysis of survival data may lead to biased results: 
a nonmathematical illustration of competing risk analysis. J Clin 
Epidemiol 2020;122:42–8. 

	31	 Latouche A, Allignol A, Beyersmann J, et al. A competing 
risks analysis should report results on all cause-specific 
hazards and cumulative incidence functions. J Clin Epidemiol 
2013;66:648–53. 

	32	 N3C concept set - 708775231 (Long-COVID (PASC)). 2023. 
Available: http://dx.doi.org/10.5281/zenodo.10231302

	33	 Fernández-de-Las-Peñas C, Guijarro C, Torres-Macho J, et al. 
Diabetes and the Risk of Long-term Post-COVID Symptoms. 
Diabetes 2021;70:2917–21. 

	34	 Kreutzenberg SV de. Long COVID-19 and diabetes mellitus: a short 
review. Metab Target Organ Damage 2023;3:4. 

	35	 Currie CJ, Peters JR, Tynan A, et al. Survival as a function of HbA1c 
in people with type 2 diabetes: a retrospective cohort study. The 
Lancet 2010;375:481–9. 

	36	 Diabetes Control, Complications Trial Research Group, Nathan 
DM, et al. The Effect of Intensive Treatment of Diabetes on the 
Development and Progression of Long-Term Complications 
in Insulin-Dependent Diabetes Mellitus. N Engl J Med 
1993;329:977–86. 

	37	 Qaseem A, Wilt TJ, Kansagara D, et al. Hemoglobin A1c Targets 
for Glycemic Control With Pharmacologic Therapy for Nonpregnant 
Adults With Type 2 Diabetes Mellitus: A Guidance Statement 
Update From the American College of Physicians. Ann Intern Med 
2018;168:569–76. 

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0001-5851-6075
http://orcid.org/0000-0003-2144-8480
http://orcid.org/0000-0001-5858-2080
http://orcid.org/0000-0001-8620-1003
http://orcid.org/0000-0003-0670-4845
http://orcid.org/0000-0002-6263-440X
http://orcid.org/0000-0001-8095-547X
http://orcid.org/0000-0002-9204-7177
http://orcid.org/0000-0001-6419-0008
http://orcid.org/0000-0003-3108-7324
http://orcid.org/0000-0003-2723-5902
https://data.who.int/dashboards/covid19/cases
http://dx.doi.org/10.1113/EP090802
http://dx.doi.org/10.1001/jama.2023.8823
http://dx.doi.org/10.1038/s41467-022-33573-6
http://dx.doi.org/10.1016/j.jbi.2021.103951
http://dx.doi.org/10.1016/j.cmet.2020.04.021
http://dx.doi.org/10.1177/1932296820924469
http://dx.doi.org/10.1007/s13300-022-01259-3
http://dx.doi.org/10.1016/j.eng.2020.05.017
http://dx.doi.org/10.7717/peerj.14570
http://dx.doi.org/10.2337/dc21-2186
http://dx.doi.org/10.1900/RDS.2014.11.138
http://dx.doi.org/10.1136/bmj.321.7258.405
http://dx.doi.org/10.1016/S2589-7500(22)00048-6
http://dx.doi.org/10.1016/j.eclinm.2024.102607
http://dx.doi.org/10.1001/jamanetworkopen.2023.46783
http://dx.doi.org/10.1186/s12916-023-02737-6
http://dx.doi.org/10.1038/s41591-023-02274-y
http://dx.doi.org/10.1016/j.thromres.2021.04.020
https://dl.acm.org/doi/10.1145/3535508.3545555
https://dl.acm.org/doi/10.1145/3535508.3545555
http://dx.doi.org/10.1001/jamanetworkopen.2021.16901
http://dx.doi.org/10.1093/jamia/ocaa196
https://github.com/OHNLP/N3C-NLP-Documentation/wiki
https://github.com/OHNLP/N3C-NLP-Documentation/wiki
http://dx.doi.org/10.3390/ijerph18084350
http://dx.doi.org/10.5281/zenodo.10231330
http://dx.doi.org/10.1371/journal.pone.0286371
http://dx.doi.org/10.7189/jogh.12.05014
http://dx.doi.org/10.1016/j.jclinepi.2020.03.004
http://dx.doi.org/10.1016/j.jclinepi.2020.03.004
http://dx.doi.org/10.1016/j.jclinepi.2012.09.017
http://dx.doi.org/10.5281/zenodo.10231302
http://dx.doi.org/10.2337/db21-0329
http://dx.doi.org/10.20517/mtod.2022.30
http://dx.doi.org/10.1016/S0140-6736(09)61969-3
http://dx.doi.org/10.1016/S0140-6736(09)61969-3
http://dx.doi.org/10.1056/NEJM199309303291401
http://dx.doi.org/10.7326/M17-0939


11BMJ Open Diab Res Care 2025;13:e004536. doi:10.1136/bmjdrc-2024-004536

Epidemiology/Health services research

	38	 American Diabetes Association Professional Practice Committee. 
13. Older Adults: Standards of Medical Care in Diabetes-2022. 
Diabetes Care 2022;45:S195–207. 

	39	 Rosen CJ. Viral Variants, Vaccinations, and Long Covid - New 
Insights. N Engl J Med 2024;391:561–2. 

	40	 Scirica BM, Lincoff AM, Lingvay I, et al. The Effect of Semaglutide 
on Mortality and COVID-19-Related Deaths: An Analysis From the 
SELECT Trial. J Am Coll Cardiol 2024;84:1632–42. 

	41	 Bramante CT, Buse JB, Liebovitz DM, et al. Outpatient treatment 
of COVID-19 and incidence of post-COVID-19 condition over 10 

months (COVID-OUT): a multicentre, randomised, quadruple-blind, 
parallel-group, phase 3 trial. Lancet Infect Dis 2023;23:1119–29. 

	42	 Olawore O, Turner LE, Evans MD, et al. Risk of Post-Acute 
Sequelae of SARS-CoV-2 Infection (PASC) Among Patients with 
Type 2 Diabetes Mellitus on Anti-Hyperglycemic Medications. Clin 
Epidemiol 2024;16:379–93. 

	43	 Hainer V, Aldhoon-Hainerová I. Obesity paradox does exist. Diabetes 
Care 2013;36 Suppl 2:S276–81. 

http://dx.doi.org/10.2337/dc22-S013
http://dx.doi.org/10.1056/NEJMe2407575
http://dx.doi.org/10.1016/j.jacc.2024.08.007
http://dx.doi.org/10.1016/S1473-3099(23)00299-2
http://dx.doi.org/10.2147/CLEP.S458901
http://dx.doi.org/10.2147/CLEP.S458901
http://dx.doi.org/10.2337/dcS13-2023
http://dx.doi.org/10.2337/dcS13-2023

	Association of glycemic control with Long COVID in patients with type 2 diabetes: findings from the National COVID Cohort Collaborative (N3C)
	Abstract
	Introduction﻿﻿
	Methods
	Study design
	COVID-positive and COVID-negative cohorts
	Outcomes and covariates
	Statistical plan

	Results
	Conclusion
	References




