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Introduction
Diabetes mellitus (DM) can be said to be a metabolic disorder characterised by abnormalities in 
the metabolism of carbohydrates, protein and lipids, resulting from inadequate insulin release 
(type 1 diabetes) or reduced insulin sensitivity and elevated blood insulin (type 2 diabetes). 
The underlying culprit being severe chronic hyperglycaemia, leading to metabolic dysregulation 
and cardiovascular complications especially in type 2 DM (T2DM).1 Some of the possible 
pathophysiological and biochemical causes of hyperglycaemia, which occur in isolation or in 
combination, have been proposed as mechanisms underlying T2DM2. These mechanisms include: 
(1) reduced insulin secretion from pancreatic βcells, (2) elevated glucagon secretion from pancreatic 
α-cells, (3) increased production of glucose in the liver, (4) neurotransmitter dysfunction and 
insulin resistance (IR) in the brain, (5) enhanced lipolysis, (6) increased renal glucose reabsorption, 
(7) reduced incretin effect in the small intestine and (8) impaired or diminished glucose uptake in 
peripheral tissues such as skeletal muscle, liver and adipose tissue. DM encompasses a wide 
range of disorders characterised by hyperglycaemia (high blood sugar) associated with multiple 
disorders including metabolic, cellular, organ and blood disturbances leading to vascular 
complications.3

When DM is not properly controlled, this condition can result in severely increased glucose 
levels (hyperglycaemia) and consequent increase in the risk of atherosclerosis and cardiovascular 
diseases.4 Other complications that arise as a result of uncontrolled DM could include 
retinopathy, nephropathy and neuropathy,5 as well as cellular and tissue damage through 
glycosylation of amino acid residues, resulting in the formation of advanced glycation end 
products like glycated haemoglobin (HbA1c), glycated low-density lipoprotein (LDL), glycated 
connective tissues and so on.

In the treatment and management of DM, a single drug therapy using an oral medication should 
be started along with intensive lifestyle modifications. The major classes of oral anti-diabetic drugs 
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could include biguanides, sulphonylureas, meglitinides, 
thiazolidinedione, dipeptidyl peptidase-4 inhibitors, sodium-
glucose cotransporter inhibitors and α-glucosidase inhibitors. 
If after administration of the single drug therapy the plasma 
level of HbA1c still rises to 7.5%, or if the initial HbA1c is ≥9%, 
combination therapy with two oral agents, or with insulin, 
may be considered.6,7

Basically, DM treatment and management are usually based 
on either insulin (hormone) therapy and/or oral hypoglycaemic 
(drug therapy, especially for type 1 DM, T1DM), which has 
many side effects such as weight gain, hypoglycaemia, 
gastrointestinal disturbances, hypersensitivity reactions and 
so on.8 The side effects of these drugs have generated great 
interest among health practitioners, DM researchers and 
medical biochemists alike. Of even more controversy is the 
monitoring of the disease during the course of drug 
administration, specifically to see are the most appropriate 
predictive markers and how sensitive are these markers in 
aiding and guiding medical practitioners and researchers in 
making appropriate decisions for and giving advice to these 
DM patients.

Alternative botanical compounds or extracts and diet-based 
therapies for the management of DM have long been 
suggested and more works are ongoing to support the 
reported claims of their efficacy.9 It has been said that these 
plants contain important phytochemicals, phytonutrients 
and dietary fibres (the fibre hypothesis), which serve as 
nutraceuticals and ingredients for functional foods.9,10 
However, in diagnosing the onset and monitoring the level of 
improvement of the DM condition during the course of 
treatment and management, some important blood-based 
markers have been reported to be very relevant and sensitive 
prognostic markers.

Biomarkers discussed in this review include standard and 
conventionally utilised biomarkers such as fasting blood 
glucose, HbA1c, fasting blood insulin, homeostatic model 
assessment of IR (HOMA-IR) and perhaps the triglyceride-
to-high-density-lipoprotein (HDL) ratio, which remain the 
major preclinical and clinical diagnostic interventions. 
Nonetheless, some other biomarkers, like white blood cells 
(WBCs), mean neutrophil-to-lymphocyte ratio (NLR), 
platelet-to-lymphocyte ratio (PLR), total leukocytes and 
neutrophils, plasma LDL, HDL, very low-density 
lipoprotein (VLDL), plasma platelets, plasma fibrinogen, 
plasma D-dimer, C-reactive proteins (CRP), red blood cells 
(RBCs), haemoglobin concentration, prothrombin time (PT) 
and partial thromboplastin time (PTTK), et cetera may 
provide vital information, especially the markers of 
immunity (autoimmune antibody markers in T1DM). This 
review identifies some of these markers and their 
biochemical basis as key markers of DM and their ready 
availability in at least moderately equipped health facilities. 
Monitoring these markers and parameters can help inform 
treatment decisions by healthcare workers and lead to 
better patient health. 

Markers of anaemia
When reference is made to anaemia, the effect of glucose on 
the biochemical integrity of haemoglobin or cellular 
morphology of RBCs and components of haemoglobin 
synthesis are the points of focus. Several haematological 
changes affecting the RBCs, WBCs and the coagulation 
factors are shown to be directly associated with DM.11,12 
Haematological abnormalities reported in DM patients 
include RBCs, WBCs and platelet dysfunction.13,14 Anaemia 
can be defined as a haemoglobin level <13.5 g/dL in men and 
12.0 g/dL in women.15

The degree of anaemia in diabetes patients can be associated 
with a number of factors, including glomerular filtration rate, 
urinary albumin excretion rate and HbA1c levels.16,17 Anaemia 
has been reported to be a result of diminished erythropoietin 
production by failing kidneys (in the nephrotic syndrome 
characterised by oedema, hypoalbuminaemia, dyslipidaemia 
and urine protein-to-creatinine ratio ≥3) and increased non-
enzymatic glycosylation of RBC membrane proteins.16,18 In 
research carried out by Erukainure et al.16 the authors 
reported alterations in the RBC, haemoglobin and packed cell 
volume levels of the diabetic rats, suggesting the occurrence 
of anaemia.

Diabetes does not directly cause anaemia, but certain 
complications and conditions associated with diabetes can 
contribute to it. For example, both diabetes-related kidney 
disease (nephropathy; in people who have a type of 
neuropathy called autonomic neuropathy, the body may not be 
able to properly signal the kidneys to produce more 
erythropoietin in response to anaemia) and nerve damage 
(neuropathy) can contribute to the development of anaemia. 
In addition, taking certain oral diabetes drugs can raise the 
risk of developing anaemia. People with diabetes can also 
have anaemia as a result of not eating well, or of having a 
condition that interferes with the absorption of nutrients.

Metformin is the most widely prescribed treatment for 
people with T2DM. This drug has been recognised to cause 
malabsorption of vitamin B12 and long-term use (12–15 
years) leads to vitamin B12 deficiency in 30% of people who 
use it. Vitamin B12 deficiency can cause anaemia and also 
peripheral neuropathy (nerve damage in the feet, legs, hands 
and arms). In addition, thiazolidinediones, which include 
pioglitazone (Actos) and rosiglitazone (Avandia), can also 
cause mild anaemia by slightly decreasing haemoglobin 
levels and haematocrit, a measurement of the proportion of 
blood that is made up of RBCs. According to Mehdi and 
Toto,19 Marathias et al.20 and Mohanram et al.,21 angiotensin-
converting enzyme (ACE) inhibitors and angiotensin 
receptor antagonists may cause a reversible decrease in 
haemoglobin concentration in patients with diabetes. The 
mechanisms by which ACE inhibitors and angiotensin 
receptor blockers lower haemoglobin include a direct 
blockade of the pro-erythropoietic effects of angiotensin II on 
red cell precursors, degradation of physiological inhibitors of 
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haematopoiesis and suppression of insulin-like growth 
factor  – 1 (IGF-I). Long-term administration of losartan in 
50 mg to 100 mg doses once daily in patients with diabetes 
and albuminuria is expected to lower haemoglobin by 
approximately 1 g/dL. Importantly, this effect does not 
diminish the renoprotective effect of losartan. It should be 
recognised that these classes of agents may induce or worsen 
symptomatic anaemia in nephropathy patients.

Mehdi and Toto19 report that the major causes of anaemia 
in chronic kidney disease patients are iron and erythropoietin 
deficiencies and hypo-responsiveness (i.e. a requirement for 
high doses of erythropoietin in order to raise the blood 
haemoglobin level in the absence of iron deficiency, which is 
believed to represent impaired anti-apoptotic action of 
erythropoietin on pro-erythroblasts, being possibly caused 
by systemic inflammation and microvascular damage in the 
bone marrow) to the actions of erythropoietin. An observed 
improvement of the anaemic condition during the course of 
treatment and management of the DM condition through a 
better regulated glycaemic level is thus a good guiding 
prognostic information of the condition.

Immune components
Palacios et al.22 and Egunyom et al.23 report altered levels 
of  WBCs, platelets and lymphocytes in diabetic rats, 
suggesting immune system suppression. These cells identify 
and eliminate pathogens, either by attacking larger 
pathogens through contact or by phagocytosis.16 The reduced 
immunity can contribute to the various complications 
associated with DM.

According to Xu et al.24 clinical researchers and medical 
biochemists alike have demonstrated that non-infectious 
systemic inflammation in T1DM patients with diabetes 
ketoacidosis (DKA) do have highly expressed pro-
inflammatory cytokines, increased peripheral WBC count, 
very high total leukocytes and neutrophils but fewer 
eosinophils, which they claimed significantly correlated with 
the DKA and DK conditions of the patients. They submit 
that  leukocyte counts of DM patients could be a powerful 
prognostic biomarker that could reflect the presence of 
hyperglycaemic crisis and acute infection.

Li et al.25 support the claims of Xu et al.24 when they report 
that the mean NLR was significantly higher in DM patients 
with high carotid artery intima-media thickness (cIMT) than 
the DM patients with low cIMT, who in turn showed a 
significantly higher NLR compared to non-DM subjects, 
indicating that acute phase inflammatory response increased 
with the degree of the disease. The cIMT is significantly 
greater and more pronounced in type 2 DM patients than 
in  non-DM subjects. This serves as a well-established 
biomarker of subclinical atherosclerosis, which is a risk 
factor for cardiovascular disease and thus can be used 
to  predict cardiovascular events.25 The NLR has been 
reported to be a potential biomarker of inflammation in 

tumours,26,27 cardiovascular conditions28 and diabetes and its 
complications.29,30 The precise mechanisms that lead to this 
higher level of NLR in DM are not quite clear, but Li et al.25 
claim that it might be a result of inflammatory responses. 
According to Hillson31, poorer glycaemic control can be 
linked to a greater risk of infection. Hilson31 and Woo et al.32 
claim that DM patients may have higher WBC and 
neutrophils than non-DM subjects.

It is important to suggest that the array of biochemical and 
physiological events that are initiated during the formation 
of atheroma in the endothelium of blood vessels through the 
influence of HbA1c and other advanced glycation end 
products (AGEs), including glycated LDL and reactive 
oxidative species, which attract macrophages that eventually 
form foam cells with a consequent release of inflammatory 
pharmacological chemicals, may also trigger the increased 
mobilisation and recruitment of these immune components. 
This further precipitates the immune response in response 
to the level and severity of the blood glucose. Demirtas et al.33 
in their study support my suggestions when they were 
able to demonstrate that altered WBC count, platelet count, 
PLR and NLR are closely associated with HbA1c levels 
in  individuals with and without DM. Some of these 
parameters are closely associated with diabetic microvascular 
complications.

The over-expressed levels of WBC, mean NLR, PLR, total 
leukocytes and neutrophils in DM thus suggest and confirm 
that these parameters could avail as support and 
complementary information in monitoring the level of 
compliance of the condition of these patients to medications.

Markers of dyslipidaemia
T2DM is a part of the metabolic syndrome (MS), which 
comprises dyslipidaemia, hypertension and impaired 
haematological indices.12,34 Abnormalities of lipid metabolism, 
particularly hypertriglyceridemia and low levels of HDL, are 
almost invariably found in patients with impaired glucose 
homeostasis (hyperglycaemia). Hypertriglyceridemia can 
lead to triglyceride-rich VLDL that potentiates platelet activity, 
an effect that is mediated partly through apolipoprotein 
E and an interaction with the platelet–LDL receptor.35,36 The 
administration of reconstituted HDL to DM patients has been 
reported to promote cholesterol efflux from platelet 
membranes, which suppress aggregation.37,38 In addition, the 
interaction between lipids and glucose that results in the 
formation of glycated LDL has been said to lead to impaired 
nitric oxide (NO) production and increased intra-platelet 
calcium concentration, further contributing to platelet hyper-
reactivity,38,39 which further complicates the DM condition. 
Thus, laboratory assessments of plasma LDL, HDL and VLDL 
can be a positive prognostic marker in the monitoring of DM.

Advanced glycation end products
Hyperglycaemia results in disturbances in cellular 
metabolism because of increased production of reactive 
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oxygen species and non-enzymatic glycation of many 
macromolecules, which lead to changes in cellular structure 
and function and formation of AGEs.38 Recurrent episodes of 
hyperglycaemia lead to the non-enzymatic interaction 
between the carbonyl group of the reducing sugar and the 
primary amino group of a protein, leading to a cascade of 
reactions, the final result of which is a heterogeneous group 
of compounds known as AGEs.38,40 The formation of AGEs 
enhances metabolic disturbances and also increases reactive 
oxygen species production via interaction with the specific 
receptor for AGE (RAGE).41,42 HbA1c is one of the AGEs that 
involves the complex glycosylation of haemoglobin. HbA1c 
increases the formation of highly reactive free radicals inside 
the RBCs, thus altering its cell membrane properties, leading 
to blood cell aggregation and increased blood viscosity, with 
a concomitant impaired blood flow in severe cases like DM.43 
In addition, these events cause biochemical changes in 
structure and biophysical properties of the basement 
membrane, which further causes changes in permeability 
and vasodilatation of blood vessels.44

HbA1c also triggers inflammatory processes that lead to the 
formation of atherosclerotic plaque (atheroma). The build-up 
of free radicals leads to the stripping off of electrons from Fe2+-
haemoglobin through Fe3+-haemoglobin forming abnormal 
ferryl-haemoglobin (Fe4+-haemoglobin). The unstable Fe4+ 
further reacts with specific amino acids in the haemoglobin 
chain to regain its Fe3+ oxidation state. The haemoglobin 
molecules clump together via cross-linking reactions and this 
complexly cross-linked haemoglobin promotes cell damage 
and the release of Fe4+-haemoglobin into the matrix of the 
sub-endothelium of arteries and veins, thus causing an 
increased permeability of the endothelium and further 
production of pro-inflammatory monocyte adhesion proteins, 
which promote macrophage accumulation in blood vessel 
surfaces, ultimately leading to the formation of harmful 
plaques in and around these vessels.43

Also, HbA1c goes through vascular smooth muscle layer and 
inactivates acetylcholine-induced endothelium-dependent 
relaxation, possibly through binding to NO, preventing its 
normal function. NO is a potent vasodilator and also inhibits 
the formation of plaque promoting the oxidation of LDL.43 
This overall degradation of blood cells also releases haem 
molecules from these cells, and these loose haem molecules 
can cause oxidation of endothelial and LDL proteins, also 
causing the formation of plaques.43

Normal levels of glucose produce normal levels of HbA1c. 
As the average amount of plasma glucose increases, the 
fraction of HbA1c also increases in a dose-dependent and 
positively correlated fashion. This serves as an indicator that 
blood sugar is progressively increasing and that necessary 
health actions should be taken.

The HbA1c test is an important blood test that gives a good 
indication of how well DM is being controlled. In addition to 
the fasting plasma glucose test, the HbA1c test is one of the 

main ways in which T2DM is diagnosed and monitored 
during treatment. HbA1c test is not the primary diagnostic 
test for T1DM but may sometimes be part of the laboratory 
regimen. Blood HbA1c concentration below 42 mmol/mol 
(6.0%) indicates non-DM, between 42 and 47 mmol/mol 
(6.0% – 6.4%) indicates impaired glucose regulation pre-DM 
and HbA1c of 48 mmol/mol (6.5%) or over indicates 
established T2DM.43,45

HbA1c is a chronic marker of hyperglycaemia and reflects the 
patient’s blood glucose level over a period of 3–4 months, 
coinciding with the lifespan of the RBCs. However, in 2009 
after its standardisation, the International Expert Committee 
recommended it to be used in diagnosing T2DM but not in 
T1DM and gestational diabetes.6,46 The main advantage of the 
HbA1c test over other blood glucose tests is the convenience it 
offers to patients, as it does not require overnight fasting and 
can be done at any time of the day. However, HbA1c test is 
more expensive.46 HbA1c may give a false positive result 
in  conditions such as anaemia, haemolysis and other 
haemoglobinopathies like sickle cell disease and haemoglobin 
(Hb) variants like HbC, HbE and HbD, as well as elevated 
foetal haemoglobin. Thus, HbA1c assay in people of South 
Asian, Mediterranean or African origin merits taking these 
issues into account.46,47 In physiological and pathological 
conditions associated with increased RBC breakdown, such as 
in the advanced trimesters of pregnancy, recent haemorrhage, 
intravascular haemolysis or transfusion or erythropoietin 
treatment, only blood glucose concentration estimation is 
used to diagnose DM. There is a paucity of data supporting 
the use of HbA1c in the diagnosis of T2DM in children and 
adolescents. Though HbA1c is not the routine marker 
suggested for the diagnosis of diabetes in children with 
cystic fibrosis or symptoms that suggest the development of 
acute  onset of T1DM, HbA1c has been recommended for 
diagnosis of T2DM in children and adolescents.46

In order to accurately diagnose DM and in the absence of 
frank hyperglycaemia (plasma glucose > 200 mg/dL) or 
hyperglycaemic crisis, it is useful to repeat the same 
diagnostic test for confirmation. In situations where there are 
two different tests with conflicting results, the test that is 
positive should be repeated and a diagnosis of DM be made 
after a confirmatory test has been done.6,46 For individuals 
whose test results returned negative for diabetes, repeat 
testing at 3-year intervals is suggested.46,48

Self-monitoring of blood glucose concentration and HbA1c 
level are the integral components of the standards of care in 
DM. They are designed to assess and monitor the effectiveness 
and progress level of a treatment plan, as well as to provide a 
guide in selecting appropriate drugs and dosages.46,48 Optimal 
blood glucose control is achieved when the fasting blood 
glucose level is between 70 mg/dL and 130 mg/dL, 2 h 
postprandial level less than 180 mg/dL and bedtime glucose 
level between 90 mg/dL and 150 mg/dL. However, testing 
six to eight times daily may burden patients and may result 
in non-compliance. Therefore, it is recommended to ensure 
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that patients are properly instructed and are given regular 
evaluation and follow-up.46,48 According to the current 
guideline, the HbA1c level should be assessed regularly in all 
patients with DM. The frequency of HbA1c testing is flexible 
and depends primarily on the response of patients to therapy 
and the physician’s judgement. HbA1c testing is performed 
at least every 6 months for patients who are meeting treatment 
goals, but for patients who are far from achieving their 
glycaemic goals HbA1c testing may be performed more 
frequently.46,48

Markers of blood coagulation
Plasma platelets
The role of hyperglycaemia in platelet hyperactivity in DM is 
not fully clear.49 The entire coagulation cascade is 
dysfunctional in DM; increased levels of fibrinogen and 
plasminogen activator inhibitor 1 favour both thrombosis 
and defective dissolution of clots once formed.49 Platelets in 
T2DM individuals adhere to vascular endothelium and 
aggregate more readily than in physiologic conditions. Loss 
of sensitivity to the normal inhibitory signal exercised by 
prostacyclin (PGI-2) and NO generated by the vascular 
endothelium presents as the major defect in platelet 
function.49 Insulin is the natural antagonist of platelet 
hyperactivity as it sensitises the platelet to PGI-2 and 
enhances endothelial generation of PGI-2 and NO. Thus, the 
reduced or lack of insulin sensitivity action in DM creates a 
complex array of disordered platelet activity conducive to 
macrovascular and microvascular events.49

Platelet activation plays a key role in athero-thrombosis in 
T2DM and increased in vivo platelet activation with enhanced 
thromboxane biosynthesis has been reported in patients with 
impairment of glucose metabolism even in the earlier stages 
of disease and in the preclinical phases.50

In healthy subjects, without DM, the induction of acute 
hyperglycaemia can lead to increased platelet reactivity and 
platelet activation as evidenced by increased markers such as 
soluble P-selectin and CD40-ligand.35,38 Exposure of platelets 
to hyperosmolar solutions may also lead to increased 
reactivity, suggesting that hyperglycaemia may have a direct 
osmotic effect.35,38 Both chronic and acute hyperglycaemia 
have been reported to cause in vivo activation of protein 
kinase C (PKC), a transduction pathway mediator for many 
pro-aggregatory platelet agonists.35,38 Platelets from patients 
with DM, unlike those from healthy individuals, also 
manifest a short-term activation of the calcium-sensitive 
PKCβ isoenzyme by acute hyperglycaemia even in vitro, in 
the absence of additional stimuli, indicating that DM has an 
inherent diabetes-related dysregulation of this pathway.35,38 A 
study of patients with T2DM undergoing percutaneous 
coronary intervention (PCI) found that improvements in 
glycaemic control were associated with reduced platelet 
reactivity.35,51 The observed clinical correlation of these 
changes is that even mild elevations in pre-procedural fasting 
glucose are associated with increased risk of mortality 

following PCI and, conversely, optimal pre-procedural 
glycaemic control (HbA1c < 7%) in T2DM patients is 
associated with improved clinical outcome.35

Some of the AGEs formed in DM cause externalisation 
of   platelet membrane phosphatidylserine that leads to 
surface clotting factor activation and so directly enhance 
the thrombogenic state.35,52 Similarly, the platelets of 
patients  with diabetes have increased glycation levels 
of  surface membrane proteins, which cause decreased 
membrane fluidity and increased platelet sensitivity to 
agonists.35,53,54,55 Several studies have reported that increased 
platelet reactivation in patients with diabetes may confer 
less  cardiovascular protection with antiplatelet therapy, 
particularly aspirin.56,57 It has already been demonstrated 
that IR and hyperinsulinaemia are associated with the 
stimulation of erythroid progenitors and increased levels of 
inflammatory markers.58, 59

Low-dose aspirin still remains the major antiplatelet therapy 
by reducing the risk of heart attack, stroke or cardiovascular 
death in intermediate to high risk patients with established 
vascular disease by up to about 20%.35 Even with this 
intervention, some patients’ platelets still remain activated 
when assessed, despite aspirin therapy. Multiple studies 
have found these patients to be at higher risk of 
atherothrombotic events.35 This problem is particularly 
prominent and severe in DM patients, 10% – 40% of whom 
display high residual platelet reactivity on biochemical 
testing despite aspirin therapy.35

Though aspirin has been reported to effectively block the 
eicosanoid thromboxane A2 positive feedback loop, platelets 
of affected patients continue to manifest high on-treatment 
platelet reactivity, which places them at increased risk of 
subsequent thrombotic events.35 The inability of aspirin 
monotherapy to sufficiently prevent platelet reactivity thus 
supports the claim for dual antiplatelet therapy in certain 
patients at high risk of thrombotic events, such as patients 
with acute coronary syndrome or undergoing PCI,35,60 and 
drives the search for more potent and specific antiplatelet 
agents with a more consistent platelet-suppressing effect. 
This thus suggests that an anti-DM therapy that is able to 
manage the hallmark of the disease condition, that is, severe 
hyperglycaemia, and reduce platelet level in the blood will 
be most favourable, supporting the assertion that the blood 
platelet level could demonstrate a significantly positive 
correlation with plasma glucose and also be a beneficial 
prognostic marker to monitor the extent of improvement of 
the disease condition.

D-dimer
D-dimer is a fibrin degradation product, a small protein 
fragment present in the blood after a blood clot is degraded 
by fibrinolysis. It is so named because it contains two D 
fragments of the fibrin protein joined by a cross-link.61 
D-dimer concentration may be determined by a blood test to 
help diagnose thrombosis. Since its introduction in the 1990s, 
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it has become an important test performed in patients with 
suspected thrombotic disorders. While a negative result 
practically rules out thrombosis, a positive result can indicate 
thrombosis but does not rule out other possible or potential 
causes, for example pulmonary embolism, deep vein 
thrombosis, malignancy, pregnancy and so on.62 Its main use, 
therefore, is to exclude thromboembolic disease where the 
probability is low. In addition, it is used in the diagnosis of 
the blood disorder disseminated intravascular coagulation.61 
According to Kanani et al.63 plasma D-dimer can serve as a 
predictive marker for the risk of coronary artery diseases and 
DM nephropathy patients, which they claimed may suggest 
an increased thrombogenic state that is related to the 
increased susceptibility to vascular disease in these patients.

Nwose et al.64 reported changes in D-dimer levels in DM 
progression to macrovascular complications, as was earlier 
stated. Coban et al.65 reported significantly higher plasma 
D-dimer levels in patients with impaired fasting glucose.

Alteration of blood coagulation and fibrinolysis along with 
poor glycaemic control in DM has also been implicated in the 
development of diabetic vascular complications. Plasma 
level of D-dimer has been reported to reflect the amount of 
lysed cross-linked fibrin, thus making it an accepted marker 
of hypercoagulability in disease conditions.63

The observation of decreased plasma D-dimer in patients 
under anti-diabetic drugs may thus indicate better control of 
plasma glucose in DM patients, improvement of the 
underlying DM conditions and declined development of 
vascular complications, following decreased amount of lysed 
cross-linked fibrin and platelet coagulation. It would not be 
out of place to predict a significant positive correlation 
between plasma D-dimer and glucose level; El Asrar et al.66 
report that D-dimer level significantly correlate with the 
disease duration.

Nwose et al.64 investigate the possible discriminatory 
potential of D-dimer in identifying the variations in the 
fibrinolytic and/or coagulation component of diabetes-
associated with disease progression to macrovascular 
complications. They report that the changes in D-dimer levels 
may indicate diabetes disease progression to macrovascular 
complications and that using D-dimer in conjunction with 
other biomarkers may identify stages of disease progression. 
They identify a steady significant increase in D-dimer levels 
that became increasingly higher than the normal levels as 
the  disease progressed from prediabetes to cardiovascular 
complications. Nwose et al.64 report changes in D-dimer 
levels in DM progression to macrovascular complications 
as  reported earlier. Using D-dimer in conjunction with 
other  biomarkers to identify stages of disease progression, 
commencing from prediabetes and continuing to 
development of asymptomatic and clinical cardiovascular 
disease in DM, could be a beneficial approach in monitoring 
the extent of compliance of the disease condition to anti-DM 
drugs.

Plasma fibrinogen
Studies have shown that the formation of an occlusive 
thrombus, on a damaged atherosclerotic lesion, is the most 
common precipitating factor of acute myocardial infarction. 
Evidence also suggests that fibrinogen has a role, both in the 
early stages of plaque formation and late complications of 
cardiovascular disease.67 Fibrinogen itself is determined by 
several modifiable and non-modifiable determinants like 
age, sex, smoking, body mass index (BMI), hypertension, 
alcoholism, glycaemic control, lipid profile and urine 
albumin excretion rate.68,69 Several studies have shown that 
a  haemostatic factor especially hyperfibrinogenaemia is 
implicated as a source of atherosclerosis and its complications. 
Studies have also reported that fibrinogen levels were 
higher  in DM patients than in controls.70 According to 
Bembde,70 patients with T2DM had a high prevalence of 
hyperfibrinogenaemia. Plasma fibrinogen levels were 
independently correlated with HgA1c values, in which a 
positive observation suggested that fibrinogen may be 
involved in the increased cardiovascular risk of patients with 
T2DM. In a study carried out by Coban et al.,65 the levels of 
plasma fibrinogen in patients with T2DM, impaired fasting 
glucose, and normal subjects were 449 (306–605) mg/dL, 348 
(264–468) mg/dL and 216 (179–260) mg/dL, respectively, 
suggesting a significant correlation between fibrinogen and 
glycaemia. Sapkota et al.71 report that approximately 71% of 
DM patients had plasma fibrinogen < 351 mg/dL, whereas 
all non-DM persons had fibrinogen in the range of 151 mg/
dL–350 mg/dL; they also report mean fibrinogen values 
of DM patients and non-DM persons to be 389 mg/dL and 
321 mg/dL, respectively.

Thus, it would not be out of place to claim that plasma 
fibrinogen could be a very prognostic marker in monitoring 
the response of DM patients to medical interventions and 
drugs.

Activated partial thromboplastin time
Patients with DM have a high risk of atherothrombotic events. 
Venous thrombosis has also been found to occur more 
frequently in DM patients.72 Nearly 80% of patients with DM 
die from thrombosis, and 75% of these deaths have been 
attributed to cardiovascular complications.72 Plasma fibrinogen 
levels influence thrombogenesis, blood rheology, blood 
viscosity and platelet aggregation. Epidemiological studies 
have found a significant association between fibrinogen levels 
and insulin levels. While the clinical relationship between 
shortened activated partial thromboplastin time (APTT), 
increased fibrinogen levels and the risk of venous thrombosis 
is supported by the literature, the exact biological mechanisms 
of thrombosis in DM are likely to be multifactorial and are not 
clear yet. Endothelial abnormalities play a critical role in the 
enhanced activation of platelets and clotting factors that occur 
in DM patients. In such patients, coagulation activation 
markers are elevated and coagulation abnormalities seem to 
be directly linked to hyperglycaemia, involving all stages of 
coagulation.72
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In an experiment to support the above claims, Sapkota et al.71 
report that approximately 74% of DM patients and all non-
DM persons had APTT in the range of 26–40 s; mean APTT 
values of the DM patients and non-diabetic persons were 
approximately 30 s and 32 s, respectively. The observation of 
Sapkota et al.71 regarding shortened APTT strongly agree 
with the findings of Zhao et al.72 and Sauls et al.73 but were 
prolonged for DM patients under treatment. It would thus be 
safe to predict that APTT and plasma fibrinogen exhibit a 
negative correlation and that further prolonging the APTT of 
DM patients in response to treatment and management of the 
disease could be important in monitoring the patients.

Prothrombin time and partial  
thromboplastin time
PTTK and APTT are parameters that are used to detect 
coagulation factor deficiencies and to monitor replacement 
therapy in patients who are at risk of bleeding (haemorrhagic 
complications). A correlation has been reported between 
short APTT values and the risk of thrombosis.73 A significantly 
prolonged PT and PTTK of DM patients compared with 
non-DM subjects has been reported. Sauls et al.73 report 
shorter clotting times in T2DM patients (11.3 s) compared to 
the non-DM subjects (11.9 s). Abdulrahman and Dallatu74 
report an improvement of these clotting parameters in 
treated DM subjects. These findings suggest that despite the 
popular notion of a pro-thrombotic tendency in diabetes, 
diabetics may also be prone to developing haemorrhagic 
complications. It is helpful to bear this in mind and to 
incorporate PT and PTTK assays as routine investigations 
for better management of these patients.75 The control of the 
underlying glycaemia in DM through anti-diabetic drugs 
would thus restore the PT and PTTK level to normal, 
suggesting improved haemorrhagic conditions in times of 
injuries to blood vessels or tissues.

C-reactive proteins
Recent studies have reported that poor glycaemic 
control  is  significantly associated with the development of 
macrovascular complications of DM, and they have identified 
that CRP is an important risk factor for cardiovascular disease 
as one of the acute phase markers of inflammatory response, 
for example atherosclerosis. However, it was concluded that 
CRP is directly related to HbA1c and glycaemia in DM 
patients.76 CRP is a marker for inflammation that is involved 
in many chronic diseases, including heart disease, stroke and 
DM. Scientific studies have shown not only that a high level 
of CRP is a risk factor for heart disease and stroke, but also 
that lowering CRP levels can substantially lower a person’s 
risk of heart disease.

Mugabo et al.77 in their review identify that apart from the 
role of CRP in predicting cardiovascular risk, as a marker of 
early events, it may represent an active participant in 
atherogenesis (DM vasculopathy). CRP is highly expressed 
in endothelial atherosclerotic plaques and both vascular cells 
and monocytes and/or macrophages represent significant 

sources of CRP during inflammatory events in blood vessel 
walls. The released CRP further activates the main cell types 
present in the atherosclerotic lesions, precipitating the 
development and progression of atherosclerosis. However, 
inflammatory and metabolic factors associated with DM, for 
example severe hyperglycaemia, adipokines, AGEs (HbA1c, 
glycated lipoproteins) and free fatty acids, were reported to 
trigger CRP production by endothelial cells, smooth muscle 
cells and monocytes and macrophages.77 By implication, 
during treatment and management of DM, if the 
hyperglycaemic state is regulated by the normoglycaemia 
and the inflammatory events are reduced, HbA1c (and 
consequently CRP) will be reduced. This thus suggests that 
CRP could be a very beneficial prognostic marker (especially 
in complicated DM with vasculopathy and atherosclerosis) 
in the assessment of the level of response of DM patients to 
drugs and other medical interventions.

Fasting blood insulin, homeostasis model 
assessment of insulin resistance and C-peptide
Fasting blood insulin and HOMA-IR have been credited to 
be significantly powerful tools in the assessment of 
metabolic dysfunctions that are based on poor blood 
glucose control and IR associated with metabolic and 
hemodynamic alterations, as well as higher cardio-
metabolic risks, characteristic of MS and blood glucose 
management.78 MS has been widely used to describe a 
collection of clinical signs, including central obesity, 
hypertension, dyslipidaemia, impaired glucose metabolism, 
arthritis and elevated blood pressure, which, regardless of 
cause, identifies individuals at risk of atherosclerotic 
cardiovascular disease and T2DM.78,79

HOMA-IR is a tool for the assessment of IR in T2DM. IR 
increases atherogenesis and atherosclerotic plaque instability 
by inducing pro-inflammatory activities on vascular and 
immune cells.78 At the other end of the divide, Simental-
Mendía et al.80 and Mohammadabadi81 argue that using 
HOMA-IR could convey inaccurate results in T2DM and 
hyperglycaemic patients.

IR is an early and important factor in the development of 
T2DM and may be present for years before the emergence of 
any changes in glycaemic control. A practical measure of IR 
would be valuable for early identification of individuals at 
risk for T2DM and cardiovascular disease. Obesity is closely 
linked to IR, with BMI and waist circumference being good 
predictors of IR.82

However, a number of models, including HOMA-IR, 
quantitative insulin sensitivity check index and fasting 
IR  index, were proposed as more simplified measures 
of  insulin sensitivity.82 Other related models use fasting 
insulin  plus various lipids measures, such as free fatty 
acids  (elevated), triglycerides (elevated) or high-density 
lipoprotein and/or total cholesterol (elevated). These 
models have been said to be quite simple and require only a 
single blood sample, but  their advantages over fasting 
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insulin are not clear. The  other  models that are based on 
the  oral glucose tolerance test (OGTT), using various 
combinations of glucose and insulin values from the fasting 
state and during the OGTT include the Matsuda index, the 
Stumvoll index and oral glucose insulin sensitivity, as 
was  identified by Cobb et al.82 More complex methods, 
including insulin tolerance test and the frequently sampled 
intravenous glucose tolerance test, require multiple blood 
samples and thus are complicated  and not practical for 
routine screening purposes. Therefore,  there remains a 
need for a simple IR test for routine screening, prospective 
studies, risk assessment and therapeutic monitoring.

Johnson et al.83 identify the use of fasting insulin levels as the 
most robust model for assessing pre-DM, as they claim that 
this model may provide the most dependable utility as a 
clinical tool because of the highest quartiles observed in their 
work, which suggests a significantly greater likelihood of 
identifying pre-DM. Burke et al.84 collaborate this claim in 
their work when they report that fasting insulin levels are 
positively related to measures of obesity, systolic and diastolic 
blood pressure, triglyceride, β-lipoprotein cholesterol and 
pre-β-lipoprotein cholesterol levels. According to Mack 
et al.85 and Burke et al.,84 IR is a common finding in DM and 
may serve as a measure of efficacy of therapies (exercise, 
exogenous insulin, sulfonylureas and PPAR gamma agonists) 
for DM, as a marker for risk of developing T2DM and as a 
confirmation for the presence of T1DM.

As discuss by Becker et al.,86 the synthesis of insulin in the 
pancreatic beta cells begins with the synthesis of the insulin 
precursors, preproinsulin and proinsulin. After synthesis, 
proinsulin is cleaved with the aid of proteolytic enzymes into 
three protein chains, A, B and C. The C-peptide is then 
removed and the A chain is bound to the B chain through 
disulphide linkages to form active insulin protein, giving rise 
to equal amounts of active insulin and C-peptide, so that the 
measurement of C-peptide can be used to assess the patient’s 
endogenous insulin secretion after the initiation of treatment 
with exogenous insulin administered intravenously. After 
post-translational modifications, insulin is packed into 
insulin secretory granules located near the plasma membrane 
of the beta cell and is then ready to be secreted. These 
biochemical events make the C-peptide one of the key 
markers for the assessment of onset T1DM, through the 
identification of a decrease in the blood level of the peptide.

T1DM is a chronic autoimmune disease in which the insulin-
producing beta cells of pancreatic islets are gradually 
destroyed. The clinical presentation of T1DM is preceded by 
a prodromal phase characterised by the appearance of 
diabetes-associated auto-antibodies in the circulation. Both 
the timing of the appearance of auto-antibodies and their 
quality have been used in the prediction of T1DM among 
first-degree relatives of diabetic patients.87

T1DM, predisposed by the human leukocyte antigen (HLA) 
class II locus located at the short arm of chromosome 6, is a 

disease with a subclinical prodromal period characterised by 
selective destruction of the insulin-producing β cells in the 
pancreatic islets. The destruction process is manifested by 
infiltration of the islets by mononuclear cells and may 
proceed over a period of many years. This pre-DM period 
offers an opportunity to identify those individuals who are 
likely to develop T1DM later and to start intervention aimed 
at delaying or preventing the manifestation of the clinical 
disease. The presence of these circulating auto-antibodies to 
various islet cell proteins is one of the most thoroughly 
characterised immune phenomena associated with T1DM, as 
they are the first detectable markers of an ongoing destructive 
process in the islets and thus provide a potential tool for 
identifying individuals at risk for developing the disease in 
the future.88

Thus, the other markers discussed in this review may not 
offer much assistance and information in the identification of 
onset T1DM during this prodromal period but may only 
guide the medical personnel during the process of 
management and monitoring of treatment of the patient with 
the established condition.

Conclusion
It is important to note that events leading to DM may be 
associated with obesity, dyslipidaemia, hypertension and 
cardiovascular diseases; therefore, lifestyle changes such as a 
healthy diet, physical activity, moderate alcohol consumption 
and cessation of smoking, in addition to the introduction of 
pharmacological agents in the form of drugs, are deemed 
important to stop or delay the timeline of development of 
DM (Chaudhury et al., 2017). However, in monitoring these 
events, and in a situation where the DM progresses into the 
much more advanced stage and into stages presenting with 
associated complications, the markers and parameters 
discussed in the review could offer a great deal of guiding 
information, especially during treatment and management of 
the condition. The information obtained could guide the 
medical advisers of these patients on the appropriate drugs, 
doses and period of administration that best suit their 
conditions. 

Standard and conventional biomarkers for the assessment of 
extent of improvement or progression of DM, such as fasting 
blood glucose, HbA1c, fasting insulin, HOMA-IR and 
perhaps the triglyceride-to-HDL ratio, remain the major 
preclinical and clinical diagnostic interventions, especially at 
early stages and progression when the metabolic dysfunctions 
of DM is still emerging. However, at more established stages 
of DM, the other biomarkers (NLR, APTT, PT, PTTK, markers 
of anaemia and so on) mentioned in this review could afford 
beneficial added information and indicators of the metabolic 
disease. For T1DM individuals in a prodromal phase, where 
fasting glucose, HbA1c, fasting insulin and HOMA-IR 
would appear to seemingly be at normal levels, these other 
markers, however, may provide vital information, especially 
the markers of immunity, but the autoimmune antibody 
markers are the key informative index.
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Generally in DM, depending on the stage of the condition 
and associated complications, there is an observed significant 
increase in the plasma levels of HbA1c, WBC, mean NLR, 
PLR, total leukocytes and neutrophils, plasma LDL, HDL 
and VLDL, platelet, fibrinogen, D-dimer and CRP, while 
RBC, haemoglobin concentration, APTT, PT and PTTK are 
decreased. With this knowledge about the variations of these 
parameters, a reversal during treatment and management of 
DM and its complications can be better monitored, and 
guided decisions can be made. Thus this supports my 
suggestion that these parameters are very sensitive markers 
that can provide very important prognostic information 
about compliance to treatment. However, fasting glucose, 
HbA1c, fasting insulin or HOMA-IR, autoimmune antibodies 
and C-peptide (in the case of T2DM) and triglyceride-to-HDL 
ratio are the major markers of DM, especially at the onset of 
the metabolic conditions, but the other markers identified 
in  this review corroborate those aforementioned at the 
established stages and serve as prognostic markers during 
treatment and management.

As has been stated in this review, in monitoring the 
biochemical, physiological and pathological events of onset 
DM and DM progression, these markers and parameters 
could offer superintendent information, especially during 
treatment and management of the condition. The obtained 
information could be a beneficial guide to the medical 
advisers of these patients on appropriate drugs, doses and 
period of administration that best suit their conditions. 

Acknowledgements
Competing interests
The author declares that he has no financial or personal 
relationships which may have inappropriately influenced 
him in writing this article.

References
1.	 Meral I, Donmez N, Baydas B, Belge F, Kanter M. Effect of Nigella sativa L. on heart 

rate and some haematological values of alloxan-induced diabetic rabbits. Scand J 
Lab Anim Sci. 2004;31:49–53.

2.	 Defronzo RA. Banting Lecture. From the triumvirate to the ominous octet: A new 
paradigm for the treatment of type 2 diabetes mellitus. Diabetes. 2009;58(4):773–
795. https://doi.org/10.2337/db09-9028

3.	 Elalamy I, Chakroun T, Gerotziafas GT, et al. Circulating platelet-leukocyte 
aggregates: A marker of microvascular injury in diabetic patients. Thromb Res. 
2008;121(6):843–848. https://doi.org/10.1016/j.thromres.2007.07.016

4.	 Barar FSK. Essentials of pharmacotherapeutics. 3rd ed. S. Chand and Company 
Ltd., New Delhi; 2000.

5.	 Auslander W, Haire-Joshu D, Houston C, Rhee CW, Williams JH. A controlled 
evaluation of staging dietary patterns to reduce the risk of diabetes in African-
American women Diabetes Care 2002;25:809–814. https://doi.org/10.2337/
diacare.25.5.809

6.	 Standards of Medical Care in Diabetes. Summary of Revisions. Diabetes Care. 
2016;39 Suppl 1:S4–S5. https://doi.org/10.2337/dc16-S003

7.	 Chamberlain JJ, Rhinehart AS, Shaefer CF Jr, Neuman A. Diagnosis and 
Management of Diabetes: Synopsis of the 2016 American Diabetes Association 
Standards of Medical Care in Diabetes. Ann Intern Med. 2016;164(8):542–552. 
https://doi.org/10.7326/M15-3016

8.	 Ono Y. Diet therapy for diabetes and obesity, considering osteoporosis. Clin 
Calcium. 2008;18:662–669.

9.	 Marles RJ, Farnsworth NR. Antidiabetic plants and their active constituents. 
Phytomedicine. 1995;2:137–189. https://doi.org/10.1016/S0944-7113(11)80059-0

10.	 Oboh HA, Agu KC. The effects of various traditional processing methods on the 
Glycemic index and Glycemic load of Cowpea (Vigna unguiculata). J Food 
Biochem. 2010;34(6):1332–1342.

11.	 Mbata CA, Adegoke A, Nwagu C, Nyeso WA. Some haematological parameters in 
diabetic patients in Port Harcourt Nigeria. AJMS. 2015;3(2):2348–7186.

12.	 Biadgo B, Melku M, Mekonnen Abebe S, Abebe M. Hematological indices and 
their correlation with fasting blood glucose level and anthropometric 
measurements in type 2 diabetes mellitus patients in Gondar, Northwest Ethiopia. 
Diabetes, Metabolic Syndrome and Obesity: Targets and Therapy 2016;9:91–99. 
https://doi.org/10.2147/DMSO.S97563

13.	 Mirza S, Hossain M, Mathews C, et al. Type 2-diabetes is associated with elevated 
levels of TNF-alpha, IL-6 and adiponectin and low levels of leptin in a population 
of Mexican American: A cross-sectional study. Cytokine. 2012;57(1):136–142. 
https://doi.org/10.1111/j.1745-4514.2010.00423.x

14.	 Gkrania-Klotsas E, Ye Z, Cooper AJ, et al. Differential white blood cell count and 
type 2 diabetes: Systematic review and meta-analysis of cross-sectional and 
prospective studies. PLoS One. 2010;5(10):e13405. https://doi.org/10.1371/
journal.pone.0013405

15.	 Macdougall IC, Eckardt KU, Locatelli F. Latest US KDOQI Anaemia Guidelines 
update–what are the implications for Europe? Nephrol Dial Transplant. 
2007;22(10):2738–2742. https://doi.org/10.1093/ndt/gfm562

16.	 Erukainure OL, Ebuehi OAT, Adeboyejo FO, Aliyu M, Elemo GN. Haematological 
and biochemical changes in diabetic rats fed with fibre-enriched cake. J Acute 
Med. 2013;3(2):39–44. https://doi.org/10.1016/j.jacme.2013.03.001

17.	 Thomas MC, Maclsaac RJ, Tsalamandris C, et al. Unrecognized anaemia in patients 
with diabetes: A cross-sectional survey. Diabetes Care. 2003;26:1164–1169. 
https://doi.org/10.2337/diacare.26.4.1164

18.	 Arun GS, Ramesh KG. Improvement of insulin sensitivity by perindopril in 
spontaneously hypertensive and streptozotocin-diabetic rats. Indian J Pharmacol. 
2002;34:156–164.

19.	 Mehdi U, Toto RD. Anaemia, diabetes, and chronic kidney disease. Diabetes Care. 
2009;32(7):1320–1326. https://doi.org/10.2337/dc08-0779

20.	 Marathias KP, Agroyannis B, Mavromoustakos T, Matsoukas J, Vlahakos DV. 
Hematocrit-lowering effect following inactivation of the renin-angiotensin system 
with angiotensin-converting enzyme inhibitors and angiotensin receptor blockers. 
Curr Top Med Chem. 2004;4(4):483–486. https://doi.org/10.2174/​156802​
6043451311

21.	 Mohanram A, Zhang Z, Shahinfar S, Lyle PA, Toto RD. The effect of losartan on 
haemoglobin concentration and renal outcome in diabetic nephropathy of type 2 
diabetes. Kidney Int. 2008;73(5):630–636. https://doi.org/10.1038/sj.ki.5002746

22.	 Palacios I, Lozano M, Moro C, et al. Antioxidant properties of phenolic compounds 
occurring inedible mushrooms. Food Chem. 2011;128:674–678. https://doi.
org/10.1016/j.foodchem.2011.03.085

23.	 Egunyomi A, Moody JO, Eletu OM. Antisickling activities of two ethnomedicinal 
plant recipes used for the management of sickle cell anaemia in Ibadan, Nigeria. 
Afr J Biotechnol. 2009;8:20–25.

24.	 Xu W, Wu H, Ma S, Bai F, Hu W, Jin Y, Liu H. Correlation between Peripheral White 
Blood Cell Counts and Hyperglycemic Emergencies. Int J Med Sci. 2013;10(6):758–
765. https://doi.org/10.7150/ijms.6155

25.	 Li X, Shen J, Lu Z, Chen M, Fang X, Wang G. High neutrophil‐to‐lymphocyte ratio is 
associated with increased carotid artery intima‐media thickness in type 2 diabetes. 
J Diabetes Investig. 2017;8(1):101–107. https://doi.org/10.1111/jdi.12541

26.	 Gunduz S, Mutlu H, Tural D, et al. Platelet to lymphocyte ratio as a new prognostic 
for patients with metastatic renal cell cancer. Asia Pac J Clin Oncol. 2015;11:288–
292. https://doi.org/10.1111/ajco.12358

27.	 Liu J, Du J, Fan J, et al. The neutrophil to lymphocyte ratio correlates with age in 
patients with papillary thyroid carcinoma. ORL J Otorhinolaryngol Relat Spec. 
2015;77:109–116. https://doi.org/10.1159/000375534

28.	 Oylumlu M, Yıldız A, Oylumlu M, et al. Platelet to lymphocyte ratio is a predictor 
of in hospital mortality patients with the acute coronary syndrome. Anatol J 
Cardiol. 2015;15:277–283. https://doi.org/10.5152/akd.2014.5366

29.	 Akbas EM, Demirtas L, Ozcicek A, et al. Association of epicardial adipose tissue, 
neutrophil to lymphocyte ratio and platelet to lymphocyte ratio with diabetic 
nephropathy. Int J Clin Exp Med. 2014; 7:1794–1801.

30.	 Shiny A, Bibin YS, Shanthirani CS, et al. Association of neutrophil lymphocyte ratio 
with glucose intolerance: An indicator of systemic inflammation in patients with 
type 2 diabetes. Diabetes Technol Ther. 2014;16:524–530. https://doi.org/​
10.1089/dia.2013.0264

31.	 Hillson, R. Diabetes and the blood – white cells and platelets. Pract Diabetes. 
32(5), 159–160.

32.	 Woo SJ, Ahn SJ, Ahn J, Park KH, Lee K. Elevated systemic neutrophil count in 
diabetic retinopathy and diabetes: A hospital-based cross-sectional study of 
30,793 Korean subjects. Ophthalmol Vis Sci. 2011;52:7697–7703. https://doi.
org/10.1167/iovs.11-7784

33.	 Demirtas L, Degirmenci H, Akbas EM, et al. Association of haematological indices 
with diabetes, impaired glucose regulation and microvascular complications of 
diabetes. Int J Clin Exp Med. 2015;8(7):11420–11427.

34.	 Gundogan K, Bayram F, Capak M, et al. Prevalence of metabolic syndrome in the 
Mediterranean region of Turkey: Evaluation of hypertension, diabetes mellitus, 
obesity, and dyslipidemia. Metab Syndr Relat Disord. 2009;7:427–434. https://
doi.org/10.1089/met.2008.0068

35.	 Kakouros N, Rade JJ, Kourliouros A, Resar JR. Platelet function in patients with 
diabetes mellitus: From a theoretical to a practical perspective. Int J Endocrinol. 
2011;2011:742719. https://doi.org/10.1155/2011/742719

36.	 Pedreno J, Hurt-Camejo E, Wiklund O, Badim L, Masana L. Platelet function in 
patients with familial hypertriglyceridemia: Evidence that platelet reactivity is 
modulated by apolipoprotein E content of very-low-density lipoprotein particles. 
Metabolism. 2000;49(7):942–949. https://doi.org/10.1053/meta.2000.6742

http://www.insulinresistance.org
https://doi.org/10.2337/db09-9028
https://doi.org/10.1016/j.thromres.2007.07.016
https://doi.org/10.2337/diacare.25.5.809
https://doi.org/10.2337/diacare.25.5.809
https://doi.org/10.2337/dc16-S003
https://doi.org/10.7326/M15-3016
https://doi.org/10.1016/S0944-7113(11)80059-0
https://doi.org/10.2147/DMSO.S97563
https://doi.org/10.1111/j.1745-4514.2010.00423.x
https://doi.org/10.1371/journal.pone.0013405
https://doi.org/10.1371/journal.pone.0013405
https://doi.org/10.1093/ndt/gfm562
https://doi.org/10.1016/j.jacme.2013.03.001
https://doi.org/10.2337/diacare.26.4.1164
https://doi.org/10.2337/dc08-0779
https://doi.org/10.2174/1568026043451311
https://doi.org/10.2174/1568026043451311
https://doi.org/10.1038/sj.ki.5002746
https://doi.org/10.1016/j.foodchem.2011.03.085
https://doi.org/10.1016/j.foodchem.2011.03.085
https://doi.org/10.7150/ijms.6155
https://doi.org/10.1111/jdi.12541
https://doi.org/10.1111/ajco.12358
https://doi.org/10.1159/000375534
https://doi.org/10.5152/akd.2014.5366
https://doi.org/10.1089/dia.2013.0264
https://doi.org/10.1089/dia.2013.0264
https://doi.org/10.1167/iovs.11-7784
https://doi.org/10.1167/iovs.11-7784
https://doi.org/10.1089/met.2008.0068
https://doi.org/10.1089/met.2008.0068
https://doi.org/10.1155/2011/742719
https://doi.org/10.1053/meta.2000.6742


Page 10 of 10 Review Article

http://www.insulinresistance.org Open Access

37.	 Calkin AC, Drew BG, Ono A, et al. Reconstituted high-density lipoprotein 
attenuates platelet function in individuals with type 2 diabetes mellitus by 
promoting cholesterol efflux. Circulation. 2009;120(21):2095–2104. https://doi.
org/10.1161/CIRCULATIONAHA.109.870709

38.	 Assert R, Scherk G, Bumbure A, Pirags V, Schatz H, Pfeiffer AFH. Regulation of 
protein kinase C by short-term hyperglycaemia in human platelets in vivo and in 
vitro. Diabetologia. 2001;44(2):188–195. https://doi.org/10.1007/s001250051598

39.	 Ferretti G, Rabini RA, Bacchetti T, et al. Glycated low-density lipoproteins modify 
platelet properties: A compositional and functional study. J Clin Endocrinol 
Metabol 2002;87(5):2180–2184. https://doi.org/10.1210/jcem.87.5.8466

40.	 Wautier JL, Schmidt AM. Protein glycation: A firm link to endothelial cell 
dysfunction. Circ Res. 2004;95(3):233–238. https://doi.org/10.1161/01.
RES.0000137876.28454.64

41.	 Bergmann K, Sypniewska G. Diabetes as a complication of adipose tissue 
dysfunction. Is there a role for potential new biomarkers? Clin Chem Lab Med. 
2013;51:177–185. https://doi.org/10.1515/cclm-2012-0490	

42.	 Gerner RR, Wieser V, Moschen AR, Tilg H. Metabolic inflammation: The role of 
cytokines in the crosstalk between adipose tissue and liver. Can J Physiol 
Pharmacol. 2013;91:867–872. https://doi.org/10.1139/cjpp-2013-0050

43.	 Saleh J. Glycated haemoglobin and its spinoffs: Cardiovascular disease markers or risk 
factors? World J Cardiol. 2015;7(8):449–453. https://doi.org/10.4330/wjc.v7.i8.449

44.	 Letícia AS, Deoliveira MS, Paula Salles AMF, Das Graças MC. Hemostatic changes in 
patients with type 2 diabetes mellitus. Rev Bras Hematol Hemoter. 2010;32(6): 
482–488.

45.	 Tabák AG, Herder C, Rathmann W, Brunner EJ, Kivimäki M. Prediabetes: A high-
risk state for diabetes development. Lancet. 2012;379(9833):2279–2290. https://
doi.org/10.1016/S0140-6736(12)60283-9

46.	 Chaudhury A, Duvoor C, Dendi VSR, et al. Clinical review of antidiabetic drugs: 
Implications for Type 2 Diabetes Mellitus Management. Front Endocrinol 
(Lausanne). 2017;8:6. doi: 10.3389/fendo.2017.00006.

47.	 National Institute of Diabetes and Digestive and Kidney Diseases. For People of 
African, Mediterranean, or Southeast Asian Heritage: Important Information 
about Diabetes Blood Tests [homepage on the Internet]. 2011 [cited]. Available 
from: http://www.niddk.nih.gov/health-information/health-topics/diagnostic-
tests/people-african-mediterranean-southeast-asian-heritage-important-
information-diabetes-blood-tests/Pages/index.aspx

48.	 American Diabetes Association. Screening for Type 2 Diabetes. Clin Diabetes. 
2000;18. Available from: http://journal.diabetes.org/clinicaldiabetes/v18n22000/
pg69.htm

49.	 Vinik AI, Erbas T, Park TS, Nolan R, Pittenger GL. Platelet dysfunction in type 2 
diabetes. Diabetes Care. 2001;24(8):1476–1485. https://doi.org/10.2337/diacare.​
24.8.1476

50.	 Santilli F, Simeone P, Liani R, Davì G. Platelets and diabetes mellitus. Prostag Other 
Lipid Mediat. 2015;120:28–39. https://doi.org/10.1016/j.prostaglandins.​2015.05.002

51.	 Yncen M, Norhammar A, Hjemdahl P, Wallén NH. Effects of improved metabolic 
control on platelet reactivity in patients with type 2 diabetes mellitus following 
coronary angioplasty. Diabetes Vasc Dis Res. 2006;3(1):52–56. https://doi.
org/10.3132/dvdr.2006.008

52.	 Winocour PD, Watala C, Perry DW, Kinlough-Rathbone RL. Decreased platelet 
membrane fluidity due to glycation or acetylation of membrane proteins. Thromb 
Haemostasis. 1992;68(5):577–582.

53.	 Hekimsoy Z, Payzinb B, Ornek T, Kandoğan G. Mean platelet volume in type 2 
diabetic patients. J Diabetes Complications. 2004;18:173–176. https://doi.
org/10.1016/S1056-8727(02)00282-9

54.	 Zuberi BF, Akhtar N, Afsar S. Comparison of mean platelet volume in patients with 
diabetes mellitus, impaired fast. Singapore Med J. 2008;49(2):114–116.

55.	 International Diabetes Federation Guideline Development Group. Global 
guideline for type 2 Diabetes. Diabetes Res Clin Pract. 2014; pp1041–1052.

56.	 Mortensen SB, Larsen SB, Grove EL, Kristensen SD, Hvas AM. Reduced platelet 
response to aspirin in patients with coronary artery disease and type 2 diabetes 
mellitus. Thromb Res. 2010;126(4):e318–e322. https://doi.org/10.1016/j.thromres.​
2010.03.013

57.	 Christensen KH, Grove EL, Würtz M, Christensen SD, Hvas AM. Reduced antiplatelet 
effect of aspirin during 24 hours in patients with coronary artery disease and type 2 
diabetes. Platelets. 2015;26(3):230–235. https://doi.org/10.3109/​09537​104.​
2014.901497

58.	 Ellinger VC, Carlini LT, Moreira RO, Meirelles RM. Relation between insulin 
resistance and haematological parameters in a Brazilian sample. Arq Bras 
Endocrinol Metabol. 2006;50(1):114–117. https://doi.org/10.1590/S0004-27302​
006000100016

59.	 Barbieri M, Ragno E, Benvenutti E, et al. New aspects of the insulin resistance 
syndrome: Impact in haematological parameters. Diabetologia. 2001;44:1232–
1237. https://doi.org/10.1007/s001250100634

60.	 Yusuf S, Zhao F, Mehta SR, Chrolavicius S, Tognoni G, Fox KK. Effects of clopidogrel 
in addition to aspirin in patients with acute coronary syndromes without ST-
segment elevation. N Engl J Med. 2001;345(7):494–502. https://doi.org/10.1056/
NEJMoa010746

61.	 Adam SS, Key NS, Greenberg CS. D-dimer antigen: Current concepts and future 
prospects. Blood. 2009;113(13):2878–2887. https://doi.org/10.1182/blood-​
2008-​06-165845

62.	 Kabrhel C, Courtney M, Camargo CA, et al. Factors associated with positive 
D-dimer results in patients evaluated for pulmonary embolism. Acad Emerg Med. 
2010;17(6):589–597. https://doi.org/10.1111/j.1553-2712.2010.00765.x

63.	 Kanani D, Kiranchauhan V, Haridas N. Association of D-Dimer in Type 2 Diabetes 
Mellitus. Int J Adv Res. 2017;5(2):2139–2145. https://doi.org/10.21474/IJAR01/3387

64.	 Nwose EU, Richards RS, Jelinek HF, Kerr PG. D-dimer identifies stages in the 
progression of diabetes mellitus from a family history of diabetes to cardiovascular 
complications. Pathology. 2007;39(2):252–257. https://doi.org/10.1080/​00313​
020701230658

65.	 Coban E, Sari R, Ozdogan M, Akcit F. Levels of plasma fibrinogen and d-dimer in 
patients with impaired fasting glucose. Exp Clin Endocrinol Diabetes. 
2005;113(1):35–37.

66.	 El Asrar MA, Adly AA, El Hadidy ES, Abdelwahab MA. D-dimer levels in type 1 and 
type 2 diabetic children and adolescents; Relation to microvascular complications 
and dyslipidemia ‘own data and review’. Pediatr Endocrinol Rev. 2012;9(3): 
657–668.

67.	 Bruno G, Cavallo-Perin P, Bargero G, Borra M, D’Errico N, Pagano G. Association of 
fibrinogen with glycemic control and albumin excretion rate in patients with non-
insulin-dependent diabetes mellitus. Ann Intern Med. 1996;125(8):653–657. 
https://doi.org/10.7326/0003-4819-125-8-199610150-00005

68.	 Jain A, Gupta HL, Narayan S. Hyperfibrinogenemia in patients with diabetes 
mellitus in relation to glycemic control and urinary albumin excretion rate. J Assoc 
Physicians India. 2001;49:227–230.

69.	 Ernst E, Resch KL. Fibrinogen as a cardiovascular risk factor: A meta-analysis and 
review of the literature. Ann Intern Med. 1993;118(12):956–963. https://doi.
org/10.7326/0003-4819-118-12-199306150-00008

70.	 Bembde AS. A study of plasma fibrinogen level in Type-2 diabetes mellitus and its 
relation to glycemic control. Indian J Hematol Blood Transfus. 2012;28(2):105–
108. https://doi.org/10.1007/s12288-011-0116-9

71.	 Sapkota B, Shrestha SK, Poudel S. Association of activated partial thromboplastin 
time and fibrinogen level in patients with type II diabetes mellitus. BMC Res 
Notes. 2013;6:485. https://doi.org/10.1186/1756-0500-6-485.

72.	 Zhao Y, Zhang J, Zhang J, Wu J. Diabetes mellitus is associated with shortened 
activated partial thromboplastin time and increased fibrinogen values. PLoS One. 
2011;6(1):e16470. https://doi.org/10.1371/journal.pone.0016470

73.	 Sauls DL, Banini AE, Boyd LC, Hoffman M. Elevated prothrombin level and 
shortened clotting times in subjects with type 2 diabetes. J Thromb Haemostasis. 
2007;5:638–639. https://doi.org/10.1111/j.1538-7836.2007.02366.x

74.	 Abdulrahaman Y, Dallatu MK. Evaluation of prothrombin time and activated 
partial thromboplastin in patients with diabetes mellitus. Niger J Basic Appl Sci. 
2012;20(1):60–63.

75.	 Fadairo JK, Atere AD, Ogidiolu TO, Abiodun OP. Assessment of some coagulation 
indices among Type Ii Diabetic Subjects in a tertiary facility in South West. IOSR J 
Dent Med Sci (IOSR-JDMS). 2016;15(6 v. II):159–163.

76.	 King DE, Mainous III AG, Buchanan TA, Pearson WS. C - reactive protein and 
glycemic control in adults with diabetes. Diabetes Care. 2003;26(5):1535–1539. 
https://doi.org/10.2337/diacare.26.5.1535

77.	 Mugabo Y, Li L, Renier G. The connection between C-reactive protein (CRP) and 
diabetic vasculopathy. Focus on preclinical findings. Curr Diabetes Rev. 
2010;6(1):27–34. https://doi.org/10.2174/157339910790442628

78.	 Gayoso-Diz P, Otero-González A, Rodriguez-Alvarez MX, et al. Insulin resistance 
(HOMA-IR) cut-off values and the metabolic syndrome in a general adult 
population: Effect of gender and age: EPIRCE cross-sectional study. BMC Endocr 
Disord. 2013;13:47. https://doi.org/10.1186/1472-6823-13-47

79.	 Bhardwaj S, Misra A, Khurana L, Gulati S, Shah P, Vikram NK. Childhood obesity in 
Asian Indians: A burgeoning cause of insulin resistance, diabetes and sub-clinical 
inflammation. Asia Pac J Clin Nutr. 2008;17(1):172–175.

80.	 Simental-Mendía LE, Rodríguez-Morán M, Guerrero-Romero F. The product of 
fasting glucose and triglycerides as a surrogate for identifying insulin resistance in 
apparently healthy subjects. Metab Syndrome Related Disord. 2008;6(4):299–
304. https://doi.org/10.1089/met.2008.0034

81.	 Mohammadabadi F, Vafaiyan Z, Hosseini SM, Aryaie M, Eshghinia S. Assessment 
of insulin resistance with two methods: HOMA-IR and TyG Index in Iranian Obese 
Women. Iranian J Diabetes Obes. 2014;6(1):23–27.

82.	 Cobb J, Gall W, Adam K, et al. A novel fasting blood test for insulin resistance and 
prediabetes. J Diabetes Sci Tech. 2013;7(1):100–110. https://doi.org/10.1177/​
193229681300700112

83.	 Johnson JL, Duick DS, Chui MA, Aldasouqi S. Identifying prediabetes using fasting 
insulin levels. Endocrine Pract. 2009;16(1):47–52. https://doi.org/10.4158/
EP09031.OR

84.	 Burke GL, Webber LS, Srinivasan SR, Radhakrishnamurthy B, Freedman DS, 
Berenson GS. Fasting plasma glucose and insulin levels and their relationship to 
cardiovascular risk factors in children: Bogalusa Heart Study. Clin Exp. 
1986;35(5):441–446. https://doi.org/10.1016/0026-0495(86)90135-6

85.	 Mack R, Skurnick B, Sterling-Jean Y, Pedra-Nobre M, Bigg D. Fasting insulin levels 
as a measure of insulin resistance in American Blacks. J Appl Res. 4(1), 90–94.

86.	 Becker KL, Bilezikian JP, Bremner WJ, et al. Principles and practice of endocrinology 
& metabolism. 3rd ed. Lippincott Williams & Wilkins, Philadelphia, PA; 2001,  
pp. 1–2512.

87.	 Siljander H. Assessment of risk for type 1 diabetes in children of affected families 
and in the general population: The role of immunological and metabolic markers. 
Helsinki; 2010.

88.	 Kulmala P, Savola K, Petersen JS, et al. The childhood diabetes in Finland Study 
Group. Prediction of insulin-dependent Diabetes Mellitus in Siblings of Children 
with Diabetes a population-based study. J Clin Invest. 1998;101(2):327–336. 
https://doi.org/10.1172/JCI119879

http://www.insulinresistance.org
https://doi.org/10.1161/CIRCULATIONAHA.109.870709
https://doi.org/10.1161/CIRCULATIONAHA.109.870709
https://doi.org/10.1007/s001250051598
https://doi.org/10.1210/jcem.87.5.8466
https://doi.org/10.1161/01.RES.0000137876.28454.64
https://doi.org/10.1161/01.RES.0000137876.28454.64
https://doi.org/10.1515/cclm-2012-0490
https://doi.org/10.1139/cjpp-2013-0050
https://doi.org/10.4330/wjc.v7.i8.449
https://doi.org/10.1016/S0140-6736(12)60283-9
https://doi.org/10.1016/S0140-6736(12)60283-9
http://www.niddk.nih.gov/health-information/health-topics/diagnostic-tests/people-african-mediterranean-southeast-asian-heritage-important-information-diabetes-blood-tests/Pages/index.aspx
http://www.niddk.nih.gov/health-information/health-topics/diagnostic-tests/people-african-mediterranean-southeast-asian-heritage-important-information-diabetes-blood-tests/Pages/index.aspx
http://www.niddk.nih.gov/health-information/health-topics/diagnostic-tests/people-african-mediterranean-southeast-asian-heritage-important-information-diabetes-blood-tests/Pages/index.aspx
http://journal.diabetes.org/clinicaldiabetes/v18n22000/pg69.htm
http://journal.diabetes.org/clinicaldiabetes/v18n22000/pg69.htm
https://doi.org/10.2337/diacare.24.8.1476
https://doi.org/10.2337/diacare.24.8.1476
https://doi.org/10.1016/j.prostaglandins.2015.05.002
https://doi.org/10.3132/dvdr.2006.008
https://doi.org/10.3132/dvdr.2006.008
https://doi.org/10.1016/S1056-8727(02)00282-9
https://doi.org/10.1016/S1056-8727(02)00282-9
https://doi.org/10.1016/j.thromres.2010.03.013
https://doi.org/10.1016/j.thromres.2010.03.013
https://doi.org/10.3109/09537104.2014.901497
https://doi.org/10.3109/09537104.2014.901497
https://doi.org/10.1590/S0004-27302006000100016
https://doi.org/10.1590/S0004-27302006000100016
https://doi.org/10.1007/s001250100634
https://doi.org/10.1056/NEJMoa010746
https://doi.org/10.1056/NEJMoa010746
https://doi.org/10.1182/blood-2008-06-165845
https://doi.org/10.1182/blood-2008-06-165845
https://doi.org/10.1111/j.1553-2712.2010.00765.x
https://doi.org/10.21474/IJAR01/3387
https://doi.org/10.1080/00313020701230658
https://doi.org/10.1080/00313020701230658
https://doi.org/10.7326/0003-4819-125-8-199610150-00005
https://doi.org/10.7326/0003-4819-118-12-199306150-00008
https://doi.org/10.7326/0003-4819-118-12-199306150-00008
https://doi.org/10.1007/s12288-011-0116-9
https://doi.org/10.1186/1756-0500-6-485
https://doi.org/10.1371/journal.pone.0016470
https://doi.org/10.1111/j.1538-7836.2007.02366.x
https://doi.org/10.2337/diacare.26.5.1535
https://doi.org/10.2174/157339910790442628
https://doi.org/10.1186/1472-6823-13-47
https://doi.org/10.1089/met.2008.0034
https://doi.org/10.1177/193229681300700112
https://doi.org/10.1177/193229681300700112
https://doi.org/10.4158/EP09031.OR
https://doi.org/10.4158/EP09031.OR
https://doi.org/10.1016/0026-0495(86)90135-6
https://doi.org/10.1172/JCI119879

	bbib5
	bbib25
	bau1
	bau2
	bau3
	bau4
	bau5
	baut0005
	baut0010
	baut0015
	baut0020

