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Clinical and biochemical profi le of Indians with 
type 2 diabetes mellitus: A problem lurking for India
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Abstract

Background: To defi ne the profi le of type 2 diabetes mellitus population from the Gwalior region of Madhya Pradesh, 
as the previous published data shows a pattern and profi le variability of type 2 diabetes mellitus from India. Materials 
and Methods: A case control study was carried out in the Department of Medicine comprising 50 newly diagnosed 
type 2 diabetes mellitus patients and 50 healthy controls. Results: The body mass index (BMI) of the study subjects 
was – cases - 23.94 ± 1.83 kg/m2, controls - 22.8 ± 1.38 kg/m2 (P < 0.001). Prevalence of an abnormal value of waist-to-hip 
ratio (WHR) was found to be 46% in the cases. Of the cases, 58% had poor glycemic control. The dominating symptoms were 
polyuria 30% (15, P < 0.05) and tingling and numbness 26% (13, P < 0.01). The most prevailing complications were retinopathy 
26% (13; P < 0.01) and neuropathy 26% (13; P < 0.01). Dyslipidemia was present in the 88% of the cases. Discussion and 
Conclusion: This study found that a vast proportion of the cases had poor glycemic control. Central obesity was present in 
the studied population, with generalized obesity, making the population prone to insulin resistance. Presence of the classical 
symptoms of diabetes on the back-foot in the studied subject suggests that the disease might be on track of changing its trend or 
the patients are reporting at a late stage due to health disparities. Dyslipidemia in retinopathic subjects suggests derangement 
of the lipid profi le, which is a risk for retinopathy. The most prevalent form of dyslipidemia in diabetic males was low high density 
lipoprotein cholesterol (HDL-c), while in females it was high low density lipoprotein cholesterol (LDL-c), and high triglycerides (TG). 
The pattern of dyslipidemia differed from typical diabetic dyslipidemia.
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INTRODUCTION

Type 2 diabetes mellitus (T2DM) has been defined as the 
most prevalent metabolic condition and most prevalent 
form of diabetes with a tagline as one of the major health 
problems worldwide.[1,2] The rising prevalence of the 
disease worldwide makes it a global public health threat 
with 180 million sufferers.[2,3] Its alarming increase, 
especially in south east Asia, indicates that more than 
60% of the world’s diabetic population will be in Asia, 
with India and China bearing the global diabetic load of 
more than 75% of the diabetic subjects by year 2025.[2,3]

India comprises a largest hub of diabetics, with 31.7 million 
cases of T2DM and a three-fold rise in disease prevalence 
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in rural (2-6%) and urban (5-15%) areas.[4] We need to 
describe and understand the clinical and biochemical 
profile of diabetes population, to facilitate early diagnosis 
and suggest lifestyle modifications to curb the onward 
progression of the disease.[2] Owing to a delay in diagnosis 
by an average of three to five years leads to a significant 
proportion of people with type 2 diabetes presenting with 
complications (both macrovascular and microvascular), 
usually subclinical and asymptomatic. The pre-established 
micro- and macrovascular complications, which could 
be checked through early recognition makes diabetes 
mellitus a major public health concern.[2]

The published data over the past decades have 
shown variability in the socioclinical profile of type 2 
diabetes mellitus in India, compared to the West.[5] The 
prognosis of the diabetic patients largely depends on the 
complications seen in the natural course of the illness, 
which is governed by the clinical and biochemical profile 
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Anthropometric, clinical, and biochemical measurements

All patients and controls were subjected to a detailed 
history and physical examination and investigations. 
Information on age, sex, body weight, height, waist and hip 
circumference, and BMI (wt. (kg)/ht (mtr2)) were obtained. 
The Ankle-Brachial Index (ABI) (was calculated using 
the mercury sphygmomanometer in both the cases and 
controls) measurements were obtained from all case and 
control subjects. The patients were subjected to a fundus 
examination, to detect any diabetic retinal abnormalities.

A biochemical profile was done for HbA1c, plasma glucose, 
renal function tests (RFT), and lipid profile. Fasting 
(overnight eight hours) and postprandial (two hours) venous 
plasma glucose were determined by the glucose oxidase 
method, using the glucose autoanalyzer. Concentrations 
of total cholesterol, triglycerides, high-density lipoprotein 
(HDL), and low-density lipoprotein (LDL) were 
determined by the enzymatic kinetic method using 
an autoanalyzer. A renal function test, namely, blood 
urea and serum creatinine, were done. Urine routine 
and microscopy and urine for microalbumin were also 
determined. The serum plasma was stored at 20oC until 
assayed. The corresponding specific insulin concentration 
was determined by a radioimmunoassay (RIA) using a 
human specific antibody RIA kit. An electrocardiogram 
(EKG) was done. The mean of two blood pressures 
taken five minutes apart had been considered as the 
actual blood pressure. The Joint National Committee-7 
(JNC-VII) criteria was used for defining hypertension.[8]

The National Cholesterol Education Program guidelines 
were used for defining dyslipidemia.[9] The Asia-Pacific 
guidelines for defining the Waist circumference (WC) 
cut-offs were used.[9] The Indian Council of Medical 
Research recommendations for Indians-obese if BMI 
was ≥25 kg/m2 and overweight when BMI was 
23-24.9 kg/m2-were used.[10] Good glycemic control, 
<7%; sub-optimal control, 7-8%; and inadequate control, 
8-9% were used for defining the glycemic control.

Analysis of data

The SPSS 11.5 was used for analyzing the data. The mean 
and standard deviation was obtained for summarizing 
the Quantitative variables, while the categorical variables 
were tabulated using frequencies and percentages. 
A student’s t-test was used for testing continuous variables 
and a Chi-square test for ordinal variables. A P value of 
less than 0.05 was considered significant.

RESULTS

A sample of 50 recently diagnosed type 2 diabetes 
mellitus patients with 50 controls matched for age and 

of the patients.[6] However, India being a highly diversified 
country, the type 2 diabetes mellitus population may have 
a varied profile. This diversity leads us to define the 
profile of the type 2 diabetes mellitus population from 
central India, from where no recent published data on 
the clinical or biochemical profile exists, to the best of 
our knowledge.

MATERIALS AND METHODS

Study area

The present case-control study was carried out in the 
Department of Medicine; J.A. Group of Hospitals, Gwalior, 
a teaching hospital of the G.R. Medical College, from May 
2009 to November 2010. Fifty newly diagnosed, type 2 
diabetes mellitus patients and 50 healthy controls were 
studied.

Inclusion criteria

The American Diabetes Association criteria have been 
used for selecting the newly diagnosed type-2 diabetes 
mellitus patients.[7]

Exclusion criteria

Patients on drugs that altered the insulin sensitivity or 
on oral hypoglycemic agents (insulin, β agonist, prazosin, 
diuretics, steroids, oral contraceptive pills (OCPs)), having 
any condition associated with insulin resistance (polycystic 
ovary syndrome (PCOD), thyrotoxicosis, congestive 
cardiac failure, chronic renal failure, cirrhosis, pregnancy, 
or hypertension (JNC-7 stage I hypertension and stage II 
hypertension), were excluded.

The volunteer study subjects, who satisfied the inclusion 
and exclusion criteria, were educated regarding the study, 
its aims ad objectives. If they were willing to participate 
in the study, an informed consent was obtained and the 
subject was taken into the study.

Controls

Fifty healthy volunteers with no family or personal 
history of diabetes mellitus or hypertension, matched for 
age and sex, were recruited to serve as controls. Subjects 
with any history of diabetes mellitus, personal or family 
history of hypertension, any form of illness, and current 
use of any form of medication have been excluded from 
the study.

Collection of data
Consent

An informed consent was obtained from each of the 
patients prior to the interview. Clearance from the 
Institutional Ethical Committee was obtained prior to the 
advent of the study.

[Downloaded free from http://www.tjmrjournal.org on Friday, May 06, 2016, IP: 122.175.139.210]



Singh, et al.: Type 2 diabetes in central India

93Tropical Journal of Medical Research |  Vol 17 • Issue 2 •  Jul-Dec 2014 93

sex were enrolled. The mean age of the study subjects 
was 49.98 ± 8.3 years (female 48.87 ± 8.18 years, 
male 50.46 ± 8.46 years; P = 0.53). Seventy-six 
percent (38) of the subjects belonged to the age group 
of 41-60 years (P < 0.01). The study sample comprised 
70% (35) males and 30% (15) females, which was 
statistically significant (P < 0.05).

The clinical and biochemical profiles of the cases 
and controls have been shown in Table 1. The type 2 
diabetics were significantly short-statured with a 
mean height of 164.78 ± 5.45 cm, as compared to 
167.78 ± 4.52 cm for the controls (P < 0.01) [Table 1]. 
According to the BMI, only 32% (16) of the cases 
had normal weight, with 44% (22) being overweight. 
The (BMI) body mass index of the cases was significantly 
higher (23.94 ± 1.83 kg/m2; P < 0.001) as compared 
to the controls (22.8 ± 1.38 kg/m2). The prevalence of 
abnormal WHR (Male > 0.95, Female > 0.8) was found 
to be 46% (23) in the cases and 38% (19) in the controls. 
The proportion of abnormal WHR was significantly high 
among the females in both cases (females - 14, 93.3%; 
male - 9, 25.7%; P < 0.0001) and controls (females - 13, 
86.6%; male - 6, 17.4%; P < 0.0001).

Table 1: Clinical and biochemical profile of cases and controls
Variables Mean±SD

Cases (50) Controls (50)
Age 49.98±8.3 49.98±8.3
Systolic blood pressure
(SBP, mm Hg)

122.68±7.54 120.52±6.58

Diastolic blood pressure
(DBP, mm Hg)

77.24±4.68 77.72±4.37

Weight (kg) 65.3±5.52 64.48±5.99
Height (cm) 164.78±5.45** 167.78±4.52
Body mass index (BMI, kg/m2) 23.94±1.83*** 22.8±1.38
Waist circumference (WC, cm) 92.42±9.3** 87.34±6.57
ABI (Ankle-brachial index) 0.91±0.04** 0.93±0.03
WHR (Waist-hip ratio) 0.94±0.06*** 0.9±0.05
Blood urea (mg/dL) 31.97±10.85 29.76±6.57
Serum creatinine (mg/dL) 0.89±0.18 0.88±0.11
Fasting plasma insulin
(FPI uIU/ml)

10.54±9.43* 7.43±2.27

Fasting plasma glucose 
(FPG) (mg/dL)

164.1±54.43**** 110.6±7.07

Postprandial glucose
(PPG) (mg/dL)

249.46±79.5**** 130.1±6.7

Hb (g%) 12.05±1.26**** 13.08±0.76
Underweight (<18.5 kg/m2)*** 0 0
Normal range (18.5-22. 9 kg/m2) 16 (32) 26 (52)
Overweight (23-24.99 kg/m2) 22 (44) 24 (48)
Obese (≥25 kg/m2) 12 (24) 0
Waist circumference female
(15) >80 cm

14 (93.33) 11 (73.33)

Waist circumference male
(35) >90 cm

17 (48.57) 11 (31.42)

Values are mean±SD numbers (percentage); P*<0.05, **<0.01, ***<0.001, 
****<0.0001 compared to controls

The clinical parameters of the male and female 
newly diagnosed diabetic patients have been shown 
in Table 2. Diabetic females had a significantly low 
weight (female 62.53 ± 4.66 kg, male 66.49 ± 5.49 kg; 
P < 0.05) and height (female 159.73 ± 4.17 cm, male 
166.94 ± 4.42 cm; P < 0.0001) as compared to their male 
counterparts, but had higher BMI (24.42 ± 2.15 kg/m2) 
as compared to the males (23.73 ± 1.67 kg/m2). There 
was a significant difference between males and 
females with respect to the mean cholesterol (male 
194.87 ± 63.34 bmg/dl, female 162.57 ± 38.37 mg/dl; 
P < 0.05), HDL (male 45.33 ± 13.7 mg/dl, female 
37.66 ± 7.31 mg/dl; P < 0.05), HbA1c (male 11.01 ± 
3.12%, female 9.39 ± 1.73%; P < 0.05), and Hb (male 
11.36 ± 1.17 gm%, female 12.35 ± 1.19 gm%; P < 0.01).

Very few study subjects (5, 10%) had good glycemic 
controls (≤7%). A majority of the subjects (29, 58%) 
had poor glycemic control (>9%). The odds of having 
poor glycemic control in females was twice more than in 
males (OR: 2.10; P = 0.49). A nearly significant inverse 
correlation was found between waist circumferences (WC) 
and HbA1c (r =−26.45; P = 0.05). An inverse correlation 
was obtained between the waist-to-hip ratio (W/H) and 
HbA1c (r =−0.24; P = 0.08), which was not statistically 
significant.

The symptoms present in these study subjects are shown 
in Table 3. Arrhythmia was seen in 4% (2; P < 0.0001) and 
coronary artery disease (CAD) in 10% (5; P < 0.0001) of the 
cases as EKG manifestations, as compared to the controls, 
who lacked in both manifestations. Twenty-six percent (13) 
of the study population was retinopathic. Diabetics 
with retinopathy had significantly high fasting plasma 
glucose (FPG) (191 ± 55.72 mg/dl; P < 0.05) as compared to 
cases with no retinopathy (154.65 ± 51.43 mg/dl) [Table 4].

Prevalence of low ABI was 12% (6; P < 0.001) in 
the study population. Prevalence of low ABI in male 
diabetics (14.28%, 5; P < 0.001) was significantly high, 
as compared to their control counterparts, 2.8% (1). 
A low ABI was seen in 6.6% (1; P < 0.0001) of the 
females, with none of the controls in this low group. 
Low ABI was found to be present six times more in male 
diabetics, as compared to their control counterparts. In 
all the subjects with type 2 diabetes, ABI was positively 
correlated with BMI (R = 0.15; P = 0.28) and systolic 
BP (R = 0.13; P = 0.35). ABI was significantly low in the 
cases, as compared to the controls (cases 0.91, controls 
0.94; P < 0.01).

A significantly high proportion of diabetic males (cases 
65.71%, 23; controls 37.14%, 13; P < 0.05) and 
females (cases 66.66%, 10; controls 26.66%, 4; 

[Downloaded free from http://www.tjmrjournal.org on Friday, May 06, 2016, IP: 122.175.139.210]



Singh, et al.: Type 2 diabetes in central India

94 Tropical Journal of Medical Research |  Vol 17 • Issue 2 •  Jul-Dec 201494

P = 0.06) were anemic. The diabetics had significantly 
low hemoglobin as compared to the controls (cases 
12.05 ± 1.26 mg%, controls 13.08 ± 0.76 gm%; 
P < 0.0001). The mean of hemoglobin (Hb) 
was significantly low in diabetic males (cases 
11.7 ± 0.88 gm%, controls 12.45 ± 0.45 gm%; 
P = 0.007), but there was not much difference in the 
mean for Hb in females (cases 11.36 ± 1.17 gm%, 
controls 11.7 ± 0.12 gm%; P = 0.5). The odds of being 
anemic was three times in male diabetics as compared to 
non-diabetic males (OR = 3.2; P = 0.03) and for female 
diabetic as compared to non-diabetic female it was 
around six (OR = 5.5; P = 0.06). Diabetic males (cases 
50.65 ± 7.6 years, controls 54.54 ± 7.97 years; 
P = 0.15) and females were younger as compared to their 
counterpart controls (cases 51.6 ± 7.32 years, controls 
54.57 ± 4.11 years; P = 0.4).

The lipid profiles of the study subjects are shown 
in Table 5. In the l ipid profi le analysis,  the 
HDL (cases  39.96 ± 10.17 mg/dl ,  controls 
47.64 ± 9.83 mg/dl; P < 0.001) and triglyceride 
values (cases 162.4 ± 60.29 mg/dl, controls 
120.6 ± 21.21 mg/dl; P < 0.0001) were significantly 
deranged in the cases as compared to the controls. 
Prevalence of  dysl ipidemia was s ignif icantly 
high (P = 0.009), 88% in the cases (male-30, 68.1%; 
female-14, 31.8%; P < 0.0001) as compared to 64% in the 
controls (male-21, 65.6%; female-11, 34.37%; P = 0.3). 
Twelve (92.3%) of the retinopathy cases had one or more 
types of dyslipidemia, while 7.6% (1) of the retinopathy 
cases was non-dyslipidemic. Microalbuminuric was found 
among 22% (11) of the subjects.

DISCUSSION

The present study enrolled 50 recently diagnosed 
type 2 diabetic patients and 50 controls (35 males and 
15 females in each group). The mean age of the patients 
was 49.98 ± 8.3 years. The mean age of the subjects is in 
accordance with other Indian studies, from 47-50 years,[6,11] 
however, less than that reported by others.[1,12]

Only 10% of the subjects had good glycemic control 
(HbA1c ≤ 7%) with poor glycemic control (HbA1c > 9%) 
reported in 58% of the cases (females-70% and males-52%). 
It was very low when compared with various studies 
reporting a good glycemic control proportion, varying 
from 31-38%.[13,14] This low proportion was in accordance 
with the studies reporting good glycemic control in only 
7 to 17.6% of the study subjects.[2,15] The mean HbA1c 
of the subjects was 9.95 ± 2.3% (female-11.01 ± 3.12% 
and male -9.39 ± 1.73%), which was also reported in 

Table 3: Presenting symptoms of type 2 diabetic subjects 
from Gwalior, India
Presenting symptom Proportion

Polyuria 15 (30)*
Polyphagia 12 (24)**
Polydipsia 09 (18)***
Tingling and numbness 13 (26)**
Weakness 11 (22)**
Nocturnal enuresis 09 (18)***
Decreased appetite 10 (20)**
Altered sleep 12 (24)**
Blurred vision 13 (26)**
Burning micturition 03 (6)****
Skin manifestation 02 (4)****
Chest pain 05 (10)****
Others 12 (24)**

Complications
Retinopathy 13 (26)**
Nephropathy (Microalbuminuria: 30-300 mg/dl) 11 (22)**
Neuropathy 13 (26)**
CAD 05 (10)****
Arrhythmia 4% (2)****
Risk of PVD (ABI<0.9) 06 (12)****

Numbers (percentage); P*<0.05, **<0.01, ***<0.001, ****<0.0001. 
CAD=Coronary artery disease, PVD=Posterior vitreous detachment, ABI=Ankle-
brachial index

Table 2: Clinical parameters in males and females in the 
newly diagnosed type 2 diabetic subjects
Variables Female (15) Male (35)
Age (years) 48.87±8.18 50.46±8.46
SBP (mm Hg) 120.27±9.19 123±6.6
DBP (mm Hg) 75.73±4.95 77.89±4.47
ABI 0.92±0.03 0.9±0.05
Weight (kg) 62.53±4.66* 66.49±5.49
Height (cm) 159.73±4.17**** 166.94±4.42
BMI (kg/m2) 24.42±2.15 23.73±1.67
Waist circumference (cm) 93.87±9.48 91.8±9.29
WHR 0.92±0.07 0.94±0.05
Blood urea (mg/dl) 34.87±13.03 30.73±9.72
Serum creatinine (mg/dl) 0.85±0.17 0.91±0.18
Cholesterol (mg/dl) 194.87±63.34* 162.57±38.37
HDL (mg/dl) 45.33±13.72* 37.66±7.31
LDL (mg/dl) 126.87±49.01 108.11±30.98
TG (mg/dl) 168.07±53.62 159.97±63.51
HbA1c% 11.01±3.12* 9.39±1.73
FPI (uIU/ml) 13.71±12.57 9.18±7.53
FPG (mg/dl) 180.4±60.25 157.11±51.07
PPG (mg/dl) 260.6±94.53 244.69±73.16
Hbgm% 11.36±1.17** 12.35±1.19
IFG (cases, 100-125 mg/dl) 0 1 (2.85)
Underweight (<18.5 kg/m2) 0 0
Normal range (18.5-22.9 kg/m2) 5 (33.33) 11 (31.42)
Overweight (23-24.99 kg/m2) 5 (33.33) 17 (48.57)
Obese (≥25-kg/m2) 5 (33.33) 7 (20)

Numbers (percentage); P*<0.05, **<0.01, ***<0.001, ****<0.0001, SBP=Systolic 
blood pressure, DBP=Diastolic blood pressure, ABI=Ankle-brachial index, BMI=Body 
mass index, WHR=Waist-hip ratio, HDL=High density lipoprotein, LDL=Low density 
lipoprotein, TG=Triglycerides, FPI=Fasting plasma insulin, FPG=Fasting plasma glucose, 
IFG=Impaired fasting glucoseImpaired fasting glucose
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other studies (7.9 ± 1.6 to 13.1 ± 3.1).[6,15] Females had 
a poorer control than there male counterparts, which is in 
contrast to studies reporting better control in females.[14] 
Non-adherence to the treatment could be a possible 
explanation for the uncontrolled glycemic status of these 
patients, as they are newly diagnosed T2DM subjects. 
Their prolonged disease state, as is evident from the 
significantly high proportion of complications, such as 
retinopathy (26%) and nephropathy (22%), also explains 
their deranged glycemic status. Deranged glycemic 
control in females could be explained by their sedentary 

life style leading to a higher BMI than the males, as also 
the gender inequality being faced by them in the society, 
deterring them from accessing medical care.

A significant proportion of the cases were overweight 
and obese as compared to the controls, with none being 
underweight. The mean values and the prevalence of 
abnormal values of BMI, WC, and WHR were higher in 
the cases than in the controls.[16] The same held true for 
female cases and controls, as compared to their male 
counterparts.[15,17,18] Diabetic females overpower males 
in the proportion of being obese. High mean of BMI in 
females despite being significantly low weight and short 
statured when compared to the males could be explained 
from the bread-winning responsibility of male, with the 
male being the gatekeeper for the outside activity of 
females, confines them to a sedentary lifestyle – the main 
culprit for being overweight and obese, with decreased 
insulin sensitivity.[15,19,20] The high mean of WHR in 
both the sexes was suggestive of central obesity in this 
population.[17] A significantly high proportion of abnormal 
WHR in females was a marker of central obesity and 
a sedentary lifestyle, a plausible cause of a high mean 
of BMI in the female subjects forecasts a toll of insulin 
resistance diabetic female cases in the near future owing 
to decreased insulin sensitivity.[20] High fasting plasma 
glucose (FPG), postprandial plasma glucose (PPG), 
and fasting plasma insulin (FPI) in females, supports 
the notion of high BMI in the studied females, as even 
a unit change in BMI significantly increases the risk of 
developing glucose intolerance.

Predominance of a classic symptom in newly diagnosed 
young diabetics has been reported in previous studies. 

Table 5: Lipid profile with type 2 diabetes subjects from Gwalior, India
Characteristics Cases (50) Controls (50) Total

Male (35) Female (15) Male (35) Female (15) Cases (50) Controls (50)
TC>200 (mg/dl) 4 (11.4) 6 (40)* 2 (5.7) 1 (6.6) 10 (20) 3 (6)
LDL>100 (mg/dl) 20 (57.1) 12 (80) 20 (57.4) 10 (66.6) 32 (64)*** 30 (60)
HDL<40 (mg/dl) 24 (68.5) 6 (40) 7 (20) 3 (20) 30 (60)**** 10 (20)
TG>150 (mg/dl) 19 (54.2) 8 (53.3) 1 (2.8) 2 (13.3) 27 (54)**** 3 (6)
Pattern of dyslipidemia

High LDL-c 0 0 14 (40) 6 (40) 0**** 20 (40)
Low HDL-c 5 (14.2) 2 (13.2) 1 (2.8) 0 7 (14) 1 (2)
High TG 2 (5.7) 0 0 1 (6.6) 2 (4) 1 (2)
High LDL-c+High TG 3 (8.5) 3 (20) 0 1 (6.6) 6 (12) 1 (2)
High LDL-c+Low HDL-c 4 (11.4) 1 (6.6) 5 (14.2) 2 (13.2) 5 (10) 7 (14)
High TG+Low HDL-c 4 (11.4) 0 1 (2.8) 0 4 (8) 1 (2)
High TC+High LDL-c+Low HDL-c+High TG 2 (5.7) 0 0 0 2 (4) 0
TC (mg/dl) 172.26±48.9 170.74±17.82
HDL-c (mg/dl) 39.96±10.17*** 47.64±9.83
LDL-c (mg/dl) 113.74±37.78 104.58±18.87
TG (mg/dl) 162.4±60.29**** 120.6±21.21

Values are mean±SD HDL-C=High-density lip oprotein cholesterol, LDL-c=Low-density lipoprotein cholesterol, TC=Total cholesterol, TG=Triglycerides, Numbers (percentage), 
P*<0.05, **<0.01, ***<0.001, ****<0.0001

Table 4: Profile of type 2 diabetics with retinopathy and 
without retinopathy from Gwalior, India
Variables Retinopathy Without retinopathy
Age (years) 48.85 8.87 50.38 8.22
SBP (mm hg) 123.08±8.82 122.54±7.18
DBP (mm hg) 76.77±5.75 77.41±4.32
BMI (Kg/m2) 24.05 2.08 23.9 1.77
ABI 0.92±0.02 0.9±0.05
Hb (mg/dl) 11.9±1.32 12.11±1.25
Male (Hb<13 mg/ld) 4 (17.3) 19 (82.6)
Female (Hb<12 mg/dl) 4 (40) 6 (60)
HbA1c% 10.68±2.56 9.57±2.25
FPI (uIU/ml) 12.97±11.77 9.57±8.5
FPG (mg/dl) 191±55.72* 154.65±51.43
PPG (mg/dl) 282.62±108.24 237.81±64.51
TC (mg/dl) 178.92±51.28 169.92±48.55
HDL (mg/dl) 40.08±8.16 39.92±1.89
LDL (mg/dl) 118.69±42.05 112±36.63
TG (mg/dl) 149.38±52.25 166.97±62.88

Values are mean±SD, HDL-C=High-density lipoprotein cholesterol, LDL-c=Low-density 
lipoprotein cholesterol, TC=Total cholesterol, TG=Triglycerides, Numbers (percentage), 
P*<0.05. SBP=Systolic blood pressure, DBP=Diastolic blood pressure, ABI=Ankle-
brachial index, BMI=Body mass index, HDL=High density lipoprotein, LDL=Low density 
lipoprotein, FPI=Fasting plasma insulin, FPG=Fasting plasma glucose, IFG=Impaired 
fasting glucose, PPG=Postprandial plasma glucose
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The presence of classical symptoms of diabetes on 
back-foot in the studied subject suggests that the disease 
might be on a track of changing its trend. The second 
explanation could be late presentation to clinics due 
to treatment disparities. This study reported a high 
prevalence of microvascular complications dominated 
by retinopathy (26%) and peripheral neuropathy (26%) 
over nephropathy (22%), and followed by others, also 
reported previously.[11,21] The prevalence of peripheral 
vascular disease was similar to other studies.[22] A high 
prevalence of retinopathy in the present study was 
in accordance with the other studies from India.[23] 
A male preponderance was reported in the prevalence 
of retinopathy (male-53.84%, female-46.15%), with an 
unclear reason, requiring further investigation.[23] The 
diabetics with retinopathy were young, having poor 
glycemic control, a significantly high FPG, with less 
prevalence of anemia, and high ABI, as compared to those 
without retinopathy; 92.3% of the retinopathic cases 
were dyslipidemic, as compared to the non-retinopathy 
cases, suggesting that derangement of the lipid profile 
was a risk for retinopathy. The mean of the fasting plasma 
glucose was significantly higher in those with retinopathy 
than in those without retinopathy, but there was no such 
difference for blood pressure. The significance of the 
findings lies in the fact that presently India comprises 
of more than 31.7 million diabetics, which would 
translate to a figure of around 8.3 million with diabetic 
retinopathy (DR) in the light of present DR frequency of 
26%, as found in the study.

The prevalence of nephropathy was too high when 
compared with the existing studies, but was in accordance 
with the findings of Singh et al.[11,23] The prevalence of 
nephropathy was close to retinopathy and neuropathy, in 
contrast to the previous studies, which reported very less 
prevalence of the other two in similar age group subjects.[24] 
The possible explanation for this unusual finding could 
be that the rate of progression of nephropathy was 
high, or these patients could have had an early onset of 
disease or could be presenting late to the clinic. This close 
prevalence of nephropathy to retinopathy might be used 
in the prediction of a high-risk of concomitant diabetic 
neuropathy (DN) in patients with DR.

The parallel progression of DR and DN is evident from 
the existing evidences, which suggest that one could be a 
predictor of the other.[25] Therefore, all patients with DR 
must be considered as having a high-risk of development 
and progression to DN, with close monitoring for DN. 
No association has been found among dyslipidemia and 
nephropathy in the present study, which is consistent with 
the previous reports, but not consistent with two large 
prospective studies.[26,27]

The prevalence of low ABI (<0.90) was found to be 
significantly high in our study population. A significant 
difference in the mean of ABI in the cases and 
controls suggested a high risk of posterior vitreous 
detachment (PVD) in the studied population.[28] A positive 
association of ABI with BMI was seen, which was 
in accordance with the other reports.[29] Our study 
reported a negative association of ABI with systolic 
blood pressure (SBP), which was contrary to the findings 
published.[29] A high prevalence of ABI and its low mean 
in male cases and controls, as compared to females, 
suggested that the males were more vulnerable to the 
development of PVD.[30] Hence, a low ABI should be 
considered seriously, as it could act as a perfect screening 
tool for the prediction of cardiovascular disease and PVD 
in these patients, prior to their development.[28,31]

A significantly high proportion of diabetic males (cases 
65.71%, 23; controls 37.14%, 13; P < 0.05) and 
females (cases 66.66%, 10; controls 26.66%, 4; P = 0.06) 
were anemic. Studies suggested that anemia, a common 
complication, was more prevalent in persons with 
diabetes.[32] The mean of the hemoglobin (Hb) was 
significantly low in diabetic males, but there was not much 
difference in the mean for the Hb in females. Diabetic 
males were three times more prone to be anemic then 
non-diabetic males and it was six times for the diabetic 
females. Anemic diabetic males and females were younger 
than their non-diabetic counterparts, suggesting an earlier 
onset of kidney disease leading them to anemia. Anemia 
can lead to falsely low HbA1c levels, which may result 
in the undertreatment of hyperglycemia, which in turn 
will contribute to the progression of both microvascular 
and macrovascular diabetic complications.[33] Therefore, 
an investigation for the presence of anemia should be 
done in such cases.

The lipid profile was significantly deranged in the studied 
population.[11,14] Dyslipidemia was present in 88% of 
the cases, as compared to 66% of the controls. The 
proportion of individual dyslipidemia reported in our 
study was higher than in other studies.[17] Overall the most 
prevalent form of dyslipidemia was high LDL-c, with low 
HDL-c among cases and high LDL-c among controls, in 
contrast to other reports, with certain supportive clues 
suggesting high LDL-c in diabetics.[15,34-37] The males were 
significantly more dyslipidemic than females in both cases 
and controls. The most prevalent form of dyslipidemia 
in diabetic males was low HDL-c, while in females it was 
high LDL-c and high TG. In the control group, for both the 
genders, high LDL-c was the prevailing condition. In the 
control group, both the males and females had an equal 
proportion of derangement for the lipid profile.
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The pattern of dyslipidemia in our study differs from 
the typical diabetic dylipidemia (namely, high TG and 
low HDL with no difference in the level of TC and LDL) 
as reported in many studies.[38] More than 60% of the 
patients had low HDL-c with a female predominance 
for it.[15,17] A high cardiovascular risk (CV) risk is suggested 
in this population, as HDL-c is a powerful predictor in 
diabetes.[39] A high mean of TC, TG, LDL-c, and HDL-c in 
diabetic females is supported by other studies for LDL-c 
and TG, but it is different for HDL-c. Reports from Kuwait 
and Malaysia suggest a worldwide variability in the lipid 
profile of diabetics.[18]

CONCLUSION

The present study comprised of 50 recently diagnosed 
type 2 diabetes mellitus patients, with 50 controls 
matched for age and sex. Only 10% of the subjects had 
good glycemic control as compared to other studies 
reporting the proportion varying from 31-38%. Females 
had a poorer control than their male counterparts. 
Diabetic females were greater in number than the 
males in proportion of being obese. The presence of 
classical symptoms of diabetes on the back-foot in the 
studied subject suggests that the disease might be on 
the track of changing its trend or could be due to the 
late presentation to clinics due to treatment disparities. 
A study reported a high prevalence of microvascular 
complications, dominated by retinopathy (26%) and 
peripheral neuropathy (26%) over nephropathy (22%), 
followed by others. The significance of the findings lies 
in the fact that presently India comprises of more than 
31.7 million diabetics, which would translate to a figure 
of around 8.3 million with DR, in light of the present DR 
frequency of 26%, as found in this study. The pattern of 
dyslipidemia in our study differs from typical diabetic 
dyslipidemia (namely high TG and low HDL, with no 
difference in the level of TC and LDL), as reported in 
many studies. Diabetic males are three times more prone 
to be anemic than non-diabetic males and it is six times 
for diabetic females. Anemia can lead to falsely low 
HbA1c levels, which may result in the undertreatment 
of hyperglycemia, which in turn will contribute to the 
progression of both microvascular and macrovascular 
diabetic complications. Therefore, an investigation for 
the presence of anemia should be done in such cases.

Strength and limitations of the study

The strength of the study is that it has age-and 
sex-matched controls for each case. Unavailability of local 
data from the study area is another strength of the study, 
as there is no recent published data from the area to the 
best of our knowledge. Being a hospital-based study; the 
prevalence of the certain findings may be high, due to 

reporting of the population at a late stage, therefore, the 
study may not reflect the whole picture of the problem 
in the community.

Any conflicts of interest relevant to this manuscript are nil.

Ajay Pal Singh, contributed to the study concept and 
design, and wrote the manuscript. Sandeep Singh, Manish 
Kishore Multani and Ashish Purohit contributed to the 
study concept and design, analysis, interpretation of the 
data, and drafting of the manuscript.

REFERENCES

1. Barma PD, Ranabir S, Prasad L, Singh TP. Clinical and biochemical 
profi le of lean type 2 diabetes mellitus. Indian J Endocrinol 
Metab 2011;15 Suppl 1:S40-3.

2. Patel M, Patel IM, Patel YM, Rathi SK. A hospital-based 
observaƟ onal study of type 2 diabeƟ c subjects from Gujarat, 
India. J Health Popul Nutr 2011;29:265-72.

3. Ramachandran A, Snehalatha C, SheƩ y AS, Nanditha A. Trends 
in prevalence of diabetes in Asian countries. World J Diabetes 
2012;3:110-7.

4. Ebrahim S, Kinra S, Bowen L, Andersen E, Ben-Shlomo Y, 
Lyngdoh T, et al. Indian MigraƟ on Study Group. The eff ect of 
rural-to-urban migration on obesity and diabetes in India: 
A cross-secƟ onal study. PLoS Med 2010;7:e1000268.

5. Hoet JJ, Tripathy BB. Report of the internaƟ onal workshop 
on types of diabetes peculiar to the tropics. Diabetes Care 
1996;19:1014.

6. Agrawal RP, Ranka M, Beniwal R, Gothwal SR, Jain GC, 
Kochar DK, et al. Prevalence of micro and macro vascular 
complicaƟ ons in type 2 diabetes and their risk factors. Int J 
Diabetes Dev Ctries 2004;24:11-6.

7. American Diabetes AssociaƟ on. Standards of medical care in 
diabetes–2008. Diabetes Care 2008;31 Suppl 1:S12-54.

8. Chobanian AV, Bakris GL, Black HR, Cushman WC, Green LA, 
Izzo JL Jr, et al. NaƟ onal Heart, Lung, and Blood InsƟ tute Joint 
NaƟ onal CommiƩ ee on PrevenƟ on, DetecƟ on, EvaluaƟ on, and 
Treatment of High Blood Pressure; NaƟ onal High Blood Pressure 
EducaƟ on Program CoordinaƟ ng CommiƩ ee. The seventh report 
of the Joint NaƟ onal CommiƩ ee on PrevenƟ on, DetecƟ on, 
EvaluaƟ on, and Treatment of High Blood Pressure: The JNC 7 
report. JAMA 2003;289:2560-72.

9. Expert Panel on DetecƟ on, EvaluaƟ on, and Treatment of High 
Blood Cholesterol in Adults. ExecuƟ ve summary of the third 
report of The NaƟ onal Cholesterol EducaƟ on Program (NCEP) 
Expert Panel on DetecƟ on, EvaluaƟ on, and Treatment of High 
Blood Cholesterol in Adults (Adult Treatment Panel III). JAMA 
2001;285:2486-97.

10. Misra A, Chowbey P, Makkar BM, Vikram NK, Wasir JS, 
Chadha D, et al. Consensus statement for diagnosis of obesity, 
abdominal obesity and the metabolic syndrome for Asian Indians 
and recommendaƟ ons for physical acƟ vity, medical and surgical 
management. J Assoc Physicians India 2009;57:163-70.

11. Sinharoy K, Mandal L, ChakrabarƟ  S, Paul UK, Bandyopadhyay R, 
Basu AK. A study on clinical and biochemical profi le of low 
body weight type 2 diabetes mellitus. J Indian Med Assoc 
2008;106:747-50.

[Downloaded free from http://www.tjmrjournal.org on Friday, May 06, 2016, IP: 122.175.139.210]



Singh, et al.: Type 2 diabetes in central India

98 Tropical Journal of Medical Research |  Vol 17 • Issue 2 •  Jul-Dec 201498

12. Mukhyaprana MP, Vidyasagar S, Shashikiran J. Clinical prolife 
of type 2 diabetes mellitus and body mass index. Is there any 
correlaƟ on? Calicut Med J 2004;2:e3.

13. Al-Kaabi J, Al-Maskari F, Saadi H, Afandi B, Parkar H, Nagelkerke N. 
Assessment of dietary pracƟ ce among diabeƟ c paƟ ents in the 
United Arab Emirates. Rev Diabet Stud 2008;5:110-5.

14. Agarwal AK, Singla S, Singla S, Singla R, Lal A, Wardhan H, et al. 
Prevalence of coronary risk factors in type 2 diabeƟ cs without 
manifestations of overt coronary heart disease. J Assoc 
Physicians India 2009;57:135-42.

15. Al-Sultan F, Najah Al-Zanki. Clinical epidemiology of type 2 
diabetes in Kuwait. Kuwait Med J 2005;37:98-104.

16. Vikram NK, Tandon N, Misra A, Srivastava MC, Pandey RM, 
Mithal A, et al. Correlates of type 2 diabetes mellitus in children, 
adolescents and young adults in north India: A multisite 
collaboraƟ ve case-control study. Diabet Med 2006;23:293-8.

17. Gupta S, Kapse A. Lipid profi le paƩ ern in diabeƟ cs from central 
India. Int J Diabetes Dev Ctries 2001;21:138-45.

18. Abdel-Aal NM, Ahmad AT, Froelicher ES, Batieha AM, 
Hamza MM, Ajlouni KM. Prevalence of dyslipidemia in paƟ ents 
with type 2 diabetes in Jordan. Saudi Med J 2008;29:1423-8.

19. Singh S, Badaya S. Factors infl uencing uptake of cervical cancer 
screening among women in India: A hospital based pilot study. 
J Community Med Health Educ 2012;2:157.

20. Henriksson J. Influence of exercise on insulin sensitivity. 
J Cardiovasc Risk 1995;2:303-9.

21. Javanbakht M, Abolhasani F, Mashayekhi A, Baradaran HR, 
Jahangiri noudeh Y. Health related quality of life in paƟ ents 
with type 2 diabetes mellitus in Iran: A naƟ onal survey. PLoS 
One 2012;7:e44526.

22. Mohan V, Deepa R, Rani SS, Premalatha G; Chennai Urban 
Population Study (CUPS No. 5). Prevalence of coronary 
artery disease and its relationship to lipids in a selected 
population in South India: The Chennai Urban Population 
Study (CUPS No. 5). J Am Coll Cardiol 2001;38:682-7.

23. Narendran V, John RK, Raghuram A, Ravindran RD, 
Nirmalan PK, Thulasirajet RD, et al. DiabeƟ c reƟ nopathy among 
self-reported diabeƟ cs in southern India: A populaƟ on based 
assessment. Br J Ophthalmol 2002;86:1014-8.

24. John L, Ganesh A, John G, Raju JM, Kirubakaran MG, Shastry JC. 
Clinical profile of Indian non-insulin-dependent diabetics 
with nephropathy and renal failure. Diabetes Res Clin Pract 
1989;7:47-50.

25. Girach A, VignaƟ  L. DiabeƟ c microvascular complicaƟ ons–can 
the presence of one predict the development of another? 
J Diabetes ComplicaƟ ons 2006;20:228-37.

26. Zheng W. Factor analysis of diabeƟ c reƟ nopathy in Chinese 
paƟ ents. Diabetes Res Clin Pract 2011;92:244-52.

27. Klein BE, Moss SE, Klein R, Surawicz TS. The Wisconsin 
epidemiologic study of diabeƟ c reƟ nopathy. XIII. RelaƟ onship 
of serum cholesterol to retinopathy and hard exudate. 
Ophthalmology 1991;98:1261-5.

28. Cui R, Iso H, Yamagishi K, Tanigawa T, Imano H, Ohira T, et al. 
Ankle-arm blood pressure index and cardiovascular risk factors 
in elderly Japanese men. Hypertens Res 2003;26:377-82.

29. Doza B, Kaur M, Chopra S, Kapoor R. Cardiovascular risk factors 

and distribuƟ ons of the ankle-brachial index among type 2 
diabetes mellitus paƟ ents. Int J Hypertens 2012;2012:485812.

30. Cheanvechai V, Harthun NL, Graham LM, Freischlag JA, 
Gahtan V. Incidence of peripheral vascular disease in women: 
Is it different from that in men? J Thorac Cardiovasc Surg 
2004;127:314-7.

31. Hirsch AT, Haskal ZJ, Hertzer NR, Bakal CW, Creager MA, 
Halperin JL, et al. ACC/AHA 2005 guidelines for the management 
of paƟ ents with peripheral arterial disease (lower extremity, 
renal, mesenteric, and abdominal aorƟ c): ExecuƟ ve summary 
a collaborative report from the American Association for 
Vascular Surgery/Society for Vascular Surgery, Society for 
Cardiovascular Angiography and Interventions, Society for 
Vascular Medicine and Biology, Society of Interventional 
Radiology, and the ACC/AHA Task Force on Practice 
Guidelines (WriƟ ng CommiƩ ee to Develop Guidelines for the 
Management of Patients with Peripheral Arterial Disease) 
endorsed by the American AssociaƟ on of Cardiovascular and 
Pulmonary Rehabilitation; National Heart, Lung, and 
Blood InsƟ tute; Society for Vascular Nursing; TransAtlanƟ c 
Inter-Society Consensus; and Vascular Disease FoundaƟ on. J Am 
Coll Cardiol 2006;47:1239-312.

32. Khandekar R, Mohammed AJ. Visual disabiliƟ es among diabeƟ cs 
in Oman. Saudi Med J 2005;26:836-41.

33. StraƩ on IM, Kohner EM, Aldington SJ, Turner RC, Holman RR, 
Manley SE, et al. UKPDS 50: Risk factors for incidence and 
progression of reƟ nopathy in type II diabetes over 6 years from 
diagnosis. Diabetologia 2001;44:156-63.

34. Barnett AH, Dixon AN, Bellary S, Hanif MW, O’Hare JP, 
Raymond NT, et al. Type 2 diabetes and cardiovascular risk in 
the UK south Asian community. Diabetologia 2006;49:2234-46.

35. Ramachandran A, Snehalatha C, Satyavani K, Sivasankari S, 
Vijay V. Metabolic syndrome in urban Asian Indian adults: 
A populaƟ on study using modifi ed ATP III criteria. Diabetes Res 
Clin Pract 2003;60:199-204.

36. Al-Adsani A, Memon A, Suresh A. PaƩ ern and determinants of 
dyslipidaemia in type 2 diabetes mellitus paƟ ents in Kuwait. 
Acta Diabetol 2004;41:129-35.

37. Grant RW, Meigs JB. Prevalence and treatment of low HDL 
cholesterol among primary care paƟ ents with type 2 diabetes: 
An unmet challenge for cardiovascular risk reducƟ on. Diabetes 
Care 2007;30:479-84.

38. Hammoudeh AJ, Haddad J, Al-Mousa E. Is dyslipidemia in Middle 
Eastern paƟ ents with type 2 diabetes mellitus diff erent from 
that in the west? The Jordan hyperlipidemia and related targets 
study (JoHARTS-3). Clin Diabetes 2006;5:128-31.

39. Hokanson JE, AusƟ n MA. Plasma triglyceride level is a risk 
factor for cardiovascular disease independent of high-density 
lipoprotein cholesterol level: A meta-analysis of populaƟ on-based 
prospecƟ ve studies. J Cardiovasc Risk 1996;3:213-9 .

How to cite this article: Singh S, Singh AP, Multani MK, Purohit A. 
Clinical and biochemical profi le of Indians with type 2 diabetes 
mellitus: A problem lurking for India. Trop J Med Res 2014;17:91-8.
Source of Support: Nil, Confl ict of Interest: None declared.

[Downloaded free from http://www.tjmrjournal.org on Friday, May 06, 2016, IP: 122.175.139.210]


