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Asian Indians are known to have very high rates of diabetes1,2 
and premature coronary artery disease.3 Diabetes leads to 

both macro and microvascular complications. For assessment 
of macrovascular complications, carotid intima media thickness 
(CIMT), is a well-standardized surrogate marker for assessing 
cardiovascular risk, and it is well accepted as a parameter of 
subclinical atherosclerosis. CIMT is a strong predictor of future 
cardiovascular events and is associated with conventional 
markers of cardiovascular risk such as age, hypertension and 
dyslipidemia.4 Earlier studies have documented a significant 
role of CIMT in cardiovascular disease prediction in both non-
diabetic and diabetic populations.5 Studies have shown that in 
Asian Indians there is an association between increased CIMT 
and type 2 diabetes, CIMT significantly higher in diabetic 
patients than in non diabetic subjects6,7 and also demonstrated 
that subclinical atherosclerosis increases with increasing degrees 
of glucose intolerance.8 This underscores the need for detecting 
early changes of atherosclerosis in type 2 diabetic subjects. 
Consequently, assessment of carotid atherosclerosis by means 
of CIMT ultrasound measurement is rapidly becoming an 
accepted way to detect generalized atherosclerosis. In addition, 
studies have shown that microvascular complications including 
retinopathy, nephropathy and neuropathy are independently 
associated with atherosclerosis in type 2 diabetes.9-11 However, 
there have so far been very few studies demonstrating the 
association between cardiac autonomic neuropathy (CAN) and 
atherosclerosis in Asian type 2 diabetic subjects. 

The article by Sinha et al12 in this issue of the Journal asks 
the question whether there is any correlation between CAN and 
CIMT in type 2 diabetic patients. The authors studied 84 diabetic 
patients admitted in medical wards of Medical College, Kolkatta 
in western India. The study shows that nearly 43% of the study 
patients were detected to have CAN, assessed by five clinical 
tests. The investigators use mutilpe logistic regression analysis 
and conclude that duration of diabetes, high LDL cholesterol, 
low HDL cholesterol, fasting blood sugar and CIMT (≥0.69 mm) 
influence the development of CAN. The finding that CIMT is 
significantly higher in subjects with CAN compared with those 
without CAN is not surprising as their duration of diabetes 
is significantly high compared to those without CAN. This is 
similar to studies conducted by Gottsäter et al13,14 in people with 
type 2 diabetes.  The authors also conclude that CIMT ≥0.69 mm 
had a sensitivity of 94% and specificity of 87.5% for detecting 
development of CAN and this cut point was associated with 
development of various CAN function tests in their diabetic 
population. This study has thus shown that a relationship does 
exist between CAN and CIMT. Further studies are needed to see 
if CAN has a role in the occurrence and progression of CIMT 
in diabetic patients. 

Another article by Gayathiri et al,15 in this issue of the journal, 
was carried out to study the correlation between CIMT with 
risk factors for atherosclerosis and atherosclerotic events in 44 
type 2 diabetes mellitus patients at the Department of General 
Medicine, Calicut Medical College in south India. The authors 
report that CIMT was significantly higher in those type 2 diabetic 
patients who had atherosclerotic events than in those patients 
who had no atherosclerotic events. It was also reported that waist 
hip ratio was significantly higher among those with increased 
CIMT compared with those who had normal CIMT, emphasizing 
the emerging concept of central obesity. The risk factors for 
increased CIMT in patients with diabetes seem to be variable in 
various studies. In this study age, smoking and dyslipidemia did 
not show any association with CIMT. However, the findings that 
diabetic patients with atherosclerotic events had significantly 
higher CIMT compared to those who had only risk factors for 
atherosclerosis are of great concern. Though, the results of this 
study may not be novel, as they are well known and widely 
documented in larger and better powered studies,16,17  they still 
add to the body of knowledge on the factors associated with 
increase in CIMT  in type 2 diabetes mellitus.

From the above two studies it can be inferred that 
CIMT measurement is an effective, noninvasive tool which 
can assist in identifying people with diabetes who are at 
higher risk of developing microvascular and macrovascular 
complications. The results emphasize the possible common or 
interacting pathogenetic mechanisms in the onset/progression 
of microvascular and macrovascular complications. The main 
limitations of the two studies are their small sample size and that 
they are not representative of the general population. Studies 
with large sample sizes and more importantly prospective 
longitudinal follow-up studies are needed to confirm such 
associations.
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