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ABSTRACT Background: Diabetic retinopathy (DR) is a major cause of visual loss worldwide. DR presents in
10% of persons with diabetes Although hyperglycemia and hypertension are cleary involved in the pathogenesis of
DR , other risk factors and pathogenetic pathways are not fully elucidated despite substantial research. Objective:
This study was planned to look for a relationship between moncyte chemotactic protein- 1(MCP-1) levels in the
aqueous humor and serum and diabetic retinopathy (DR) , also to evaluate the possible role of serum nitrite and Creactive protein (CRP) in the development of DR. subjects& methods: The study included 90 type-2 diabetic
patients, 45 of them complicated with non proliferative diabetic retinopathy(NPDR)(group1) and 45 patients had
proliferative diabetic retinopathy (PDR) (group 2), as well as 42 healthy subjects served as control group (group 3) .
All subjects were subjected to complete clinical examination, thorough ocular examination including
ophthalmoscope and proper investigations with stress on lipid profile , fasting, 2hour postprandial blood glucose,
HbA1c , serum MCP-1, serum CRP, serum nitrite and aqueous MCP-1 Results:A significant increase in the
aqueousMCP-1 level was detected in patients with diabetic retinopathy when compared with control group
(P=0.014). There was nonsignificant difference in aqueous MCP-1 in – between both groups of DR (P=0.624). On
the other hand , there was nonsignificant difference in serum MCP-1 between patients with DR and control group
(P=0.086). There was a very highly significant increase in the serum nitrite level in patients with DR when
compared with control group (P<0.001), also a very highly significant increase in the sprum nitrite level was
detected in PDR group compared with NPDR group (P<0.001). On the other hand, there was nonsignificant
difference in serum CRR level between patients with DR and control group (P=0.86). There were significant
increases in the serum cholesterol , serum triglyceride, serum LDL levels while there was significant decrease in
serum HDL level in patients with diabetic retinopathy when compared with the control group. Also , a highly
significant positive correlation was found between serum MCP-1 and HbA1c level in patients with DR.
conclusion:MCP-1 in the aqueous humor as a marker is diagnostic for DR rather than its severity , also the role of
nitric oxide in DR not only confined to the development but also to the progression of the disease.
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strategies for prevention and treatment of DR.
Studies have shown that DR has prominent features
of chronic, subclinical inflammation. (2)
It was found by fudus examination and specific
cytokines level assessment that cytokines directly
take part in pathogenesis of retinopathy before
clinical manifestation. (3)
Monocyte chemotactic protein-1 (MCP-1), also
known as monocyte chemoattractant and activating
factor (MCAF), is one of chemokines which initially
identified as the most important chemoattractant for
monocytes and macrophages. (4) It has been shown
now to attract as well activated T cells, natural killer
(NK) cells and basophiles. MCP-1 is produced and
secreted by a variety of cells such as vascular
endothelial cells, vascular smooth muscle cells,
monocytes, and fibroblasts in response to specific

1. Introduction
Cardiovascular Complications are the leading
cause of morbidity and mortality in patients with
diabetes mellitus; up to 80% of deaths in patients
with diabetes are closely associated with vascular
disease
affecting
microcirculation
or
macrocirculation. (1)
Diabetic retinopathy (DR) is one of the most
common complications of diabetes. This devastating
disease is a leading cause of blindness in people of
working age in industrialized countries and affects
the daily lives of millions of people. Despite tight
glycemic control, blood pressure control and lipidlowering therapy, the number of DR patients keeps
growing and therapeutic approaches are limited. (2)
Moreover, there are significant limitations and side
effects associated with the current therapies. Thus
there is a great need for development of new
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stimuli. MCP-1 mediates its function through
interacting with chemokine receptor CCR2 (4,5)
Retinal ischemia due to capillary occlusion plays a
crucial role in pathogenesis of DR. One of the possible
mechanisms of capillary occlusion is an increase in
adhesion of macrophages to the endothelium. Experimental
studies have shown association between macrophages
activation and retinal angiogenesis (6) In addition,
immunohistochemical analysis determined the presence of
intraocular macrophages in the human proliferative epiretinal
membrane secondary to DR (7). Also, hypoxia was found to
increase MCP-1 mRNA and protein expression in a mouse
model with hypoxia-induced ocular neovascularization, and
that the injection of anti-MCP-1 antibodies depressed the
inflammatory neovascularization in this model(8)
Human retinal pigment epithelial cells have been
shown to express chemokines including MCP-1,
accounting for the majority of monocyte chemotactic
activity in supernatants of human retinal pigment
epithelial cells which are stimulated with IL-l and
TNF-α suggesting the possibility that MCP-1 is
involved in pathogenesis of DR (9).
Nitric oxide (NO) is a free radical of low
molecular weight with an unshared electron that can
regulate an ever-growing list of biological processes.
It is present practically in all tissues. It defuses easily
across cell membranes because its lipophilic
properties (10).
NO is extremely unstable and easily oxidized
causing difficult in vivo measurement, so evaluation
of the stable NO end products nitrite (N02-) and
nitrate (N03-) collectively in biologic fluid is used to
estimate NO production (11).
Endothelial
dysfunction
with
increased
generation of oxygen-derived free radicals is a
critical
factor,
and
endothelium-dependent
vasodilatation is impaired in both types of DM (12).
Vascular endothelial dysfunction develops in
large part as a consequence of acquired defects of
nitric oxide (NO) signaling (13).
NO plays at least two critical and competing
roles: vasoregulatory signaling and detoxification of
ROS " Reactive oxygen species". As hyperglycemia
induces the generation of ROS by several
mechanisms including formation of AGE " advanced
glycation end products", lipid peroxidation and also
dysregulation of transition metals that serve as
catalysts for autooxidation, this large amount of ROS
alters the utilization of NO from vasoregulatory tasks
such as vasodilation and thrombolysis to
detoxification. This shift results in local oxidative
tissue injury and impaired NO mediated vasodilation
(13)
.
Therefore, measurement of serum NOx (stable
oxidized metabolites) in patients may be useful for
understanding the status and pathophysiology of
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inflammatory diseases and those in which
inflammation is a component(14).
Elevated intraocular nitric oxide (NO) has been
reported in DR (15). Also the activity of nitric oxide
synthase (NOS) has been documented to be increased
in the retina of diabetic rats compared with normal
rats(16).
Chronic inflammation emerges as a potential
mediator of microvascular complications of diabetes
including DR(17). As a marker of systemic inflammation
C-reactive protein (CRP) is produced by hepatocytes
under the influence of cytokines especially IL-6 which is
a proinflammatory cytokine proved to be increased in DR
(18)
.
CRP has pleiotropic effects, both "proinflammatory" and "antiinflammatory" activities have
been described. In addition to the antiinflammatory
effects, CRP has been shown to induce the expression
of interleukin-1 receptor antagonist and increase
release of the antiinflammatory cytokine interleukin10 while repressing synthesis of interferon- gamma
(19).
CRP also activates complement, enhances
phagocytosis, up-regulates the expression of adhesion
molecules in endothelial cells, inhibits endothelial
nitric-oxide synthase expression in aortic endothelial
cells (20).
The net effect of CRP-mediated complement
activation is that CRP can participate in host defense
systems while limiting the potentially damaging
inflammatory effects of the late stage complement
components (21).
CRP as an inflammatory biomarker was found to
be involved in endothelial dysfunction and
atherogenesis and has been associated with
macrovascular
disease and
the nonocular
microvascular complications of diabetes (22). Data on
a possible association of CRP with DR, however, are
sparse, and results from limited studies have been
inconsistent (23).
So this study was planned to look for a relationship
between MCP-1 levels in the aqueous humor and serum
and diabetic retinopathy, also to evaluate the possible role
of serum nitrite and CRP in the development of diabetic
retinopathy.
2. Subjects and Methods:
This study was carried out in the departments of
Internal medicine, Ophthalmology and Biochemistry,
Faculty of medicine, Zagazig University.
The study was conducted on 132 subjects with
immature cataract (54 males and 78 females)
including 90 patients with type 2 DM complicated by
diabetic retinopathy (DR) and 42 healthy subjects.
They were divided into the following groups :
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Group 1 : It included 45 patients of non proliferative
diabetic retinopathy (NPDR), 18 males and 27
females . The duration of diabetes was between 914 years with a mean value ± SD of (3.15 ± 1.66),
their ages were between 52-75 years with a mean
value ± SD of (60.7 ± 6).

- Lipid profile ( HDL, LDL, triglycerides and total
cholesterol)
- Fasting and 2 hour postprandial blood glucose.
- Glycosylated haemoglobin (HbA1c)
- Serum MCP-1 by ELISA (enzyme linked immunosorbant
assay),serum nitrite by colorimetric assay using Griess
reaction and serum CRP by turbidimetry ; all of these
markers measured from fasting venous blood samples
taken in the morning after 12 hours fast.
-Aqueous MCP-1 : 100 ul of aqueous humor samples were
aspirated at the start of cataract surgery and they were kept
frozen at - 20 0C until the time of estimation of MCP-1 by
ELISA according to the method of Akoun etal (26)

Group 2 : It comprised 45 patients of proliferative
diabetic retinopathy (PDP), 24 males and 21
females. The duration of diabetes was between
10-16 years with a mean value ± SD of (12.72 ±
3.23) , their ages range from 54-73 years with a
mean value ± SD of (63 ± 5.2).
Group 3: It included 42 healthy subjects with
immature cataract , 12 males and 30 females,
of matched age as diabetic patients with a
mean value ± SD (61.57 ± 9.6).
Patients were randomly recruited from those
attending the diabetes outpatient clinic of Zagazig
University hospitals.

Statistical analysis:
Data analyzed by WINPEP statistical program. All
data are expressed as means ± SD. Analysis of trends was
performed using linear regression.
When comparing two groups, a student's test was
used , and to analyze data among groups of three or more
, a one way ANOVA was performed and secondary
analysis was performed with the student's test with
Bonferroni correction .

After being informed on the purpose and
procedures of the study, all subjects signed an
informed consent form.
Type 2 DM was diagnosed according to American
Diabetes Association Guidelines for diagnosis and
classification of DM (24) .
Diabetic retinopathy was diagnosed according to
the history and ophthalmoscopic examination and
fluorescine angiography after pupillary dilatation,
retinopathy was scored into non proliferate and
proliferate types (25) .
The following criteria were considered as
exclusion criteria : prior ocular surgery , history of
intraocular inflammation, history of intraocular
ischemia due to causes other than diabetic
retinopathy , hypertension, hepatic and renal diseases.

3. Results
Table (1): Comparison between aqueous MCP-1
levels in different groups of the study:
There is a significant increase in the aqueous
MCP-1 level in patients with diabetic retinopathy
when compared with control group (P=0.014). Also a
significant increase in the aqueous MCP-1 level in
both groups of diabetic retinopathy when compared
with control, as patients with NPDR have a
significantly higher aqueous MCP-1 levels compared
with controls (P=0.042). Also patients with PDR
have significant increase in aqueous MCP-1 levels
compared with controls (P=0.027). On the other
hand, there is non significant increase in aqueous
MCP-1 level in PDR compared with NPDR
(P=0.624).

All patients and control subjects were submitted
to :
* Thorough history taking with special stress on age,
sex, duration of diabetes and type of treatment.
* Proper clinical examination with special stress on signs
of liver diseases, Body mass index (BMI) determination
and waist circumference, blood pressure determination
and signs of diabetic complications.
* Thorough complete ocular examination including visual
acuity by Landolt chart , slit lamp biomicroscopy,
applanation tonometry and ophthalmoscopy.
*Cataract surgery by extracapsular cataract extraction and
phacoemulsification
* Laboratory investigations including :
- CBC
- Liver functions tests
- Blood urea and serum creatinine
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Table (2): Comparison between serum MCP-1
levels in different groups of the study:
There is non significant difference between
serum MCP-1 in the 3 studied groups when
compared with each others
Table (3): Comparison between serum nitrite
levels in the studied groups :
There is a very highly significant increase in
the serum nitrite level in patients with diabetic
retinopathy when compared with control (P<0.001).
Also a significant increase in the serum nitrite level
in both groups of diabetic retinopathy when
compared with control, as patients with NPDR have
significantly higher serum nitrite levels compared
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with control (P=0.004). Also patients with PDR have
significantly very higher serum nitrite levels
compared with control (P<0.001). There is also a
very highly significant increase in serum nitrite level
in PDR compared with NPDR groups (P<0.001).

Also, there is highly significant increase in
serum TG levels in patients with NPDR when
compared with control (P=0.008) .
In addition there is a significant increase in
the serum cholesterol levels, serum TG levels and
serum LDL levels in patients with PDR when
compared with control.
There is highly significant decrease in serum HDL
levels in patients with PDR when compared with control
(P=0.008).
There is non significant increase in the serum cholesterol
level, serum TG level and serum LDL level in patients with
PDR when compared with NPDR . Although, there is
significant decrease in serum HDL level in PDR when
compared with NPDR (P=0.041).

Table (4): Comparison between CRP levels in the
studied groups:
There is non significant difference between
serum CRP level in the 3 studied groups when
compared with each others.
Table (5) : Comparison between lipid profile levels
in different groups of the study :
There is a significant increase in the serum
cholesterol level, serum TG level and serum LDL
level in patients with diabetic retinopathy when
compared with control.
There is significant decrease in serum HDL
levels in patients with diabetic retinopathy when
compared with control (P=0.06).

Table (6): Correlation between serum MCP-1
levels , HbA1c levels and fasting blood glucose
levels in the studied groups :
There is a highly significant positive correlation between
serum MCP-1 levels and HbAlc in patients with DR
(P=0.002) but there is no correlation between serum MCP1 levels and fasting blood glucose in all studied groups

Table (1): Comparison between aqueous MCR-1 levels(pg/ml ) in each two groups by Mann Whitney test:
Group
Control
DR
Control
NPDR
Control
PDR
NPDR
PDR

Median
64.405
106.86
64.405
97.402
64.405
112.52
97.402
112.52

95% CI
44.2- 132.3
16-783.3
44.2- 132.3
65.73- 280.24
44.2- 132.3
95.54- 223.6
65.73- 280.24
95.54- 223.6

Z

P

2.445

0.014*

2.03

0.042*

2.206

0.027*

0.518

0.624

Table (2): Comparison between serum MCP-1 levels (pg/ml) in each two groups by Student's t test:
Group

Mean

SEM

t

P

Control
DR
Control
NPDR
Control
PDR
NPDR
PDR

61.69
45.96
61.69
47.44
61.69
44.47
47.44
44.48

11.36
3.14
11.36
4.99
11.36
3.95
4.99
3.95

1.7

0.086

1.175

0.250

1.47

0.153

0.465

0.646
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Table (3): Comparison between serum nitrite levels (µmol/l)in each two groups by Mann Whitney test:
Group

Median
9.39
21.8
9.39
14.35
9.39
38.25
14.35
38.25

Control
DR
Control
NPDR
Control
PDR
NPDR
PDR

95% CI

Z

7.57-10.72
12.05-46.41
7.57-10.72
12.05-21.41
7.57-10.72
25.94 -46.41
12.05-21.41
25.94 -46.41

P

4.297

<0.001***

2.86

0.004**

4.583

<0.001***

3.443

<0.001***

Table (4): Comparison between serum CRP levels(mg/l) in each two groups by Student'st test:
Group

Mean

SEM

10.43
9.94
10.43
7.846
10.43
12.05
7.85
12.05

Control
DR
Control
NPDR
Control
PDR
NPDR
PDR

t

2.183
1.66
2.183
2.125
2.183
2.508
2.125
2.508

P

0.171

0.86

0.849

0.403

0.481

0.634

1.277

0.212

Table (5): Comparison between lipid profile levels (mg/dl) in each two groups by Student's t test:
Cholesterol
Group
Control
DR
Control
NPDR
Control
PDR
NPDR
PDR

Mean
181.28
230.8
181.28
204.86
181.28
256.73
204.86
256.73

SEM
9.45
15.39
9.4
13.32
9.45
26.62
13.32
26.62

P
Mean
0.042* 123.07
177.46
0.166 123.07
149.13
0.015* 123.07
205.8
0.092 149.13
205.8

Triglycerides
SEM
8.35
17.5
8.35
16.08
8.35
29.99
16.08
29.99

P
0.04*

HDL

Mean
54.92
46.3
0.008** 54.92
51.06
0.016* 54.928
41.53
0.107
51.06
41.53

SEM
3.75
2.35
3.75
2.83
3.75
3.43
2.83
3.43

LDL

P
0.05*

Mean
105.21
145.7
0.454 105.21
129.53
0.008* 105.21
161.86
0.041* 129.53
161.86

SEM
10.75
12.16
10.75
10.77
10.75
21.43
10.77
21.43

P
0.04*
0.122
0.029*
0.189

Table(6): Correlation between serum MCP-1 levels (pg/ml, HbAlc levels (%) and fasting blood glucose levels
(mg/dl) in all studied groups by Pearson correlation Coefficient:

HbAlc (%)
blood glucose

Control group
rho
P
0.172
0.556
0.236
0.208

Diabetic retinopathy
rho
P
0.817
0.002**
0.082
0.655

PDR
rho
0.28
-0.015

P
0.313
0.296

demonstrated to be involved in the pathogenesis and
progression, especially in PDR(15).
Based on the results of this study, there was
a statistically significant increase in MCP-1 levels in
the aqueous humor of patients with diabetic
retinopathy in comparison with control group; and a
non significant increase with the progression of
NPDR into PDR ( table1) .This finding is in

4. DISCUSSION
Diabetic retinopathy, a principal cause of
blindness, is characterized by increased retinal
vascular permeability and progressive retinal vascular
closure, resulting in tissue hypoxia and
neovascularization (27). Although the precise
mechanisms are not fully understood, components of
inflammation and endothelial dysfunction have been
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Serum MCP-1
NPDR
rho
P
-0.304
0.27
0.36
0.094
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Also, Morita et al.(5) found that circulating
MCP-1 level was higher in proliferative retinopathy
patients than in non-retinopathy patients in type 2
diabetics.
This controversy with the findings of the present
study could be due to the possible subclinical underlying
atherosclerosis and risk factors of cardiovascular disease
like morbid obesity that could be present in the diabetic
patients in these studies. These factors by turn might
significantly increase serum MCP-1 concentrations (42) .
There was a positive correlation between HbAlc
level and serum MCP-1(Table 6) and this is in agreement
with the findings reported by Kiyici et al. (43) and Mine et
al. (39) who found that the serum MCP-1 level is affected
by the glycemic control in diabetic patients. This could be
explained by the fact that HbAlc is one of AGEs formed
during the course of diabetes and MCP-1 is one of the
key proinflammatory mediators whose expression is
stimulated by AGE &/ or high glucose signaling
pathways (44) .
Our study showed a very highly significant increase
in serum nitrite level in patients with diabetic retinopathy
in comparison with non diabetic controls with a very
highly significant increase as the disease advanced from
NPDR to PDR (Table 3). This is in agreement with the
studies of Doganay et al. (15) ,Ozden et al. (45) and Izumi et
al.
who reported similar results.
Also, our results go in harmony with those
obtained by Sandra etal. (46) where they found that
total nitrite and nitrate concentrations in serum in
type 2 diabetic patients were significantly higher than
those in the control group and they concluded that
total nitrite and nitrate levels in the serum could be
parameters that play relevant role in diabetes
development and even suggested as markers for
prognosis of diabetes.
This increased serum nitrite level in DR patients
may be due to several factors including
hyperglycemia which was found to increase NO
production both directly by increased iNOS
(inducible nitric oxide synthetase) expression and
indirectly by generating AGEs which have been
reported to depress NO activity , resulting in
secondary upregulation of NO production due to this
chronic inactivation (47). Also, cytokines such as IL-1,
TNF-a and interferon which have been reported to be
increased in diabetes, induce the expression of iNOS
increasing NO production (15). In addition to
excessive production by the NO-generating cells such
as endothelial cells, polymorphic neutrophils and
macrophages,which are known to be involved in the
pathogenesis of diabetes(48).
Furthermore, increased serum NO levels are
assumed to reflect NO in both the retina and other
organs which may be affected in DM (11), especially
that increased intraocular NO was found to cause

consistency with that obtained by a study done by
Tashimo et al(28). which reported that aqueous MCP1 levels were significantly higher in patients with DR
than non diabetic patients with the highest levels in
PDR. Chemokines that induce
chemotaxis of
particular leucocytes populations such as IL-8 and
MCP-1, have been identified and elevated in vitreous
samples of patients of DR (29,30).
Our findings are consistent with prior studies
that reported intraocular MCP-1 concentrations were
correlated with the retinal neovascularization and the
amount of macular edema (31).
Our results were also supported by those
obtained by Wakabayashi etal. (32) who reported that
vitreous concentration of MCP-1 was increased
significantly in patients with both active and inactive
DR compared with control subjects and that MCP-1
may play an important role in the pathogenesis of DR
and works in consort with VEGF ( Vascular
Endothelial Growth Factor ) in the progression of
pathological angiogenesis in DR .
The increased MCP-1 in the aqueous could be
explained by the fact that hyperglycemia, a feature of
diabetes mellitus, increases the expression of MCP-1
by vascular endothelial cells (33), monocytic ,retinalpigmented epithelial cells and the Muller glial cell
which is a component of epiretinal membrane formed
in PDR. This expression of MCP-1 is under the
control of NF-kB (34). High levels of glucose and
VEGF were found to induce NF-kB activation and
this was followed by upregulation of MCP-1
promotor (35).
Also, hypoxia which is a characteristic event in
retinopathy was found to increase MCP-1 mRNA and
protein expression in a mouse model with hypoxiainduced ocular neovascularization, and that the
injection of anti-MCP-1 antibodies depressed the
inflammatory neovascularization in this model (8). In
addition, abundant macrophages have been observed
in the retina and vitreous of diabetic patients and
these infiltrating macrophages produce MCP-I (36)
which by turn diffuses into the aqueous under the
effect of the anterior/ posterior gradient of the eye (37).
The results of the present study also revealed
that there was nonsignificant decrease of serum
MCP-1 measured between patient with DR and
control group(table 2) and this was in agreement with
the results of Meleth et al. (38) and Mine et al. (39)
This could be due to the possibility that the
inflammatory process of retinopathy may reflect
mostly local changes within the ocular tissues (38).
On the other hand, Zietz et al.(40) and Chacon
and Fernandez (41) reported a significant increase of
serum MCP-1 in diabetic patients compared with
non-diabetic control .
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overproduction of peroxynitrite, a free radical which
causes breakdown of the BRB, allowing diffusion of
NO to systemic circulation (49).
On the other hand , Amrita et al. (50) found
serum NO was significantly low in diabetic
participants as compared to control . These different
results could be due to unstability of NO and easy
oxidization causing difficulty in its measurements, so
it is better to measure stable NO end products as
nitrite to estimate NO production as in our study .
Another explanation may be the better glycemic
control in the above mentioned study making
oxidizing stresses less than in our study .
Our results revealed statistically nonsignificant
decrease in serum CRP levels among patients with DR as
compared to controls (Table 4). This coincides with the
who reported that
findings of Tsunoda et al.(51)
the levels of CRP were lower in DR in comparison with
control, and explaining that by the possibility that some
humoral factors related to retinopathy such as insulin
growth factor-1 negatively modulates the CRP
production. Our findings are consistent with a number of
studies which reported that CRP levels were rarely
raised and did not correlate with diabetic microvascular
complications especially DR(52,53,54) . Although other
inflammatory markers such as von Willebrand factor
(vWF) and sialic acid showed a significant increase
among patients with DR. This could be explained
by the inherent inflammatory character of diabetes
(55)
.
Also, in harmony with our study, Spijkerman
etal. (56), le etal .(57) who reported that CRP levels
were not associated with DR progression, while
others didn't find any associations between CRP and
DR (58,59) .
On the other hand, Van Hecke et al.(17) ,Izuora
(60)
et al. and Ling et al.(61) reported that there was a
significant correlation between CRP and DR and this
controversy with the results of the present study
could be explained by the fact that there is a racial
variation in the CRP gene and it was found to affect
the serum level of CRP in the general population(62)
and also by the fact that hypertension present in the
diabetic patients included in these studies was found
to be a positive modulator of serum CRP (51).
Meanwhile , Laurence etal . (23) reported an
inverse ( or protective ) association of high CRP
levels with low prevalence of DR .
A possible explanation for this result is that
CRP has proangiogenic properties and stimulates
monocytic cells to unregulate expression of vascular
endothelial growth factor.(63) Thus, elevated CRP
levels may be beneficial in the preproliferative stages
of DR by increasing retinal perfusion and relieving
ischemia. Also CRP has also been reported to have
antiinflammatory effects in monocytes through
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downregulation of α2-macroglobulin expression and
upregulation of liver X receptor α expression (64).
The present study showed a significant increase
in serum levels of cholesterol, triglycerides, LDLcholesterol with a significant decrease in HDLcholesterol level in patients with DR compared with
non-diabetic controls (Table 5).This concides with
the results of Van Leiden et al (65). who reported that
DR was positively correlated with elevated serum
cholesterol and serum TG levels.
Both type 1 and type 2 DM lead to multiple
abnormalities of lipid and lipoprotein metabolism.
These involve both the exogenous pathway of lipid
metabolism which deals with diet-derived lipids, and
the endogenous pathway which begins with the
hepatic production of TG rich very low density
lipoproteins (VLDLs) (66). Also, hyperlipidaemia in
diabetic patients may be due to non-hyperglycemic
factors. For example, diabetes may occur in the
presence of a familial syndrome of abnormal TG or
LDL metabolism and secondary causes of
hyperlipidaemia (67).
In contrary with these results, Nayak and
Roberts (54). showed nonsignificant difference in the
cholesterol, LDL-c and HDL-c levels in between DR
patients and controls. They explained that by the
unsual increase in the cholesterol and LDL-c levels in
controls, which may be due to the unrestricted diets
as well as possible inactive lifestyle.
From the above mentioned discussion we can
reach to a conclusion that MCP-1 seems to have a
strong relation to the pathogenesis of diabetic
retinopathy and that MCP-1 in the aqueous humor as
a marker is diagnostic for the presence of DR rather
than its severity. Also, the role of nitric oxide in DR
not only confined to the development but also to the
progression of the disease; thus serum nitrite could be
a useful marker in the diagnosis and prognosis of DR,
meanwhile serum CRP level has no significant
relation to the process of retinopathy. Finally,
dyslipidemia is high risk factor for development and
progression of DR.
Recommendation
We suggest that, in addition to lines of treatment
that have shown benefits in reducing incidence and
progression of DR as tight glycemic control, blood
pressure control, lipid lowering therapy, laser
photocoagulation, vitrectomy and VEGF blockers,
anti-MCP-1 and chemokine receptors may be
potential targets for therapeutic intervention to
prevent or slow down the disease. In addition,
diabetic patients may be benefited by antioxidants
therapies that have impelling punch of pro-oxidants.

115

editor@americanscience.org

Journal of American Science, 2012;8(3)

http://www.americanscience.org

(13) Singleton JR, Smith AG, Russel JW and
Feldman E : Microvascular complications of
impaired
glucose
tolerance.
Diabetes
.2003;52:2867-2873.
(14) H.Higashino , M.Tabuchi : and T.Kurita :
Serum nitric oxide metabolite levels in groups of
patients with various diseases in comparison of
healthy control subjects . Journal of medical
science . 2010 ; 10:1-11.
(15) Doganay S, Everkiloglu C and Savli H :
Comparison of serum NO, TNF-alpha, IL-1 beta,
sIL-2R, IL-6 and IL-8 levels with grades of
retinopathy in
patients
with
diabetes
mellitus.2002;Eye,6:163-170.
(16) Do Carmo A, Lopes C, Santos M and
Carvallo AP: Nitric oxide synthase activity and
L-arginine metabolism in the retinas from
streptozotocin-induced diabetic rats. Gen
pharmac.1998,30:319-324.
(17) Van Hecke MV, Dekker JM, Nijpels G ,
and Stehouwer CDA : Inflammation and
endothelial dysfunction are associated with
retinopathy : the Hoorn Study. Diabetologia.
2005; 48:1300-1306.
(18) Mostafa MS, Samy N, Afify M, Hashem M
and Azeb A: Evaluation of plasma endothelin-1
and serum inflammatory markers in patients with
diabetic retinopathy. J Med Sci.2005;5(1) :35-42.
(19) Szalai, AJ, Nataf, S, Hu, XZ, and Barnum SR:
Experimental allergic encephalomyelitis is
inhibited in transgenic mice expressing human
C- reactive protein.J.Immunol.2002,168:57925797.
(20) Venugopal SK, Devaraj S, Yuhanna I and
Jialal I : Demonstration that C-reactive protein
decreases eNOS expression and bioactivity in
human aortic endothelial cells. Circulation
.2002;106:1439-1441.
(21) Black S, Kushner I and Samols D: C-reactive
protein. J Biol Chem.2004;279:48487-48490.
(22) Verma S, Szmitko PE, Ridker PM : C-reactive
protein comes of age.Nat Clin Pract Cardiovasc
Med.2005;2:29-36.
(23) Laurence Shen Lim, E . Shyong Tai and Paul
Mitchell : CRP,BMI and diabetic retinopathy.
Investigative
Opthalmology&
Visual
Science.2010;vol.51,No9:4458-63.
(24) Expert Committee of the Diagnosis and
Classification of DM: Report of the expert
committee of diagnosis and classification of DM
.Diabetes Care. 1997;20:1183-1197.
(25) Mizutani , M.; Kern, TS.; Lorenzi, M:
Accelerated of retinal microvascular cells in
human and experimental diabetic retinopathy.
J.clinical Invest.1996;97:2883-90.

Corresponding author:
Waleed M. Nada
Ophthalmology Department, Faculty of Medicine ,
Zagazig University, Egypt
References
(1) Jean-Sebastein Silvestre and Bernard ,
I(2006): Molecular basis of angiopathy in
DM.Circ.Res., 98:4-6.
(2) Wendo Zhang ;Hau Liu and Modesto
Rojas(2001): Anti-inflammatory therapy for
diabetic retinopathy. Immunotherapy; 3(5): 609628
(3) Tretiak EB, syroedova ON and Neuhaus O:
Cytokines and their role in pathogenesis of
diabetic retinopathy.Vestn Oftalmol .2010;
126(6) :53-7 .
(4) Rollins BJ : Chemokines.Blood. 1997;90:909928
(5) Morita Shuhei, Ueyama, Minoru, etal . :
Circulating monocyte chemoattractant protein-1
links to diabetic retinopathy in type 2 diabetic
patients without renal dysfunction. Diabetology
International .2010; volume 1,Number 2 :7882(5)
(6) Knott RM and Forrester JV: Pathogenesis of
diabetic eye disease . In Textbook of diabetes 3rd
ed .pickup JC and Williams G (ed) .Blackwell
Science .2003;1-17.
(7) Esser P , Heirmann K and Wiedemann P :
Macrophages in proliferative vitreoretinopathy
and
proliferative
diabetic
reinopathy.Differntiation of subpopulations.Br J
Ophthalmol.1993,77:731-733.
(8) Yoshida S,Yoshida A,Ishibashi T,Elner SG
and Elner VM : Role of MCP-1 and MIP-1 a in
retinal neovascularization during postischemic
inflammation in a mouse model of retinal
neovascularization . J Leuko Biol .2003; 73:137144 .
(9)
Elner SG, Ener VM, Bian ZM and
Kunkel SL: Human retinal pigment epithelial
cell interleukin -8 and monocyte chemotactic
protein-1 modulation by T-lymphocyte products
. Invest Opthalmol Vis Sci.1997,38:446-455.
(10) Esper RJ, Nordaby RA, Vilanino JO and
Machado RA: Endothelial dysfunction : a
comprehensive
appraisal.
Cardiovasc
Diabetol.2006;5:4.
(11) Izumi N, Nagsoka T, Mori F and Yoshida
A: Relation between plasma nitric oxide
levels and diabetic retinopathy. Jpn J
Opthalmol. 2006;50:465-468.
(12) Giugliano D , Ceriello A and Paolisso G :
Oxidative stress and diabetic vascular
complications .Diabetes Care .1996; 257-267.

http://www.americanscience.org

116

editor@americanscience.org

Journal of American Science, 2012;8(3)

http://www.americanscience.org

retinopathy in diabetic patients. Graefe s Arch
Clin Exp OPthalmol.2005;243:3-8.
(38) Meleth AD, Agron E, Chan CC and Chew EY:
Serum inflammatory markers in diabetic retinopathy.
Invest Opthalmol Vis Sci.2005;46:4295-4301.
(39) Mine S, Okada Y, Tanikawa T and Tanaka Y :
Increased expression levels of monocyte CCR2 and
MCP-1 in patients with diabetes mellitus. Biochemical
and Biophysical ResearchCommunications.2006;344(3)
:780-785 .
(40) Zietz B, Buchler C, Herfarth H and Schaffer
A : Caucasian patients with type 2 diabetes
mellitus have elevated levels of MCP-1 that are
not influenced by the -2518A G promoter
polymorphism. J Clin Invest .2005;7(5):570-578.
(41) Chacon MR and Fernandez JM : Monocyte
chemotactic protein-1 in obesity and type 2 diabetes:
Insulin sensitivity study .Obesity .2007;15(3) : 664-672.
(42) Herder C, Muller- Scholze S, Rating P and
Kolb H : Systemic monocyte chemoattractant
protein-1 concentrations are independent of type
2 diabetes or parameters of obesity. Results from
the cooperative health research in the region of
Augsburg survey S4( KORA S4).Eur J
Endocrinol. 2006;154(2) : 311-317.
(43) Kiyici S, Erturk E, Budak F and Imamoglu S:
Serum monocyte chemoattractant protein-1 and
monocyte adhesion molecules in type 1 diabetic
patient with nephropathy .2006;37(8):998-1003.
(44) Feng L, Shmidt AM, Matsumota C and Pilespellman J: Chronic vascular inflammation in patient
with type 2 diabetes. Diabetes Care.2005;28:379-384.
(45) Ozden S, Tatlipinar S, Bicer N amd Guner G
: Basal serum nitric oxide levels in patients with
type II diabetes mellitus and different stages of
retinopathy. Can J Ophthalmol.2003;38:393-396.
(46) Sandra Fernada, Isabel Vitoria and Paulo
Joao: Semicarbazide- sensitive amine oxidase
activity and total nitrite and nitrate
concentrations in serum. Novel biomarkers for
type 2 DM. Acta Diabetologia.2009;46(2) :135140.
(47) Maejima K, Nakano S, Himero M and Uchida K :
Increased basal levels of plasma nitric oxide in type II
diabetic subjects . Relationship to micro vascular
complications. J Diabetes Complications.2001;5:135143.
(48) Nathan C and Xie QW : Nitric oxide synthaesis
: roles, tolls, and controls Cell.1994;78:915-918.
(49) Abu EL-Asrar AM, Desmet S, Meerschaert A and
Geboes K: Expression of the inducible isoform of nitric
oxide synthase in the retains of human subjects with
diabetes mellitus. Am J Ophthalmol.2005;132:551-556.
(50) Amrita, Ghosh, Mingma L Sherpa and Yazum
Bhutia: Serum nitric oxide status in patients with type 2

(26) Akoun A, Lemay A,Mc coll S, Turcot-Lemay
L and Maheux R: Elevated concentration and
biologic activity of monocyte chemotactic
protein-1 in the peritoneal fluid of patients with
endometriosis. Fertil Steril.1996;66:17-23 .
(27) Kakizawa, H.S; Itoh,M.;Imamura;S: The
relationship between glycemic control and plasma
VEGF and endothelin-1 concentration in diabetic
patients.Metabolism.2004;53 (5): 550-5
(28) Tashimo A, Mitamura Y, Nagai S and Nishihira J:
Aqueous levels of macrophage migration inhibitory
factor and monocyte chematactic protein-1 in patients
with
diabetic
retinopathy.
Diabetic
Medicine.2004;21:1292-1297.
(29) Petrovic MG, Korosec P, Kosnik M and Haulina
M: Vitreous levels of interleukin-8 in patients with
proliferative diabetic retinopathy. AM J
Ophthalmol.2007;143(1) 175-176.
(30) Wakabayashi Y, Usui Y, Okunuki Y etal.:
Increases of vitrous MCP-1 and IL8 levels in patients
with concurrent hypertension and diabetic
retinopathy. Retina.2011;May 23.
(31) Jost B. Jonas; Yong Tao and Michael Neumaier:
Monocyte chemoattractant protein-1 and vascular
cell adhesion Molecule-1 in exudative age-related
macular degeneration. Arch opthalm.2010;128(10)
:1281-86.
(32) Wakabayashi Y, Usui Y and Okunuki Y:
Increased levels of monokine induced by
interferon-gamma (M1g) in the vitreous of
patients
with
diabetic
retinopathy.
Diabet.Med.2008;25(7) :875-7.
(33) Takaishi H,Taniguchi T, Takahashi A and
Yokkoyama M : High glucose accelerates MCP-1
production via p38 MAPK in vascular endothelial
cells. Biochem Biophys Res Commun.2003;305:122128.
(34) Shamugam N, Reddy MA, Guha M, and Natarajan
R : High glucose-induced expression of proinflammatory
cytokine and chemokine genes in monocytic cells.
Diabetes. 2003;25:1256 -1264.
(35) Harada C, Okumura A, Namekata K and
Harada T: Role of monocyte chemotactic
protein-1 and nuclear factor kappa B in the
pathogensis
of
proliferative
diabetic
retinopathy.Diabetes Research and Clinical
Practice. 2006;74:249-256.
(36) Canataroglu H, Varinili I, Ozean AA and Varinili S :
Interleukin (IL)-6, Interleukin(IL)-8 and cellular
composition of the vitreous humor in proliferative diabetic
retinopathy, proliferative viteoretinopathy and traumatic
proliferative
viteoretinopathy.
Ocul
Immunol
Inflamm.2005;13(5) 375-381.
(37) Funatsu H, Yamashita H, Noma H, and Hori
S : Aqueous humor levels of cytokine are related
to vitreous levels and progression of diabetic

http://www.americanscience.org

117

editor@americanscience.org

Journal of American Science, 2012;8(3)

http://www.americanscience.org

DM in Sikkim. International Journal of applied basic
medical research .2011;1(1):31-35.
(51) Tsunoda K, Arita M, Yukawa M and Sanke T :
Retinopathy and hypertension affect sr (hs-CRP) levels
in type II diabetic patients. J Diabetes
Complications.2005;19(3): 123-127.
(52) King ES, Kim HJ, Ahn CW and Lee HC:
Relationship of high sensitivity C-reactive protein to
metabolic syndrome and micro vascular complications
in type II diabetes. Current Opinion in Endocrinology,
Diabetes and obesity.2005;69(2):151-159.
(53) Gustavssen C, Agardh E and Agardh CD : Serum
markers of inflammation are increased in type 1 diabetic
patient with proliferative retinopathy. Acta ophthalm
Scandinavia .2006; 84:114-116.
(54) Nayak BS, and Roberts L : Relationship between
inflammatory markers, metabolic and anthropometric
variables in the caribian type 2 diabetic patient with or
without micro vascular complications .J Inflamm.
2006;3:17.
(55) Raz I, Skyler JS and Sharifrir ES: Diabetes : from
research to diagnosis and treatment. Taylor and Francis
Group.2003;24:395-408.
(56) Spijkerman AM, Gall MA, Tarnow l, et al:
Endothelial dysfunction and low-grade inflammation
and the progression of retinopathy in Type 2 diabetes.
Diabet Med.2007;24:969-976.
(57) Le DS, Miles R, Savage PJ, et al.: The association of
plasma fibrinogen concentration with diabetic
microvascular complications in young adults with earlyonset of type 2 diabetes. Diabetes Res Clin Pract.
2008;82:317-323.
(58) Nguyen TT, Alibrahim E, Amirul IF, et al.:
Inflammatory, hemo-static, and other novel biomarkers
for diabetic retinopathy: the multi-ethnic study of
atherosclerosis. Diabetes Care. 2009;32:1704-1709.
(59) Klein BE, Knudtson MD, Tsai MY, Klein R.: The
relation of markers of inflammation and endothelial

dysfunction to the prevalence and progression of
diabetic retinopathy: Wisconsin epidemiologic study of
diabetic retinopathy: Arch Ophthalmol. 2009;127:11751182.
(60) Izuora KE, Chase HP, Jackson WE and Garg SK:
Inflammatory markers and diabetic retinopathy in type 1
diabetes.Diabetes Care. 2005;28(3): 714-715.
(61) Ling CX, Fang W and Li-nong JI: Risk factors of
diabetic retinopathy in type 2 diabetic patient. Chinese
Medical Journal. 2006;19(10) :822-826.
(62) Lang LA, Carlson CS, Hindorff LA and Reiner AP:
Association of polymorphisms in the CRP gene with
circulating C-reactive protein levels and cardiovascular
events. JAMA. 2006;296(22): 2703-2711.
(63) Bello G, Cailotto F, Hanriot D, et al.: C-reactive
protein (CRP) increases VEGF-A expression in
monocytic cells via a P13- kinase and ERK 1/2
signaling dependent pathway. Atherosclerosis. 2008;
200:286-293.
(64) Hanriot D, Bello G, Ropars A, et al.: C-reactive
protein induces pro- and anti-inflammatory effects,
including activation of the liver X receptor alpha, on
human monocytes. Thromb Haemost. 2008; 99:558569.
(65) Van Leiden HA, Dekker JM, Moll AC and Polak
BC : Blood pressure, lipids and obesity are associated
with retinopathy: the Hoorn Study. Diabetes
Care.2002;25:1320-1325.
(66) Poirier P and Despres JP: Lipid disorders in diabetes. In
Textbook of diabetes 3rd ed. Pickup JC and Williams G
(ed.), Blackwell Science.2003;2(54):1-18.
(67) Howard BV and Howard WJ: Pathphysiology and
treatment of lipid disorders in diabetes. In Joslins
Diabetes Mellitus, 14 th ed. Kahn CR, Weir GC, King
GL, Jacobson. AM, Moses AC and Smith RJ (eds.).
Lippincott Williams & Wilkins. 2005;570-582.

2/25/12

http://www.americanscience.org

118

editor@americanscience.org

