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ABSTRACT:- 

Diabetes mellitus (DM), belongs to the class of metabolic diseases which the main symptom associated with this 

disease is the high sugar levels in blood for a long period. It can be categorized to the world’s major diseases 

considering that affects high population in earth and presents two main types I and II.Diabetic is a chronic 

disease which affects global population from long time. A widespread pathological change is thickening of 

capillary basement membrane, increase in vessel wall matrix and cellular proliferation resulting in vascular 

complications like lumen narrowing, early atherosclerosis, sclerosis of glomerular capillaries, retinopathy, 

neuropathy and peripheral vascular insufficiency.This review is an update on unknown complications, causes 

and management of this disease and also provides summary on diabetic malitus disease through various strategie 
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Introduction:- 

 

Diabetes mellitus (DM) is one of the very oldest diseases and was mentioned three thousand years ago in 

Egyptian literature.[1]The terms “Diabetes” and “Mellitus” are derived from Greek language. “Diabetes” denotes 

“a passer through, a siphon” whereas the “Mellitus”means “sweet” It is believed that Greeks entitled it such way, 

due to the exaggerated urine proportions produced by diabetic patients which attracted flies and bees[2,3,7]. 

Around 1500 B.C the physicians in India noticed the sweetness of urine of the diabetic people and called it 

as“Madhumeha”. Ebers papyrus, the oldest literature was written around the same time by Egyptians and it was 

also the first document that describes a condition of frequent emptying of urine.[4,5]. Prolonged hyperglycemia 

leads to a complex disorder called diabetes mellitus which is associated with loss of glucose through urine and 

formation of harmful compounds known as keton bodies. Diabetic patients are successfully treated with insulin 

therapy [6].Classification of diabetes mellitus is based on its aetiology and clinical presentation. As such, there 

are four types or classes of diabetes mellitus viz; type 1 diabetes, type 2 diabetes, gestational diabetes, and other 

specific types[7]. Hyperglycemic state (diabetes mellitus) arises when the blood glucose (sugar) levels are higher 

than 180 mg/dl (10 mmol/l) [14]. 

 

 

 

 

 CLASSIFICATION OF DIABETIC MALITUS:- 

                  Diabetic malitus is most comman metabolic endocrine disorder of pancreas.it leads to increase in 

blood glucose levels. In children, such a condition is called insulin dependent diabetic malitus /Type I (IDDM) 

and the other form of diabetic is  non insulin dependent diabetic malitus/ Type II (NIDDM).  It is caused due to 

failure to facilitate movement of glucose into the cell.reduced sensitivity of insulin is called insulin  

resistance[8]. gestational DM which is diagnosed in 2nd or 3rd semester of  pregnancy. Type I DM cannot be 

avoided Type II can be avoided with good health, exercises and healthy diet.In Type II DM complications occur 

in several body parts heart,nerves, kidney, eyes and so on[9]. Diabetic Malitus are categorised into following 

types are as follows: 
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TYPE I DIABETIC MALITUS:- 

                            The type 1 diabetes mellitus (T1DM) is a multifactorial 

autoimmune disease characterized by chronic hyperglycemia and by the development of specificvascular 

alterations. Autoimmune destruction of β-cell by T-cells, is responsible for T1DM which results in severe insulin 

depletion. It is also known as juvenile diabetes[10,11]. In this form of diabetes, the rate of beta-cell destruction is 

quite variable, being rapid in some individuals (mainly new born and children) and slow in others (mainly 

adults). Some patients, particularly children and        adolescents,may present with ketoacidosis as the first 

manifestation of the disease. Others have modest fasting hyperglycemia that can rapidly change to severe 

hyperglycemia and/or ketoacidosis in the presence of infection or other stress. Still others, particularly 

adults,may retain residual b-cell function sufficient to prevent ketoacidosis for many years; such individuals 

eventually become dependent on insulin for survivaland are at risk for ketoacidosis. At this latter stage of the 

disease, there is little or no insulin secretion, as manifested by low or undetectable levels of plasma 

C-peptide. Immune-mediated diabetes commonly occurs in childhood and adolescence, but it can occur at any 

age, even in the 8th and 9th decades of life[12]. 

 

 
 

 

TYPE II DIABETES MALLITUS:- 

Type II diabetes is the most typical DM. In this type, the body is capable of producing insulin but becomes so 

resistant that the insulin is ineffective.By the time, insulin levels could subsequently turned out 

insufficient[15 ].The cause of type II diabetes are unknown, some significant risk factors being pointed out. The 

most significant ones include: excess body weight, physical inactivity and poor nutrition. Other factors which 

impacted are ethnicity, family history of DM, past history of gestational diabetes and advancing age[16,17].   

Noninsulin-dependent diabetes mellitus(NIDDM), maturity onset  diabetes mellitus:There is no loss or moderate 

reduction in β cell mass; insulin in circulation is low, normal or even high, no anti-β-cell antibody is 

demonstrable; has a high degree of genetic predisposition; generally has a late onset (past middle age). Over 90% 

cases are type 2 DM. Causes may be: 

• Abnormality in gluco-receptor of β cells so that they respond at higher glucose concentration or relative β 

cell deficiency. 

• Reduced sensitivity of peripheral tissues toinsulin: reduction in number of insulin receptors, ‘down 

regulation’ of insulin receptors.  ManyMany hypertensives are hyperinsulinaemic,but normoglycaemic; 

exhibit insulin resistance associated with dyslipidaemia (metabolic 

syndrome). Hyperinsulinaemia per se has been implicated in causing angiopathy. 

• Excess of hyperglycemic hormones (glucagon,etc.)/obesity: cause relative insulin deficiency—the β cells 

lag behind[13] 
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3. GESTATIONAL DIABETIC MALITUS (GDM):- 
                        Gestational  diabetic malitus is a type of DM determined in the second or third trimester of 

pregnancy that is not clearly overt diabetes. GDM is a provisional disorder that happens in pregnancy and brings 

enduring danger of type II diabetes [18,19]. Gestational diabetes mellitus refers to glucose intolerance with onset 

or first recognition during pregnancy. 

GDM occurs in approximately 7% of pregnancies and there is a greater risk of morbidity and mortality to 

mother, fetus and subsequent neonate. Intensive monitoring and treatment is necessary for GDM. Women with 

the history of GDM have a significantly increased risk of T2D and of cardiovascular diseas   during the next 

years after delivery [20,21]. Diagnosis of type 2 diabetes before or during pregnancy is based on criteria 

mentioned before. Fasting plasma glucose ≥ 126 mg/dL (7.0 mmol/L) or 2-h plasma glucose ≥ 200 mg/dL (11.1 

mmol/L) after a 75 g oral glucose load. However, gestational diabetes has been diagnosed at 24-28 wk of 

gestation in women not previously diagnosed with diabetes using two approaches: the first approach is based on 

the “one-step” International Association of the Diabetes and Pregnancy Study Groups (IADPSG) consensus  and 

recently adopted by WHO[23]. 

 

4.OTHER SPECIFIC TYPE:- 

                                             Other specific types include a wide variety of relatively uncommon conditions, 

primarily specific genetically defined forms of diabetes or diabetes associated with other diseases or drug use 

Etiologic. Classification of Diabetes Mellitus[22]. 

 

FACTORS CAUSING DIABETES MALITUS:- 

                                  T1DM is mainly triggered by environmental factors. The main factors that contribute to the 

development of insulin resistance (T2DM) include obesity [24], physical inactivity, and smoking. The 

prevalence of DM is increasing due to urbanisation, westernisation and their associated lifestyle changes 

(nutritional habits, lack of adequate dietary intake and low physical activity) accompanied by obesity, and low 

socioeconomic level[25,26]. 

 

 

 

 

 

COMPLICATION:-  

                       DM may induce several complications or can co-exist with other diseases. In everyday clinical 

management of diabetic patients, doctors battle with diabetic complications which are very common and come in 

broad spectrum of manifestations .The complications are divided in microvascular and macrovascular. The 

macrovascular, which are more severe, are coronary disease, stroke and peripheral neuropathy[32].The 

http://www.ijcrt.org/


2882-2320 ISSN: | 2020 October 10 Issue 8, Volume | IJCRT 2020 ©                                                            www.ijcrt.org 

IJCRT2010016 International Journal of Creative Research Thoughts (IJCRT) www.ijcrt.org 141 
 

microvascular are sneakier and in long-term maylead on macrovascular complications are diabetic retinopathy, 

diabetic nephropathy and diabetic foot.The increased blood glucose in diabetes mellitus leads to many 

complications such as metabolic changes, increased oxidative stress, cardiovascular and renal diseases.[27,28]. 

Diabetes is root cause for several serious complications such as cardiovascular diseases, cerebrovascular 

diseases, renal disorders, inflammation and immunity, and obesity [29]. Diabetic complications include 

hypertension, retinopathy, end-stage renal disease, neuropathy, peripheral vascular disease, electrolyte 

imbalance, immune suppression, erectile dysfunction, and complications of pregnancy [30]. A research study 

mentioned that people with less physical activity are more prone to metabolic syndrome and hypertension[31]. 

Thus the hazard ratio of all-cause mortality for diabetes was found to be  

higher compared to nondiabetic subjects. The study also showed that mortality in diabetic subjects due to 

cardiovascular (52.9%) and renal disease (23.5%) was greater than the mortality due to cardiovascular (24.2%) 

and renal disease (6.1%) in the nondiabetic subject. A study showed that migration from the village to the city in 

India led to obesity, glucose  

intolerance, and dyslipidemia.[33] 

 

     1.Glaucoma :- 

           Glaucoma is a condition in which increase in fluid pressure inside the eye leads to optic nerve damage and 

loss of vision. A person with diabetes is more prone to get glaucoma compared to others. 

 

 

2.Diabetic maculopathy :- 

            Diabetic maculopathy is most commonly seen in T2DM whereas macular ischemia is more frequently 

seen in T1DM. Diabetic maculopathy consist of macular edema and ischemia. 

 

3.Cardiovascular complications of diabetic malitus:- 

              Coronary artery disease is a major health concern and the leading cause of death in individuals with 

diabetes. Endothelial dysfunction and alterations at the coronary vessel wall resulting in the formation of 

atherosclerotic plaques are at the foundation of this cardiovascular disease. Hyperlipidaemia, hypertension, 

hyperglycemia, obesity and other factors interact to induce the development and instability of atherosclerotic 

plaques.[34]Enhanced oxidative stress appears to be a key factor in promoting high risk of atherosclerosis in 

diabetes.[35] 

 

4.Diabetic nephropathy :- 

                 Diabetic nephropathy is a kidney disease or damage that occurs in people with diabetes.Diabetic 

nephropathy is one of the most important causes (61%) of end-stage renal disease that requires renal replacement 

therapy. In people with diabetes, the nephrons thicken and slowly become scarred over time. The kidneys begin 

to leak and protein (albumin) passes into the urine. 

People who have more severe kidney disease may have a poor appetite, feel tired most of the time,and have a 

general ill feeling. Headache, nausea and vomiting, swelling of the legs, and many other symptoms may also 

occur. Clinical progression to diabetic nephropathy is not apparently seen in T2DM 

as it is in T1DM, because of the difficulty in determining the acute onset of diabetes itself. Sometimes it is 

difficult to differentiate minimal change nephritic syndrome (MCNS) and membranous nephropathy (MN) from 

diabetic nephropathy, especially in middle to advanced aged patients with 

T2DM because it does not cause hematuria [36]. Diabetic nephropathy was the leading cause of end stage renal 

disease (ESRD) (61%) in patients with Intradialytic hypotension (IDH) [37]. 

 

 

 

 

5.Osteoporosis and osteoarthritis :- 

                    Diabetes is a higher risk factor for bone and joint disorders. Osteoporosis is a thinning of the bones 

that weakens them and increases the risk of fractures. Osteoarthritis is a joint disorder caused by the degeneration 

of the joint cartilage between bones resulting in joint pain, swelling and stiffness.Individuals diagnosed with 

T1DM are at an increased risk of developing osteoporosis, while those withT2DM are at an increased risk of 

osteoarthritis. Incidence of osteoporosis and T2DM is known toincrease in prevalence with aging. Expression of 

insulin in pancreatic β cells as well as of adiponectin in adipocytes is increased by osteocalcin [38,39]. 
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MANAGEMENT OF DIABETIC MALITUS:- 

 

 

The management of diabetes is so important for diabetics to understand because it helps in Dealing with or 

controling the disease and also in avoiding complications. Maintenance of normal blood glucose levels 

suppresses the onset and progression of vascular and neurological complications in T1DM patients.Strategies 

such as diet, exercise and stress management have been strongly recommended and adopted to control T2D 

[40].It is recognized as being an essential part of diabetes and cardiovascular disease prevention. Meta-analyses 

demonstrate that lifestyle interventions, including diet and physical activity, led to a 63% reduction in diabetes 

incidence in those at high risk. Lifestyle modification programs have demonstrated encouraging improvement in 

risk factors for diabetes; however, the effect on diabetes incidence has not been reported[7]. When the diet and 

exercise are  

unable to achieve the required glycemic control, oral glucose-lowering drugs and insulin injections are initiated. 

Oral antidiabetic drugs (OADs) are usually  

introduced when lifestyle modifications fail to satisfactorily control  hyperglycemia. These oral antidiabetic 

drugs are commonly given to the diabetic patients which act on the organs such as pancreas, liver and 

skeletal muscle. They are very useful for managing high blood glucose especially in the early stages of the 

disease, achieving typical HbA1c reductions of 0.5% to 2%. The commonly used OADs are Sulphonylureas 

(SU) eg. Glibenclamide, Biguanides eg. Metformin, α glucosidase inhibitors eg. Acarbose and the 

Thiazolidinediones (TZD) eg. Pioglitazone,  Rosiglitazone. The sulfonylureas and the biguanides are the major 

groups of oral hypoglycemic agents widely used in the treatment of diabetes, the other OADs are insulin 

sensitizer (Troglitazone), dipeptidyl peptidase-4 inhibitors (Sitagliptin,Saxagliptin, and Vildagliptin), incretin 

mimetics (glucagon-like peptide (GLP-1), Thiazolidinedione, Alpha-glucosidase inhibitors (Acarbose). normally 

OAD s are initiated when the fasting blood glucose level is more than 140mg/dl, postprandial blood glucose is 

level is 160mg/dl or above  

and the Glycosylated hemoglobin level exceeds 8.0%.[41] It is recommended to organize educational programs 

in hospitals for teaching diabetic patients hygienic carediet, and compliance to physician’s instructions regarding 

nutrition, exercise and medication[42,43,44]. 

 

 

CANCLUSION:- 

                 The above review has given the information of diabetic,it’s causes, complications and management. 

This review helpful to future reasercher in the field of diabetic malitus. 
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