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Abstract 

Background  The cardiometabolic index (CMI) is a new metric derived from the triglyceride-glucose index and body 
mass index and is considered a potential marker for cardiovascular risk assessment. This study aimed to examine 
the correlation between the CMI and the presence and severity of arteriosclerosis in patients with type 2 diabetes 
mellitus (T2DM).

Methods  This study involved 2243 patients with T2DM. The CMI was derived by dividing the triglyceride level 
(mmol/L) by the high-density lipoprotein level (mmol/L) and then multiplying the quotient by the waist-to-height 
ratio. Multivariate logistic regression was used to analyze the correlations between the CMI and BMI blood biomarkers, 
blood pressure, and brachial-ankle pulse wave velocity (baPWV).

Results  Patients were categorized into three groups based on their CMI: Group C1 (CMI < 0.775; n = 750), Group C2 
(CMI: 0.775–1.355; n = 743), and Group C3 (CMI > 1.355; n = 750). Increased BMI, fasting glucose, insulin (at 120 min), 
total cholesterol (TC), and baPWV values were observed in Groups C2 and C3, with statistically significant trends (all 
trends P < 0.05). The CMI was positively correlated with systolic blood pressure (r = 0.74, P < 0.001). Multivariate analysis 
revealed that an increased CMI contributed to a greater risk for arteriosclerosis (OR = 1.87, 95%CI: 1.66–2.10, P < 0.001). 
Compared to the C1 group, the C2 group and C3 group had a greater risk of developing arteriosclerosis, with ORs 
of 4.55 (95%CI: 3.57–5.81, P<0.001) and 5.56 (95%CI: 4.32–7.17, P<0.001), respectively. The association was notably 
stronger in patients with a BMI below 21.62 kg/m² than in those with a BMI of 21.62 kg/m² or higher (OR = 4.53 vs. 
OR = 1.59).

Conclusions  These findings suggest that the CMI is a relevant and independent marker of arteriosclerosis in patients 
with T2DM and may be useful in the risk stratification and management of these patients.
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Introduction
Diabetes mellitus (DM) is one of the major diseases 
endangering human health worldwide and is a multi-
factorial chronic health disease; approximately 90-95% 
of the population with DM has type 2 diabetes mel-
litus (T2DM) [1, 2]. T2DM can develop at a younger 
age (40 years), resulting in more years of life lost, and is 
also becoming more common [3]. As the prevalence of 
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obesity increases worldwide, so does the prevalence of 
T2DM, which now affects more than 370 million people 
[4]. Diabetes is a major risk factor for cardiovascular dis-
eases, including diabetic cardiomyopathy, atherosclero-
sis, myocardial infarction, and heart failure [5, 6]. There 
is evidence that cardiovascular and cerebrovascular acci-
dents are the main outcomes of diabetic patients, and the 
pathological changes of these accidents are characterized 
by arteriosclerosis [7]. The risk of developing atheroscle-
rosis is no longer limited to Western countries and is 
prevalent in the majority of global mortality cases. Ather-
osclerosis now affects a broader demographic population, 
including younger individuals, women, and people from 
diverse ethnic backgrounds [8].

The cardiometabolic index (CMI), a new metric derived 
from the triglyceride-glucose index and body mass index, 
has emerged as a potentially valuable marker for car-
diovascular risk assessment [9]. Several studies have 
highlighted the utility of the CMI as a predictor of cardio-
vascular diseases in the general population [10, 11]. How-
ever, the correlation of the CMI with specific pathological 
features of cardiovascular disease, such as arteriosclero-
sis, in T2DM patients remains inadequately explored. In 
recent years, the CMI has been considered to have some 
significance in the screening of diabetes, atherosclerosis, 
and renal dysfunction [12, 13]. The CMI, which is deter-
mined by the waist-height ratio and the triglyceride-to-
high-density lipoprotein cholesterol ratio, serves as a 
novel criterion for diabetes [14].

This study sought to bridge this knowledge gap by 
investigating the correlation between the CMI and arte-
riosclerosis in patients with T2DM. Establishing this 
relationship could enhance our understanding of cardio-
vascular risk stratification and potentially lead to more 
targeted interventions to mitigate the risk of arterioscle-
rosis and its consequent cardiovascular events in patients 
with T2DM.

Methods and materials
Patients
This study included patients with T2DM who were 
treated for the first time at the National Metabolic 
Management of Metabolic Center (MMC). These indi-
viduals were either newly diagnosed with diabetes or 
had a prior diagnosis and had been irregularly taking 
hypoglycemic drugs. None of the patients had used 
lipid-lowering drugs in the last six months. The present 
study included a total of 2940 patients with T2DM who 
received treatment for the first time from April 1, 2018, 
to April 30, 2023. Individuals who met the following 
inclusion criteria were included: (1) had T2DM and met 
the WHO 1999 diagnostic criteria for diabetes; and (2) 
were aged 18 to 75 years. The exclusion criteria were as 

follows: (1) the presence of acute complications of dia-
betes; (2) the use of oral lipid-lowering drugs and cor-
ticosteroids in the past six months; (3) the presence of 
acute infections, malignant tumors, or hyperthyroidism; 
(4) a history of coronary heart disease or stroke; and 
(5) incomplete data. A total of 2243 participants were 
ultimately included in the analysis. Informed consent 
was obtained from all participants, and the study was 
approved by The Ethics Committee of the First People’s 
Hospital of Yulin.

Anthropometric, clinical, and sociodemographic 
parameters
Trained staff recorded each participant’s anthropometric 
data. Body weight and height were recorded with par-
ticipants in light attire and without shoes. BMI was cal-
culated using the formula weight (kg) divided by height 
squared (m²). Waist circumference was determined at 
the midpoint between the lowest rib and the top of the 
hip bone. Additionally, we calculated the waist-to-height 
ratio (WHtR) as waist circumference divided by height, 
both in centimeters. The CMI was derived by dividing 
the triglyceride (TG) level (mmol/L) by the high-density 
lipoprotein (HDL-C) level (mmol/L) and then multiply-
ing the quotient by the WHtR according to the formula: 
CMI = TG/HDL-C × WHtR. Blood pressure read-
ings were taken using an automated electronic device 
(OMRON HBP-1100 U) after the participant had been 
seated and at rest for a minimum of five minutes, with 
the arm in which blood pressure was measured sup-
ported at heart level. Participants also underwent bra-
chial-ankle pulse wave velocity (baPWV) assessments 
using an OMRON BP-203RPE III automated device. 
After at least five minutes of rest, the cuffs were secured 
to the participants’ arms and ankles, and simultaneous 
measurements were taken at the brachial and tibial arter-
ies. We defined transit time as the duration between the 
initial rise in brachial and tibial waveforms, and we meas-
ured the transit distance between the arm and ankle. 
The baPWV was calculated by dividing the transit dis-
tance by the transit time. The enrolled participants were 
divided into a normal baPWV group (nonarteriosclero-
sis group (≤ 1400 cm/s)) and an elevated baPWV group 
(> 1400 cm/s).

Laboratory assays
We collected fasting venous blood samples from all 
participants after 10 to 12  h of fasting. Postprandial 
samples were obtained 120  min after a standardized 
meal consisting of steamed bread to evaluate glucose 
levels. Biochemical parameters were analyzed using a 
Roche Cobas 702 automatic biochemical analyzer, and 
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the levels of serum insulin and C-peptide were assessed 
with an automatic glycosylated hemoglobin analyzer 
(SySMEX HLC-723G8).

Statistical analysis
Normally distributed measurement data are presented 
as the mean ± standard deviation, while nonnormally 
distributed data are reported as medians and interquar-
tile ranges. Counts are expressed as frequencies and 
percentages (n, %). The patient characteristics were cat-
egorized by tertiles of the CMI. To determine the trends 
in continuous and categorical variables, linear regres-
sion analysis and chi-square trend tests, respectively, 
were performed. The Spearman correlation coefficient 
was used to explore the relationships between the CMI 
and other indicators. The subgroup analyses were based 
on the following predetermined cutoff values: diastolic 
blood pressure (78.50 mmHg), systolic blood pressure 
(128.50 mmHg), BMI (21.62 kg/m²), hip circumference 
(90.75 cm), fasting glucose level (5.26 mmol/L), insulin 
level at 120  min (29.65 µIU/mL), and total cholesterol 
level (4.88 mmol/L). Multivariate logistic regression, 
yielding odds ratios (ORs) and 95% confidence inter-
vals (CIs), was used to assess the independent impact of 
the CMI on arteriosclerosis. SPSS 27.0 was utilized for 
the statistical analysis, and p values less than 0.05 were 
considered to indicate statistical significance.

Results
Demographic and clinical characteristics by the CMI
The demographic and clinical characteristics of the 
included participants are shown in Table 1. In this study, 
we included 2,243 patients diagnosed with T2DM. Of 
these patients, 1,300 (58.0%) were male, and 943 (42.0%) 
were female. The median age of the included patients 
was 55 years. Patients were categorized into three groups 
based on their CMI: Group C1, which included patients 
with a CMI less than 0.775 (n = 750); Group C2, which 
included patients with a CMI ranging from 0.775 to 1.355 
(n = 743); and Group C3, which included patients with 
a CMI greater than 1.355 (n = 750). Patients in Group 
C3 exhibited greater hip circumferences than did those 
in Groups C1 and C2 (P < 0.001). Additionally, Groups 
C2 and C3 had higher BMI values than did Group C1 
(P < 0.001). Increased fasting glucose, insulin (at 120 min), 
TC and baPWV values were observed in Groups C2 and 
C3, with statistical significance (all trends P < 0.05). There 
was no significant difference in age or disease course 
across the groups (P = 0.237 and P = 0.735).

Comparison of the prevalence of arteriosclerosis
As shown in Table 2, 29.2% of the individuals in Group 
C1, 65.5% of the patients in Group C2, and 69.6% of the 
patients in Group C3 had arteriosclerosis. A significant 
trend was evident, showing an increase in the prevalence 
of arteriosclerosis corresponding to the CMI. Notably, 

Table 1  Demographic and Clinical Characteristics of the Study Population According to the CMI

Data is described as median (interquartile range) or n (%). Linear regression analysis was used for the continuous variables (age, duration, diastolic blood pressure, 
systolic blood pressure, BMI, hip circumference, glucose at 0 min, glucose at 120 min, insulin at 0 min, insulin at 120 min, HOMA-IR, glycosylated hemoglobin, TC, 
LDL-C, and baPWV). Chi-square test was performed for the categorical variable(gender). baPWV: brachial-ankle pulse wave velocity; TC: total cholesterol; HOMA-IR: 
homeostatic model assessment for Insulin resistance

Variables C1
(n = 750)

C2
(n = 743)

C3
(n = 750)

 P 

Gender (male/female, n) 411/339 422/321 467/283 0.003

Age (year) 54 (47, 61) 56 (49, 63) 55 (48, 62) 0.237

Duration (day) 24.00 (1.00, 85.25) 20.00 (0, 97.00) 23.50 (0, 85.00) 0.735

Diastolic blood pressure (mmHg) 77 (70, 84) 78 (71, 86) 81 (74, 88) <0.001

Systolic blood pressure (mmHg) 127 (115, 139) 133 (119, 147) 134 (121, 146) <0.001

BMI (kg/m2) 22.65 (20.70, 24.91) 24.26 (22.03, 26.53) 24.91 (22.79, 27.34) <0.001

Hip circumference (cm) 91 (87.00, 96.00) 94 (89.00, 99.00) 90 (95.00, 99.25) <0.001

Glucose 0 min (mmol/L) 8.90 (6.38, 13.32) 8.80 (6.70, 13.36) 9.64 (6.98, 14.46) 0.010

Glucose 120 min (mmol/L) 16.80 (12.80, 20.70) 16.80 (12.80, 20.60) 16.80 (13.20, 20.90) 0.286

Insulin at 0 min (µIU/mL) 4.59 (2.21, 8.62) 6.05 (3.15, 11.40) 6.75 (3.56, 11.69) 0.158

Insulin at 120 min (µIU/mL) 23.92 (11.98, 43.14) 30.84 (17.11, 59.50) 31.90 (17.60, 57.94) 0.002

HOMA-IR 1.86 (0.87, 3.69) 2.64 (1.36, 4.91) 3.05 (1.60, 5.38) 0.158

HbA1c (%) 9.80 (7.60, 12.20) 10 (7.90, 11.90) 10.10 (8.20, 12.10) 0.174

TC (mmol/L) 4.48 (3.76, 5.30) 4.72 (3.93,5.56) 4.97 (4.21,5.94) <0.001

LDL-C (mmol/L) 3.08 (2.39,3.75) 3.27 (2.56,4.02) 2.98 (2.33,3.79) 0.269

baPWV (m/s) 1306.50 (1190.13,1479.00) 1541.50 (1311.50,1798.00) 1540.25 (1349.00,1799.63) <0.001
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Groups C2 and C3 exhibited a significantly greater occur-
rence of arteriosclerosis than did Group C1 (P < 0.05; 
Fig.  1). Additionally, Cramer’s V coefficient was utilized 
to assess the relationship between the CMI and arterio-
sclerosis, revealing a moderately strong positive correla-
tion (Cramer’s V = 0.365, P < 0.001).

Correlations between the CMI and clinical parameters
Spearman’s correlation analysis revealed that the CMI 
was positively correlated with blood pressure (r = 0.74, 
for systolic blood pressure [P < 0.001] and r = 0.19 for 
diastolic blood pressure [P < 0.001]; Table  3). Addition-
ally, the CMI was positively correlated with BMI (r = 0.31, 
P < 0.001) and hip circumference (r = 0.22, P < 0.001). 
Notably, baPWV was found to be positively related to 
the CMI (r = 0.32, P < 0.001). Although there were signifi-
cant correlations between the CMI and blood biochemi-
cal indicators (glucose at 0 min, insulin at 0 min, insulin 
at 120  min, HOMA-IR, and TC levels, all P < 0.05), the 
strength of the correlations was comparatively low 
(r = 0.08–0.21).

Association between the CMI and arteriosclerosis
Logistic regression analysis was performed to evaluate 
the association between the CMI and the occurrence of 
arteriosclerosis by constructing three models. In Model 
1, we adjusted for sex and determined that the OR of 

the CMI for the development of arteriosclerosis was 
1.97(95%CI: 1.76–2.20, P < 0.001; Table 4). Compared to 
the C1 group, the C2 group and C3 group had a greater 
risk for developing arteriosclerosis (OR = 4.64[95% CI: 
3.73–5.77, P < 0.001] and OR = 5.63[95%CI: 4.51–7.03, 
P<0.001], respectively). Next,  diastolic blood pressure, 
systolic blood pressure, BMI, and hip circumference were 
included in Model 2. After considering these covariates, 
the OR was 1.85 for continuous CMI values (95%CI: 
1.65–2.08, P < 0.001). Furthermore, Model 3 was adjusted 
for additional covariates (glucose at 1  min, insulin at 
120 min, and TC) exhibited similar trends for continuous 
(OR = 1.87, 95%CI: 1.66–2.10, P < 0.001) and categorical 
CMI values (OR = 4.55 for Group C2, P < 0.001; OR = 5.56 
in Group C3, P < 0.001).

Stratified analysis of the CMI and arteriosclerosis
As shown in Fig.  2, the relationship between the CMI 
and arteriosclerosis was assessed by stratifying covari-
ates, including diastolic and systolic blood pressure, BMI, 
hip circumference, fasting glucose level, insulin level at 
120  min, and TC level. The results demonstrated that 
the CMI was an independent risk factor for an increased 
incidence of arteriosclerosis across all subgroups (all 
P < 0.001). Interestingly, the association was nota-
bly stronger in patients with a BMI below 21.62  kg/m 
(OR = 1.59, 95%CI: 1.43–1.78) than in those with a BMI 

Fig. 1   Comparison of the prevalence of arteriosclerosis among the CMI groups.  Patients in Groups C2 and C3 exhibited a significantly greater 
occurrence of arteriosclerosis than did those in Group C1 ( P  < 0.05; Fig.  1).  *  indicates  P  < 0.05

Table 2  Comparative analysis of the prevalence of arteriosclerosis

Arteriosclerosis C1
(n = 750)

C2
(n = 743)

C3
(n = 750)

χ2  P

Yes 219 (29.2%) 487 (65.5%) 522 (69.6%) 299.33 < 0.001

No 531 (70.8%) 256 (34.5%) 228 (30.4%)
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of 21.62 kg/m² or higher (OR = 4.53, 95%CI: 3.12–6.58), 
possibly influenced by the smaller sample size in the 
lower BMI group.

Discussion
The findings of this study underscore the intricate link 
between the CMI and arteriosclerosis in patients with 
T2DM. Our data revealed a significant positive corre-
lation between the CMI and the development of arte-
riosclerosis, which was robust even after adjusting for 
traditional risk factors. This association aligns with previ-
ous studies that have revealed the CMI to be a predictor 
of cardiovascular events in various populations [10, 11]. 
However, our research extends this knowledge by spe-
cifically elucidating the relationship within the T2DM 

cohort, a group at an inherently higher risk of cardiovas-
cular complications.

Based on the CMI, the patients were categorized into 
three groups. The C3 group (CMI > 1.355) exhibited 
greater diastolic blood pressure, systolic blood pres-
sure, BMI, hip circumference, glucose (0  min), insulin 
(120  min), TC and baPWV values. These findings sug-
gest that the CMI serves as an effective marker for distin-
guishing T2DM patients with arteriosclerosis from those 
without arteriosclerosis.

An increased CMI poses a risk for individuals with 
T2DM and is recognized as a detrimental factor. To effec-
tively prevent the onset of T2DM, appropriate measures 
should be implemented to mitigate the escalation of the 
CMI from low to high values [15, 16]. Additionally, the 
CMI exhibited positive correlations with diastolic blood 
pressure, systolic blood pressure, BMI, hip circumfer-
ence, glucose (at 0  min), insulin (at 0  min), insulin (at 
120  min), HOMA-IR, TC and PWV values. These find-
ings suggest that the CMI may exert diverse influences on 
various cardiovascular disease risk factors. Specifically, in 
obese patients, the CMI might be more directly associated 
with weight and insulin resistance [17, 18]. In hyperten-
sive patients, the CMI may be related to vascular function 
[19]. In patients with diabetes, the CMI may be associated 
with insulin resistance [20]. The group with the highest 
CMI, referred to as Group C3, exhibited greater diastolic 
blood pressure, systolic blood pressure, BMI, hip circum-
ference, fasting glucose, 120-minute postload insulin, TC, 
and baPWV values. These findings suggest that the CMI 
is an effective marker for distinguishing T2DM patients 
with arteriosclerosis from those without arteriosclerosis.

Further analysis of the different subgroups revealed a 
significant correlation between the CMI and an increased 
incidence of arteriosclerosis in each subgroup. As the CMI 
increased, so did the prevalence of arteriosclerosis, with an 
apparent trend across the patient groups. These findings 
indicate that the CMI could be a key marker for predicting 

Table 3  Correlation analysis between the CMI and various 
clinical parameters

Variables CMI

 r  P

Age 0.03 0.123

Duration -0.02 0.385

Diastolic blood pressure 0.19 < 0.001

Systolic blood pressure 0.74 < 0.001

BMI 0.31 < 0.001

Hip circumference 0.22 < 0.001

Glucose at 0 min 0.08 < 0.001

Glucose at 120 min 0.01 0.595

Insulin at 0 min 0.18 < 0.001

Insulin at 120 min 0.16 < 0.001

HOMA-IR 0.21 < 0.001

HbA1c 0.04 0.095

TC 0.18 < 0.001

LDL-C -0.03 0.178

baPWV 0.32 < 0.001

Table 4  Multivariable logistic regression for the association between the CMI and arteriosclerosis

Odds ratios (OR) and 95%CI were evaluated using a logistic regression model. C1: the lowest tertile of CMI, C2: the 2nd tertile of CMI, C3: the highest tertile of CMI

Model 1: Adjusted for gender

Model 2: Model 1+ adjusted for diastolic blood pressure, systolic blood pressure, BMI, hip circumference.

Model 3: Model 2+ adjusted for glucose at 0 min, insulin at 120 min, and TC

Variables Model 1 Model 2 Model 3

OR (95%CI) P OR (95%CI) P OR (95%CI) P

CMI (continuous) 1.97 (1.76, 2.20) <0.001 1.85 (1.65,2.08) <0.001 1.87 (1.66, 2.10) <0.001

CMI (categorical)
  C1 Reference Reference Reference

  C2 4.64 (3.73, 5.77) <0.001 4.59 (3.61, 5.83) <0.001 4.55 (3.57, 5.81) <0.001

  C3 5.63(4.51, 7.03) <0.001 5.45 (4.26, 6.98) <0.001 5.56 (4.32, 7.17) <0.001
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the risk of arteriosclerosis. Clinically, this means that by 
monitoring changes in the CMI, doctors can detect and 
act to prevent arteriosclerosis. It is also necessary to create 
specific prevention and treatment strategies based on the 
CMIs of different patient subgroups to mitigate the risk of 
arteriosclerosis. We constructed three models for multi-
variate regression analysis. In the analysis stratified by the 
CMI, after adjusting for other variables, the risk of arterio-
sclerosis in the C2 group was 4.6 times greater than that in 
the C3 group, and the risk was 5.1 times greater than that 
in the C1 group. These results suggest that CMI stratifica-
tion is a valuable predictor of arteriosclerosis risk. Moreo-
ver, our study examined the impact of other covariates on 
arteriosclerosis risk. In Model 3, factors such as age, sex, 
hypertension, and hyperlipidemia were strongly associated 
with arteriosclerosis risk.

The biological plausibility of the CMI as a marker for 
arteriosclerosis can be understood through the lens of 
insulin resistance [18] and hyperglycemia [21], which 

are hallmarks of T2DM. These metabolic abnormali-
ties contribute to the endothelial dysfunction [22], oxi-
dative stress [23], and inflammatory processes[24] that 
are fundamental to the development of arteriosclerosis. 
Furthermore, the components of the CMI, which include 
measures of obesity and dyslipidemia, are known con-
tributors to vascular pathology. Hence, our findings sug-
gest that the CMI captures the cumulative effect of these 
metabolic derangements on arterial health.

However, our research is not without limitations. The 
design of the study precludes causal inferences. While we 
demonstrated a correlation, longitudinal studies are neces-
sary to confirm whether changes in the CMI precede the 
progression of arteriosclerosis. Additionally, our study 
population may not be representative of all patients with 
T2DM, and our findings may not be generalizable to other 
cohorts, particularly those with varying durations of dia-
betes or levels of glycemic control. To delve deeper into 
the relationship between the CMI and arteriosclerosis, 

Fig. 2  Subgroup analyses of the association between the CMI and Arteriosclerosis. The subgroup analyses were based on the following 
predetermined cutoff values: diastolic blood pressure (78.50 mmHg), systolic blood pressure (128.50 mmHg), BMI (21.62 kg/m²), hip circumference 
(90.75 cm), fasting glucose level (5.26 mmol/L), insulin level at 120 minutes (29.65 μIU/mL), and total cholesterol (4.88 mmol/L). CI: confidence 
interval; OR: odds ratio
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additional research and experimentation are necessary. We 
could investigate how the CMI is related to the mechanism 
of arteriosclerosis or examine the outcomes in patients 
with varying CMIs undergoing identical treatments.

In conclusion, our findings strongly support the use of 
CMI stratification as an important predictor of arterioscle-
rosis risk. These findings also highlight the need to con-
sider other covariates for accurate risk assessment, which 
has significant implications for the prevention and treat-
ment of arteriosclerosis. Further longitudinal studies are 
required to establish the prognostic value of the CMI in 
predicting cardiovascular events in patients with T2DM.

Abbreviations
DM	� Diabetes mellitus
T2DM	� Type 2 diabetes mellitus 
CMI	� Cardiometabolic index
MMC	� National Metabolic Management of Metabolic Center
WHtR	� Waist-to-height ratio
HDL-C	� High-density lipoprotein
baPWV	� Brachial-ankle pulse wave velocity
HOMA-IR	� Homeostatic model assessment for Insulin resistance
ORs	� Odds ratios
CI	� Confidence interval

Acknowledgements
None.

Authors’ contributions
CT, TP - conception and design of the study, or acquisition of data. XS, LW, 
and RL - analysis and interpretation of data. CD, HL, and JW -  writing of the 
manuscript. HL, PZ - revision of the manuscript. All authors read and approved 
the final manuscript.

Funding
This study was funded by the Scientific Research and Technology Develop-
ment Program of Yulin City, China (no. 202324107).

Availability of data and materials
Data sets generated during the current study are available from the corre-
sponding author on reasonable request.

Declarations

Ethics approval and consent to participate
Informed consent was obtained from all participants, and the study was 
approved by The Ethics Committee of the First People’s Hospital of Yulin.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 20 December 2023   Accepted: 21 March 2024

References
	1.	 Artasensi A, Pedretti A, Vistoli G, et al. Type 2 diabetes Mellitus: a review of 

Multi-target drugs. Molecules. 2020;25(8). https://​doi.​org/​10.​3390/​molec​
ules2​50819​87. [published Online First: 2020/04/29].

	2.	 Diabetes mortality and trends before 25 years of age: an analysis of 
the Global Burden of Disease Study 2019. Lancet Diabetes Endocrinol. 

2022;10(3):177–92. https://​doi.​org/​10.​1016/​s2213-​8587(21)​00349-1. 
[published Online First: 2022/02/11].

	3.	 Wong ND, Sattar N. Cardiovascular risk in diabetes mellitus: epidemiology, 
assessment and prevention. Nat Reviews Cardiol. 2023;20(10):685–95. https://​
doi.​org/​10.​1038/​s41569-​023-​00877-z. [published Online First: 2023/05/17].

	4.	 Mehta K, Goldin RF, Marchette D, et al. Neuronal classification from 
network connectivity via adjacency spectral embedding. Netw Neurosci 
(Cambridge Mass). 2021;5(3):689–710. doi: 10.1162/netn_a_00195 [pub-
lished Online First: 2021/11/09].

	5.	 Heather LC, Hafstad AD, Halade GV, et al. Guidelines on models of 
diabetic heart disease. Am J Physiol Heart Circ Physiol. 2022;323(1):H176–
200. https://​doi.​org/​10.​1152/​ajphe​art.​00058.​2022. [published Online First: 
2022/06/04].

	6.	 Fan J, Watanabe T, Atherosclerosis. Known and unknown. Pathol Int. 
2022;72(3):151–60. https://​doi.​org/​10.​1111/​pin.​13202. [published Online 
First: 2022/01/26].

	7.	 He C, Xie D, Fu LF, et al. A nomogram based on radiomics intermuscular 
adipose analysis to indicate arteriosclerosis in patients with newly diag-
nosed type 2 diabetes. Front Endocrinol. 2023;14:1201110. https://​doi.​
org/​10.​3389/​fendo.​2023.​12011​10. [published Online First: 2023/06/12].

	8.	 Libby P. The changing landscape of atherosclerosis. Nature. 
2021;592(7855):524–33. https://​doi.​org/​10.​1038/​s41586-​021-​03392-8. 
[published Online First: 2021/04/23].

	9.	 Wakabayashi I, Daimon T. The cardiometabolic index as a new marker 
determined by adiposity and blood lipids for discrimination of diabetes 
mellitus. Clin Chim Acta. 2015;438:274–78.

	10.	 Merkin SS, Karlamangla A, Elashoff D, et al. Change in cardiometabolic 
score and incidence of cardiovascular disease: the multi-ethnic study of 
atherosclerosis. Ann Epidemiol. 2015;25(12):912–17. e1.

	11.	 Cai X, Hu J, Wen W et al. Associations of the cardiometabolic index with 
the risk of cardiovascular disease in patients with hypertension and 
obstructive sleep apnea: Results of a longitudinal cohort study. Oxidative 
Medicine and Cellular Longevity 2022;2022.

	12.	 Miao M, Deng X, Wang Z, et al. Cardiometabolic index is associated with 
urinary albumin excretion and renal function in aged person over 60: 
data from NHANES 2011–2018. Int J Cardiol. 2023;384:76–81. https://​doi.​
org/​10.​1016/j.​ijcard.​2023.​04.​017. [published Online First: 2023/04/15].

	13.	 Wakabayashi I. Relationship between age and cardiometabolic index 
in Japanese men and women. Obes Res Clin Pract. 2018;12(4):372–77. 
https://​doi.​org/​10.​1016/j.​orcp.​2016.​12.​008. [published Online First: 
2017/01/18].

	14.	 Wakabayashi I, Sotoda Y, Hirooka S, et al. Association between cardiomet-
abolic index and atherosclerotic progression in patients with peripheral 
arterial disease. Clin Chim Acta. 2015;446:231–6. https://​doi.​org/​10.​1016/j.​
cca.​2015.​04.​020. [published Online First: 2015/04/30].

	15.	 Qiu Y, Yi Q, Li S, et al. Transition of cardiometabolic status and the risk 
of type 2 diabetes mellitus among middle-aged and older Chinese: a 
national cohort study. J Diabetes Invest. 2022;13(8):1426–37. https://​doi.​
org/​10.​1111/​jdi.​13805. [published Online First: 2022/04/16].

	16.	 Golabi S, Ajloo S, Maghsoudi F, et al. Associations between traditional and 
non-traditional anthropometric indices and cardiometabolic risk factors 
among inpatients with type 2 diabetes mellitus: a cross-sectional study. 
J Int Med Res. 2021;49(10):3000605211049960. https://​doi.​org/​10.​1177/​
03000​60521​10499​60. [published Online First: 2021/10/19].

	17.	 Oliveira BR, Magalhães E, Bragança M, et al. Performance of body Fat per-
centage, Fat Mass Index and Body Mass Index for detecting cardiometa-
bolic outcomes in Brazilian adults. Nutrients. 2023;15(13). https://​doi.​org/​
10.​3390/​nu151​32974. [published Online First: 2023/07/14].

	18.	 Vigna L, Tirelli AS, Gaggini M, et al. Insulin resistance and cardiometabolic 
indexes: comparison of concordance in working-age subjects with 
overweight and obesity. Endocrine. 2022;77(2):231–41. https://​doi.​org/​10.​
1007/​s12020-​022-​03087-8. [published Online First: 2022/06/07].

	19.	 Wang H, Chen Y, Sun G, et al. Validity of cardiometabolic index, lipid 
accumulation product, and body adiposity index in predicting the risk of 
hypertension in Chinese population. Postgrad Med. 2018;130(3):325–33. 
[published Online First: 2018/02/27].

	20.	 Wang T, Lu J, Shi L, et al. Association of insulin resistance and β-cell 
dysfunction with incident diabetes among adults in China: a nationwide, 
population-based, prospective cohort study. Lancet Diabetes Endocrinol. 
2020;8(2):115–24. https://​doi.​org/​10.​1016/​s2213-​8587(19)​30425-5. [pub-
lished Online First: 2019/12/28].

https://doi.org/10.3390/molecules25081987
https://doi.org/10.3390/molecules25081987
https://doi.org/10.1016/s2213-8587(21)00349-1
https://doi.org/10.1038/s41569-023-00877-z
https://doi.org/10.1038/s41569-023-00877-z
https://doi.org/10.1152/ajpheart.00058.2022
https://doi.org/10.1111/pin.13202
https://doi.org/10.3389/fendo.2023.1201110
https://doi.org/10.3389/fendo.2023.1201110
https://doi.org/10.1038/s41586-021-03392-8
https://doi.org/10.1016/j.ijcard.2023.04.017
https://doi.org/10.1016/j.ijcard.2023.04.017
https://doi.org/10.1016/j.orcp.2016.12.008
https://doi.org/10.1016/j.cca.2015.04.020
https://doi.org/10.1016/j.cca.2015.04.020
https://doi.org/10.1111/jdi.13805
https://doi.org/10.1111/jdi.13805
https://doi.org/10.1177/03000605211049960
https://doi.org/10.1177/03000605211049960
https://doi.org/10.3390/nu15132974
https://doi.org/10.3390/nu15132974
https://doi.org/10.1007/s12020-022-03087-8
https://doi.org/10.1007/s12020-022-03087-8
https://doi.org/10.1016/s2213-8587(19)30425-5


Page 8 of 8Tang et al. BMC Cardiovascular Disorders          (2024) 24:186 

	21.	 Fiorentino TV, Sesti F, Andreozzi F, et al. One-hour post-load hypergly-
cemia combined with HbA1c identifies pre-diabetic individuals with a 
higher cardio-metabolic risk burden. Atherosclerosis. 2016;253:61–9.

	22.	 Nogueira MD, Braga RA, Manios Y, et al. New indices in predicting cardio-
metabolic risk and its relation to endothelial dysfunction in adolescents: 
the HELENA study. Nutr Metabolism Cardiovasc Dis. 2023;33(5):1037–48.

	23.	 Pahwa R, Adams-Huet B, Jialal I. The effect of increasing body mass 
index on cardio-metabolic risk and biomarkers of oxidative stress and 
inflammation in nascent metabolic syndrome. J Diabetes Complicat. 
2017;31(5):810–13.

	24.	 Camargo-Ramos CM, Correa-Bautista JE, Correa-Rodríguez M, et al. 
Dietary inflammatory index and cardiometabolic risk parameters in 
overweight and sedentary subjects. Int J Environ Res Public Health. 
2017;14(10):1104.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Correlation between the cardiometabolic index and arteriosclerosis in patients with type 2 diabetes mellitus
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Introduction
	Methods and materials
	Patients

	Anthropometric, clinical, and sociodemographic parameters
	Laboratory assays
	Statistical analysis

	Results
	Demographic and clinical characteristics by the CMI

	Comparison of the prevalence of arteriosclerosis
	Correlations between the CMI and clinical parameters
	Association between the CMI and arteriosclerosis
	Stratified analysis of the CMI and arteriosclerosis

	Discussion
	Acknowledgements
	References


