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INTRODUCTION

Persistent hyperglycemia in diabetic patients is known 
to increase the chance of developing diabetic microvascular 
complications, such as diabetic neuropathy. Diabetic neu-
ropathy (DN) is a typical microvascular problem associ-
ated with diabetes [1]. It is significant to note that DN is 
the primary risk factor for the emergence of diabetic foot 
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The early stages of diabetic peripheral neuropathy (DPN) are symptomless. A reliable 
dependable and sensitive biomarker is needed for the purpose of early identification 
of diabetic peripheral neuropathy. The main objective of the study was to evaluate the 
accuracy of serum neuron-specific enolase (NSE) as a biomarker for early identification 
of diabetic peripheral neuropathy. Patient samples were collected from the National 
Diabetes Center, Mustansiriyah University; a case control study was done from April 
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to 60 years-old were included. Participants were divided into three groups: group one 
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of 40 type 2 diabetic patients without peripheral neuropathy and group three included 
80 apparently in good health as the control. Toronto Clinical Neuropathy Scoring System 
(TCSS) was used for clinical evaluation of peripheral neuropathy. Glycated hemoglobin 
(HbA1c) was measured by the CLOVER A1c system. In addition, serum NSE levels were 
measured by Enzyme Linked Immunosorbent Assay (ELISA) technique.
Age, sex, and other standard variables were used as a basis for comparisons between groups. 
Statistically, diabetic patients with peripheral neuropathy demonstrated higher level of 
NSE (28.42±6.93 ng/ml) than did either diabetic patients without peripheral neuropathy 
(21.07±2.0 ng/ml) or controls (12.54±2.34 ng/ml) with a high degree of significance  
(p <0.001). In the context of Discrimination between DPN patients and diabetic patients 
without neuropathy, the area under curve for neuron-specific enolase was 0.812, 95% 
confidence interval [CI] = 0.716-0.909, p <0.001. Cut-off value of serum neuron-specific 
enolase was 22.53 ng/ml, sensitivity and specificity were 70% and 77%, respectively. In the 
context of discrimination between DPN and controls, the area under curve for neuron-
specific enolase was 1.00, 95% confidence interval was 1.0-1.0, p <0.001. At a cut-off value 
of serum neuron-specific enolase = 18.3 ng/ml, both the sensitivity and specificity were 
100%. Neuron-specific enolase could potentially be used as a biomarker to detect early 
diabetic peripheral neuropathy and prevent it from developing to an advanced state.
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ulcers, which may result in lower-extremity amputations [2].  
Diabetes-related neuropathic pain affects between 3 and 
13 million people globally [3]. In earlier epidemiological 
studies of neuropathy, obesity was determined to be the 
second-largest essential metabolic illness component after 
diabetes [4-6]. According to a recently released study, people 
with diabetic neuropathy had greater body mass indexes 
and waist circumferences than did people without the con-
dition [7]. As concluded in Patel GR and colleagues’ 2022 
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study [8], Diabetic Peripheral Neuropathy is significantly 
and independently correlated with hyperglycemia, advanced 
age, longer duration of diabetes, and poor glycemic control. 
Numerous reports report that 50% of all diabetic peripheral 
neuropathies may be asymptomatic [9]. Thus, new sensi-
tive and appropriate biomarkers that identify the severity or 
stage advancement are needed in conjunction with clinical 
symptoms and neurological observations for the early diag-
nosis of diabetic peripheral neuropathy. Neuron-specific 
enolase (NSE) is one of these biomarkers. NSE is a glyco-
lytic enzyme and one of the isoenzymes of enolase. This 
isoenzyme has a biological half- life of roughly 24 hours. 
NSE is present in the cytoplasm of neurons and neuroen-
docrine cells. The mechanisms that lead to the demise of 
these cells cause an increase in the concentration of NSE 
in bodily fluids [10,11]. NSE is regarded as a helpful bio-
marker in evaluating functional damage to neurons [12-14]. 
However, there are limited studies from Iraq. Therefore, it 
was intended for this study to assess NSE’s role in diabetic 
individuals who have peripheral neuropathy and to measure 
neuron-specific enolase levels in those who have the ailment 
compared to those who do not.

AIM

The main objective of the study was to evaluate the sensi-
tivity of serum neuron-specific enolase (NSE) as a biomarker 
for the early identification of diabetic peripheral neuropathy.

MATERIALS AND METHODS

A case control study was done at the National Diabetes 
Center, Mustansiriyah University, Baghdad, Iraq. The 
study duration was from April 2022 to November 2022,  
in Baghdad, Iraq. One hundred sixty individuals between 30 
to 60 years-old were included. The participants were divided 
into three groups: group one included 40 type 2 diabetic 
patients with peripheral neuropathy, group two consisted of 
40 type 2 diabetic patients without neuropathy and group 
three took in 80 apparently in good health as the control. 
Each patient’s medical history was recorded, including their 
gender, age, disease duration, BMI and any prior histories 
of other diseases. Ethical and scientific approval was gained 
from the college of medicine, Al-Nahrain University com-
mittee. Assessment of peripheral neuropathy was performed 
using Toronto Clinical Neuropathy Scoring System (TCSS). 
It is comprised of three elements: Symptoms, Sensory test 
and Reflex score. Herein, the greatest number of points is 19,  
and score ≥6 is diagnosed as Peripheral Neuropathy [15]. 
For both diabetic patient groups with and without periph-
eral neuropathy, clinical examination and biochemi-
cal tests such as HbA1c were measured. Five milliliters  
of blood specimen was drawn from the study subjects, which 
was employed for biochemical investigation, 2 ml of the 
blood was collected into EDTA tube for measuring glycated 
hemoglobin (HbA1c). Blood HbA1c levels were estimated 
by the CLOVER A1C system [16]. Serum NSE levels were 
measured by using ELISA techniques (sandwich method). 
Body Mass Index was calculated via utilizing (weight  
in kilograms/height in square meter) equation [17].

Statistical analysis

SPSS software version 25.0 was employed to perform 
the statistics. The quantitative description was summarized 
using mean and standard deviation, and three groups were 
compared by applying analysis of variance. Categorical vari-
ables, which were presented as numbers and percentages, 
were evaluated via the chi-square test. Serum neuron-spe-
cific enolase was evaluated utilizing the Receiver Operating 
Characteristic Curve (ROC) in the context of discriminating 
between diabetic patients, diabetics with peripheral neuropa-
thy, and healthy controls. A statistically significant difference 
was determined to exist when the p-value was less than 0.05.

RESULTS

A total of 160 participants were involved in the final 
analysis. The mean age of the patients in DPN group was 
49.1±5.44 years which did not differ significantly from that 
of diabetic patients without neuropathy (48.27±7.2 years). 
However, the two groups differed significantly from controls 
(42.06±6.21 years). Although the female ratio was higher 
in the DPN group (80%) than in either diabetic patients 
without neuropathy group (60%) or controls (62.5%), the 
differences were not significant. Similar to age, the BMI 
did not differ significantly between diabetic patients with 
and without DPN; however, both groups had significantly 
higher BMI than did controls (p <0.001).

As a marker for diabetic control, HbA1c was higher in 
patients with DPN (10.56±2.64%) than in diabetic patients 
without neuropathy (8.79±2.53%), which in turn was higher 
than in controls (4.77±0.38%) with highly significant differ-
ences. The median duration of T2DM in patients with and 
without DPN was 7.0 years and 4.0 years, respectively with 
a highly significant difference (Table 1).
Table 1. Demographic characteristics of the population under 
study

Variable

Diabetic 
peripheral 
neuropathy

(n=40)

Diabetes 
mellitus 
without 

peripheral 
neuropathy

(n=40)

Controls
(n=80) p-value

Age (years) 
Mean±SD 
Range

49.1±5.44a

39-60
48.27±7.2a

30-60
42.06±6.21b

33-57
<0.001

Gender
Males
Females

8(20%)
32(80%)

16(40%)
24(60%)

30(37.5%)
50(62.5%)

0.101

BMI (kg/m2)
Mean±SD
Range

31.66±4.9a

23.65-44.5
30.59±3.5a

22.3-35.5
26.8±2.85b

20.5-32.5
<0.001

HbA1c
Mean±SD
Range

10.56±2.64a

7.0-15.6
8.79±2.53b

6.1-15.5
4.77±0.38c

4.0-5.8
<0.001

Disease duration 
(years)
Mean±SD
Median
Range

8.26±4.69
7.0

1-18

5.25±4.38 
 4.0
1-22

– 0.001

Different small letters (a,b,c) indicate significant differences between the 
groups, BMI – body mass index, SD – standard deviation, HbA1c – glycated 
hemoglobin

Patients with DPN demonstrated higher level of NSE 
(28.42±6.93 ng/ml) than did either diabetic patients without 
peripheral neuropathy (21.07±2.0 ng/ml) or controls 
(12.54±2.34 ng/ml), with highly significant differences 
(Figure 1,Table 2).
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Table 2. serum levels of neuron-specific enolase in different 
groups

Variable

Diabetic 
peripheral 
neuropathy

(n=40)

Diabetes 
mellitus 
without 

peripheral 
neuropathy 

(n=40)

Controls 
(n=80) p-value

NSE (ng/ml)
Mean±SD
Range

28.42±6.93a

20.09-41.83
21.07±2.0b

17.85-26.66
12.54±2.34c

7.15-16.51
<0.001

Different small letters (a,b,c) indicate significant differences between the 
groups NSE – neuron- specific enolase

DN – diabetic neuropathy, T2DM – type 2 diabetes mellitus

Figure 1. Mean serum levels of neuron-specific enolase in DN, 
T2DM and controls

Neuron-specific enolase was evaluated for their diagnos-
tic value using a Receiver Operating Characteristic (ROC) 
curve. In the context of Discrimination between Diabetic 
Peripheral Neuropathy and Diabetes Mellitus without 
Peripheral Neuropathy, the area under curve (AUC) for 
neuron-specific enolase was 0.812, 95% confidence interval  
[CI] = 0.716-0.909, p <0.001. Cut-off value of serum neu-
ron-specific enolase was 22.53 ng/ml, sensitivity and speci-
ficity were 70% and 77%, respectively (Figure 2, Table 3).

Figure 2. Receiver operating characteristic curve for neuron-
specific enolase in the context of discrimination between diabetic 
peripheral neuropathy and diabetes mellitus without peripheral 
neuropathy

Table 3. Diagnostic value of neuron-specific enolase in the context 
of discrimination between diabetic peripheral neuropathy and 
diabetes mellitus without peripheral neuropathy

Markers AUC Sensitivity Specificity Cut off value

NSE 0.812 70% 77% 22.53 ng/ml

NSE – neuron specific enolase, AUC – area under the curve

In the context of discrimination between DPN and 
controls, the area under curve for neuron-specific enolase was 
1.00, 95% confidence interval was 1.0-1.0, p <0.001. At a cut- 
off value of serum neuron-specific enolase = 18.3 ng/ml, 
both the sensitivity and specificity were 100% (Figure 3, 
Table 4).

Figure 3. Receiver operating characteristic curve for neuron-
specific enolase in the context of discrimination between diabetic 
peripheral neuropathy and controls

Table 4. Diagnostic value of neuron-specific enolase in the 
context of discrimination between diabetic peripheral neuropathy 
and control

Markers AUC Sensitivity Specificity Cut off value

NSE 1.0 100% 100% 18.3 ng/ml

NSE – neuron specific enolase, AUC – area under the curve

DISCUSSION

The most common microvascular consequence of 
diabetes mellitus is diabetic peripheral neuropathy. There are 
numerous diverse pathways that contribute to diabetic periph-
eral neuropathy, but oxidative stress, inflammation and mito-
chondrial dysfunction play a crucial part. Diabetes causes 
oxidative stress, altered metabolic pathways, inflammation 
and the activation of pro-inflammatory molecules [18].  
In the current study, there are substantial differences in the 
age and BMI between the two groups – DPN and T2DM, 
and control. The average age of the patients in the DPN 
group was not statistically different from that of the diabetic 
patients, but the two groups differed significantly from 
controls. According to Albegali et al., people with T2DM 
who are over 50 years old and who exercise less, lose 
muscle mass and increase  bulk mass with time are became 
more likely to experience long-term complications [19].  
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Similar to age, the BMI of diabetic patients with and 
without DPN did not differ substantially; nevertheless, 
both groups had considerably higher BMIs than did controls  
(p <0.001). Of note, Zhou R et al., found that type 2 diabetes 
mellitus patients who were both general and abdominally 
obese had a higher probability of developing an incident DN, 
regardless of sex [20]. As a marker for diabetic management, 
the present study showed that HbA1c was higher in patients 
with DN than in diabetic patients without neuropathy, which 
in turn was higher than in healthy controls with highly sig-
nificant differences. This result is in agreement with the 
results obtained by Hunaif et al., who found a relationship 
between the HbA1c level and the degree of diabetic neu-
ropathy in Type 2 DM [21]. The present study also showed 
that the median duration of T2DM in patients with and 
without DN was 7.0 years and 4.0 years, respectively, with  
a highly significant difference. The current study is con-
sistent with recent work by Jaya Kumar, who shown that 
having diabetes for a longer period of time and having  
a higher HbA1c level significantly increased the risk of 
neuropathy [22]. As a biomarker of hyperglycemia-induced 
nerve injury, NSE is regarded as a helpful biomarker in 
evaluating functional damage to neurons [12-14]. In the 
current study, patients with DPN demonstrated higher level 
of NSE than did either diabetic patients without neuropathy 
or controls, with highly significant differences. In contrast, 
patients with type 2 diabetes had NSE levels that were 
considerably greater than those in people without diabetes. 
The current study is in accordance with recent studies by 
Kandasamy S., which show that diabetic individuals with 
neuropathy had significantly higher NSE levels [23]. Other 
previous studies reported that 19.4% of diabetic patients had 
aberrant NSE concentration [24]. Hence, NSE can be used to 
detect diabetic peripheral neuropathy in at an early stage, and  
a severe stage of the condition can be avoided.

CONCLUSION

From the results of the present study, it can be concluded 
that diabetic peripheral neuropathy causes higher serum 
NSE levels. Consequently, this could potentially represent 
a reliable blood biomarker for diabetic neuropathy. By 
checking the NSE levels in diabetic patients, an early iden-
tification of the illness is therefore achievable.

LIMITATIONS OF THE STUDY

The study’s limitation was the delay in collecting specimens 
from patients with peripheral neuropathy because every patient 
underwent a thorough medical investigation via the neurologist in 
accordance with the Toronto clinical system, which identified each 
patient as having peripheral neuropathy if the score following the 
investigation was ≥6, in order to avoid other disease complications 
from overlapping and having an effect on the outcomes. Future 
multicenter studies that examine other types of diabetic neuropathy 
are recommended.
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