J KAU: Med. Sdi., Vol. 8, pp. 91-99 (1420 A.H. / 2000 A.D.)

Serum and Urine in a Cohort of Adult Patients
with Diabetes Méellitus

SAEED M. G. AL-GHAMDI MRCP*, ABDULRAHMAN A. AL-SHAIKH FRCPC, FACP*,
MAIMONA A. MUSHTAG MRCP', and WALID A. MILAAT PhD"
* Department of Medicine, and ** Department of Community Medicine,
Faculty of Medicine & Allied Sciences, King Abdulaziz University,
Jeddah, Saudi Arabia

ABSTRACT. This is a cross-sectional study on 37 randomly selected patients
with Diabetes mellitus. Serum magnesium, calcium, potassium, and HbA ., to-
gether with 24 hour urine collection for magnesium (MG) were obtained from
these patients. Fifteen healthy non-diabetic subjects served as control. The
mean serum Mg in this diabetic cohort was 0.74 mmol/L, compared to 0.91
mmol/L of the non-diabetic control subjects (P value < 0.001). Nine patients
(24%) from the diabetic cohort were significantly hypomagnesemic range. The
low mean serum Mg was associated with poor glycemic control; mean HbA .
was 11.2%. The mean 24 h urinary Mg in this diabetic cohort was 4.15 mmol
which isrelatively high for the level of hypomagnesemia present suggesting in-
creased urinary Mg excretion as the cause for such hypomagnesemia. These
patients had no symptoms attributable to hypomagnesemia, and they had no as-
sociated abnormalities in serum potassium and calcium. Mean serum po-
tassium was 4.49 mmol/L & mean serum calcium of 2.42 mmol/L (<0.70
mmol/L) while none of the controls had serum Mg outside the normal range.
Our study shows high prevalence of asymptomatic hypomagnesemia with in-
creased urinary Mg excretion in a cohort of poorly controlled diabetics. This
was not associated with abnormalities in serum potassium or calcium asit isthe
case in other causes of hypomagnesemia.
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Introduction

Magnesium (Mg**) is avital intracellur cation involved in many enzymatic reactions
as aco factor to ATPase. It isthe second most abundant intracellular cation, next only
to potassium!t. Hypomagnesemia was found in at least 25% of diabetics? and be-
comes more evident after correction of diabetic ketoacidosis, as it may occur in up to
55% of treated cases'®l. Moreover, alow ionized and alow, free intracelular Mg were
found in diabetic patients despite a normal serum Mg level (4 suggesting a state of Mg
deficiency in diabetics. There is an inverse relationship between the height of blood
sugar level and the degree of hypomagneeemia[S]. This is clearly shown by the “sur-
rogate” of glycemic control, i.e., glycosylated hemoglobin (HbAlC)[G]. There are differ-
ent factors which interplay to cause Mg deficiency and hypomagneseia in diabetics,
such as, decrease intake and vomiting in diabetic gastroparesis, diarrhea due to auto-
momic neuropathy and most importantly, excessive renal Mg wasting!®>"!.

Diabetes mellitus is a prevalent disease in Saudi Arabia. In arecent study in Riyadh,
Saudi Arabia®, it accounted for 16% of the male and 12.3% of the female population
above 30 years of age. To the best of our knowledge, there is no local data which in-
dicates the prevalence of hypomagnesemiain the Saudi diabetic population.

This cross-sectiona study was conducted to study the prevalence of hypomagnesemia
in a cohort of Saudi diabetic population and to determine whether this is related to the
degree of glycemic control. This study will also look to whether hypomagnesemia is
associated with an increase in urinary Mg secretion.

Patients and M ethods

A cohort of 37 randomly selected diabetics, 15 years of age and older, who were at-
tending a diabetes clinic in a tertiary care hospital in Jeddah. Prior to enroliment, all
patients were subjected to a thorough history and physical examination together with
preliminary investigations to confirm the eligibility criteria. Patients were excluded
from the study if they were known to have hypomagnesemia, and or if they have any
risk factor for hypomagnesemia, other than being diabetic. Patients were also entered
in the study if they were on Mg supplementation. All patients entered in the study
should have normal liver enzymes, bilirubin, creatinine, T4 and TSH.

Patients who consented to be in the study were subjected to undergo the following la-
boratory investigations: serum magnesium, calcium, potassium, glucose, total protein,
albumen, creatinine and HbA ;.. These tests were done while the patients were fasting
and before taking their morning dose of insulin or ora hypoglycemic drugs. Twenty-
four urine collections were obtained for magnesium and creatinine. Spot urine analysis
for ketones were obtained from all patients.

A control group of 15 healthy non-diabetic volunteers who fulfilled the inclusion cri-
teriawere selected. Fasting blood for Mg, calcium, potassium, and creatinine were ob-
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tained from this control group. Serum and urinary Mg and calcium were analyzed us-
ing Cynchron CX® of Beckman. Glycosylated Hemoglobin (HbA,.) assay is measured
with iron capture assay of Abbot IMx®. Data was collected prospectively and were
analyzed using the SPSS version 7.5. The significance (P value) between means of
continuous variables were examined by the t-test. The relation between serum mag-
nesium level and urinary magnesium excretion and between serum Mg level and Hgb,
were ascertained by the Pearson’s correlation coefficient (r). P < 0.05 was considered
statistically significant.

Results

Sixteen male (43%) and 21 female (57%) patients were included in the study with
the mean age being 54 years SD+/- 6 (range 6-27 years). Twenty-two (59%) were nor-
motensive while 15 (39%) were known to be hypertensive. None of these patients were
receiving medication that interfered with their Mg metabolism or excretion.

The mean serum Mg in this diabetic cohort was 0.74 mmol/L (range 0.57-0.86) (Table
1). The mean serum Mg in the control group was 0.91 mmol/L (range 0.85-1.11). The
difference between both groups was highly statistically significant (P value < 0.001).
Significant hypomagnesemia (<0.70 mmol/L) was found in 9 patients (24%) in the di-
abetic group, while none of the control group had serum Mg which is outside the nor-
mal range (0.70-1.15 mmol/L). This diabetic cohort was found to have poor glycemic
control as indicated by the high mean HbA . of 11.2% (range 7.5-18.1%). There was
no correlation between the serum Mg and HbA 1, r = 0.09 and this was not statistically
significant (P=0.32).

TABLE 1. Summary of clinical and laboratory data of the diabetic cohort.

Variable Mean Range
Age (years) 54 year (SD +/- 13) 21-80
Duration of diabetes 12 year (SD +/- 6) 6-27
Serum Mg 0.74 mmol/L (+/- 0.068) 0.57-0.86
Urine Mg 4.15 mmol/L (+/- 1.8) 1.75-11.0
Serum potassium 4.16 mmol/L (+/- 0.36) 3.9-52
Serum calcium 2.42 mmol/L (+/- 0.10) 2.26-2.69
HbA 1. 11.2 (SD +/-2.6) 7.5-18.1

All patients underwent 25 hour urinary collection for Mg. The mean urinary Mg ex-
cretion was 4.15 mmol/24h SD +/-1.8 (1.75-11.02 range). No correlation could be
found between the level of serum Mg and the level of urinary Mg excretion as r =0.016,
which is statistically not significant (P-value = 0.46). All of the diabetic patients had
negative urinary ketones and none of them required hospital admission for treatment of
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diabetic ketoacidosis.  None of the diabetic patients had symptoms which could be at-
tributed to hypomagnesemia. Similarly, there were no associated abnormalitiesin ser-
um potassium and serum calcium. Mean serum potassium was 4.49 mmol/L SD=/-
0.36 (3.9-5.2 range) and mean serum calcium was 2.42 mmol/L SD=/- 0.1 (2.26-2.69
range).

Discussion

Our study showed a high prevalence of hypomagnesemia in this cohort of randomly
selected diabetics, occurring in 24% of the patients.  Mather et alldshowed similar re-
sults, while other investigators[5] reported a higher prevalence rate of 39%. The pos-
sible explanation of this difference is the conflict on what cut-off serum Mg level
which represents hypomagnesemia. Nevertheless, mean serum Mg in our diabetic co-
hort was significantly lower than the non-diabetic control subjects. As serum Mg only
constitutes 0.3% of the total body Mg content, there is significant controversy re-
garding the best method to assess magnesium status in patients with Mg deficiency. It
is fact that patients could have normal serum Mg levels while they are Mg deficient
(L9 Thereisaso controversy regarding the cut-off level which constitutes a low ser-
um Mg. Nevertheless, the presence of low serum Mg<0.70 mmol/L usually indicates
significant Mg deficiency[l]. Attempts to find an inverse correlation between the level
of serum Mg and the level of Hb,. was not successful. Thisis probably due to the fact
that all of our patients had poor glycemic control making inter-group comparison dif-
ficult. Thisis best explained by the fact that none of our diabetic patients had normal
HbA ..

The causes of hypomagnesemia in diabetics are of a multifactorial nature. The pas-
sive magnesium re-absorption in the Thick Ascending Loop of Henle (TAL) is de-
pendent on the positive transmembrane potential created by the active NaCl absorption
[10.11] * conceptually, abolishment of this potential by the osmotic diuresis brought abut
by the hyperglycemia, will result in an excessive renal magnesium loss. Furthermore,
insulin administration was found to increase the urinary excretion of Mg in normal non-
diabetic volunteers*@. This has been achieved in the absence of hyperglycemia
Through unclear mechanisms, acidosis and phosphate depletion may enhance the uri-
nary excretion of magnesium®14 and these two conditions are frequently encountered
in diabetics. Recent works[2314 have suggested that insulin enhances free Mg entry
into the cells. This might explain the higher prevalence of hypomagnesemiain patients
treated for diabetic ketoacidosis'l.

The kidney is capable of conserving the urinary Mg to less than 0.5 mol/24 hour if
faced with decreased intake of Mg or loss of Mg from sites other than the kidneys
(L1113 gutton and Domorongkitchaibornt!® have suggested that if a hypo-
magnesemic patient excretes more than 1.0 mol of Mg in 24 hours urine collection, the
cause of hypomagnesemia has to be the excessive rena wasting of Mg. In our patients
the mean 24 hour urinary excretion of Mg is significantly high (4.15 mmol) for the de-
gree of hypomagnesemia they have, suggesting enhanced rena Mg wasting. Fur-
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thermore, al of our patients were studied while they were visiting the out-patient de-
partment and none of them had ketosis or were treated for diabetic ketoacidosis. This
might imply that the excessive renal wasting of Mg is probably the main mechanism
for the hypomagnesemia.

Electrolyte disturbance in the form of hypokalemia and hypocalcemia are frequently
seen in hypomagnesemic patients and correction of such abnormalities is not possible
unless magnesium is first replenished!™). Hypocalcemia has been reported in 33% of
hypomagnesemic ICU patients[16]. It probably results from the combination of im-
paired release of PTH and the end-organ resistance to PTHIY. Hypokalemis is highly
predicative of the hypomagnesemia, and 42% of hospitalized patients with hypo-
kalemia has concomitant hypomagneﬁemia[”]. Experimental human magnesium de-
ficiency has resulted in hypokalemia and the increase of urinary potassium excretion
(18] These studies were done on a non-diabetic population. Serum potassium and cal-
cium were normal in our diabetic cohort. To the best of our knowledge, this has not
been reported on such a population. The cause of unexpected normal serum calcium
and potassium in our diabetic patientsis not clear. Diabetesis awell known cause for
hyporeninemic hypoaldosteronemic renal tubular acidosis, which usually manifests
with hyperkalemia. Despite that all of our patients had normal serum creatinine, and
we did not intend to investigate the tubular function in this cohort of patients, we can-
not rule out a possible compensatory role played by a sub-clinical tubular dysfunction.
So it is tempting to speculate abnormal renal handling of potassium and calcium in di-
abetics as a plausible explanation for such findings. Hypomagnesemia and magnesium
deficiency are known to cause awide variety of symptoms and clinical presentations re-
sulting from neuromuscular irritability and cardiac arrhythmia[l]. Our patients were to-
tally asymptomatic, and had no abnormal manifestations attributable to magnesium de-
ficiency. Symptomatic hypomagnesemia was thought to occur if hypocalcemia and or
hypokalemia are prmt[w] and this might explain the absence of symptomsin our pa-
tient population.

Mg deficiency was implicated in the development of many vascular disorders which
include: ischemic heart diseasel?, hypertension?!!, and pre-eclampsial?. Similarly,
Diabetes mellitus is a major risk factor in many vascular disorders which includes is-
chemic, cerebral and peripheral vascular disease. Some investigators23! suggested that
reduced intracellular Mg is the missing link to explain the epidemiological association
between NIDDM and hypertension. In a recent review by Altura & Altural?d ex-
tending this link between diverse cardiovascular risk factors and atherosclerosis to be
related to Mg defiency. This is probably explained by the fact that experimental Mg
deficiency has resulted into vasospasm, increased vascular reactivity, elevated [Ca2™]i,
formation of proinflammatory agents and free oxygen radicals, and enhanced platelets
aggregartion[24]. Furthermore, insulin resistance and diabetic complications have been
linked to the state of magnesium deficiency. These facts prompted the American Di-
abetic Association to publish a consensus statement suggesting that diabetic patients
with hypomagnesemia are to receive magnesium suppl ementationt?®. For all of these,
it is imperative to consider measuring serum Mg levels in diabetic patients as hypo-
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magnesemia might have some impact on diabetes control or on diabetic complications.

We conclude that hypomagnesemia is present in a significant number of diabetics
probably resulting from enhanced renal Mg loss due to the osmatic effect of hyper-
glycemia. To the best of our knowledge, thisis the first study in Saudi Arabia which
tackles this problem. Further studies are needed to elucidate the association between
this cation abnormality and the different diabetic complications. Further studies are
needed to study the impact of magnesium supplementation on the degree of glycemic
control and on the associated diabetic complications.
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