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Objective: To evaluate the value of non-invasive detection of advanced glycation end
products (AGEs) in the early screening of type 2 diabetes mellitus (T2DM) in the
community of China.

Methods: From January 2018 to January 2019, a total of 912 patients with community
health physical examination and no history of T2DM were selected, excluding the results
of missing value > 5%. Finally, 906 samples were included in the study, with a response
rate of 99.3%. Non-invasive diabetic detection technology was used to detect AGEs in the
upper arm skin of all participants, AGE accumulations were classified as ≤P25, P25∼P50,
P50∼P75, and >P75; HbA1c, insulin, C-peptide, total cholesterol (TC), triglyceride (TG),
high-density lipoprotein cholesterol (HDL-C), creatinine, urea, and other indicators were
measured at the same time. Univariate analysis of variance was used to compare the
differences in general data, biochemical indexes, skin AGE levels, and blood glucose among
groups, and logistic regression analysis and latent category analysis were performed.

Results: In univariate analysis, SBP, FBG, HbA1c, and age were correlated with higher
AGE (p < 0.01); TG, TC, HDL, UA, and gender were not positively correlated with AGE (p <
0.01). After controlling for covariates (waist circumference, hip circumference), AGE
accumulation was interacted with other variables. The results of latent category analysis
(LCA) showed that the health risk factors (HRFs), including age, systolic blood pressure,
HbA1c, FBG, triglyceride, total cholesterol, HDL-C, and uric acid, were divided as three
groups, and AGE is divided into four categories according to the quartile method, which
were low risk (≤P25), low to medium risk (P25∼P50), medium to high (P50∼P75), and high
risk (>P75), respectively. The association between the quartile AGE and risk factors of the
OR values was 1.09 (95% CI: 1.42, 2.86), 2.61 (95% CI: 1.11, 6.14), and 5.41 (95% CI:
2.42, 12.07), respectively. The moderation analysis using the PROCESS program was
used to analyze whether BMI moderated the link between risk factors and AGE
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accumulation. There was also a significant three-way interaction among HRFs, BMI, and
gender for AGE accumulation in the total sample (b = -0.30).

Conclusion: Non-invasive skin detection of AGEs has a certain application value for the
assessment of T2DM risk and is related to a variety of risk factors.
Keywords: advanced glycation end products, BMI, diabetes, age, prediabetes, risk factors, early screening
INTRODUCTION

About one in 10 middle-aged Europeans will develop type 2
diabetes over a 10-year period (1). This number may be due to
the increased threat of the pandemic, and part of the reason is the
increase in obesity; it is predicted that by 2030, the prevalence of
type 2 diabetes will reach 366 million people around the world
(www.who.int/diabetes/facts/world_figures/en/) (2). Prediabetes,
also known as impaired glucose regulation, is a metabolic state
between normal glucose tolerance and diabetes. In a previous
nationally representative cross-sectional survey conducted in
Mainland China in 2013, a total of 170,287 people participated,
and the estimated prevalence of diabetes was 10.9% and that of
prediabetes was 35.7% (3). Therefore, early diagnosis and
intervention of prediabetes are of great significance. In addition,
there is increasing evidence that the concept of "metabolic memory"
was associated with the development of long-termmetabolic-related
disorders and plays a significant role in patients with diabetes (4).
The existing main metabolic pathways including oxidative stress,
inflammation, and advanced glycation end products (AGEs) play an
important role in the pathogenesis of late diabetic complications,
and the measurement of AGEs appears to be the prospective
significantly appropriate method to evaluate the true impact of
chronic hyperglycemia (5). Previous study have shown that there is
increased expression of AGEs and their accumulation in the
diabetes mellitus (DM) tissues (6). Many risk factors are known,
but all factors taken together do not fully explain the risk of diabetes
complications. This suggests that other pathophysiological
mechanisms are at work. An increase in tissue AGEs may be a
surrogate mechanism. As a non-invasive clinical tool, skin
autofluorescence can be used to assess the accumulation of AGEs
(7, 8). More and more evidence shows that AGEs can cause
mitochondrial dysfunction of pancreatic islets, resulting in
excessive superoxide production, reduced ATP level, and
ultimately insulin secretion dysfunction, leading to continuous
hyperglycemia in the body (9). AGEs bind to RAGE (AGE
receptor), leading to mitochondrial swelling and apoptosis, and
impaired glucose aerobic oxidation, further promoting the
formation of AGEs (10, 11). Zhu et al. developed a non-invasive
diabetes detector (DM Scan) by applying the optical detection
technology of AGEs and confirmed that AGEs on the skin, as a
screening indicator for diabetes, has the advantages of being rapid,
non-invasive, and consumable and having no risk of cross infection
(12). In addition, AGEs can also induce pancreatic beta cell
apoptosis by inhibiting the autophagy of beta cells. Moreover,
AGEs can not only directly damage islet b cells, which is related
to the occurrence and development of diabetes, but also accumulate
n.org 2
in almost any tissue, including the kidneys, eyes, liver, reproductive
tissue, vascular system, muscle, bone, and brain (13). Besides,
increased AGE levels have been associated with many
microvascular diabetic complications (14), further explaining why
we explore the association between metabolic index and AGE and
newly diagnosed diabetic patients and prediabetes.

At present, clinical management of diabetes mainly focuses
on blood glucose control, blood pressure control, lipid lowering,
lifestyle, and other risk factors. If blood glucose is a major
factor in the occurrence of these complications, then by
normalizing blood glucose levels (15), diabetes can be cured
and complications can be prevented by 100%. These studies
suggest that glycemic control has a long-term impact on the
development and progression of diabetes complications. In
addition, all eligible studies showed a positive association
between skin autofluorescence (SAF) and one or more diabetes
complications (all-cause mortality, cardiovascular mortality,
microvascular and macrovascular complications, neuropathy,
and kidney disease) (7). At present, a large-sample invasive
serological examination is difficult to be popularized in some
grassroots and communities, and there is still a lack of relevant
reports on whether non-invasive skin detection of AGEs is
suitable for early risk screening of diabetes. This non-invasive
method uses skin autofluorescence (SAF) and is based on the
specific fluorescence characteristics of some AGEs. Therefore,
the author aims to explore the application value of the non-
invasive diabetes detector in the early screening of large-scale
diabetes in the Chinese population by extensively carrying out
the non-invasive and rapid skin detection project of AGEs in
the community.

AGEs can cause islet mitochondrial dysfunction, resulting in
excessive superoxide production and reduced ATP level, and
eventually lead to insulin secretion dysfunction, leaving the
body in a state of continuous hyperglycemia. After AGEs and
RAGE (receptors of AGE) were combined, the expression of
the Bcl-2 gene in islet b cells was decreased, leading to
mitochondrial swelling and apoptosis, and impaired glucose
aerobic oxidation, which further enhanced the formation of
AGEs. In addition, AGEs can also induce pancreatic beta cell
apoptosis by inhibiting the autophagy of beta cells, and AGEs
can directly damage islet b cells, which is related to the
occurrence and development of type 2 diabetes mellitus
(T2DM). Moreover, AGEs and their receptors may play
important roles in the development and progression of
coronary artery disease (CAD) in patients with T2DM (16).
Moreover, the AGE-1-positive patients had higher triglycerides
and lower high-density lipoprotein (HDL) cholesterol (17).
March 2022 | Volume 12 | Article 766778
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At present, a large-sample invasive serological examination is
difficult to be popularized in some grassroots and communities,
and there is still a lack of relevant reports on whether non-
invasive skin detection of AGEs is suitable for early risk
screening of T2DM. Therefore, the author aims to explore the
application value of the non-invasive T2DM detector in the early
screening of large-scale T2DM in the Chinese population by
extensively carrying out the non-invasive and rapid skin
detection project of AGEs in the community.
SAMPLES AND METHODS

Samples
Using the multistage sampling method, from January 2018 to
January 2019, three community health service centers in Hefei
that signed the medical consortium agreement with the First
Affiliated Hospital of Anhui Medical University were selected to
screen the population aged 30 to 80 years in each community.
The exclusion criteria are as follows: previous history of T2DM,
severe cardiovascular and cerebrovascular diseases, liver and
kidney function impairment, infection or stress, and people in
the terminal stage of various diseases.

Methods
Doctors and personnel with professional training in designated
physical examination institutions had undergone physical
checkups based on standard procedures, such as height,
weight, AGE test, fundus examination, blood pressure, and
blood and urine samples.

Gender, age, height, weight, waist circumference, hip
circumference, blood pressure, and other information of
patients in all participants were recorded, and the body mass
index (BMI) and waist–hip ratio (WHR) were calculated. Fasting
venous blood was collected, and measured fast plasma glucose
(FPG), 2h plasma glucose (2hPG), glycated hemoglobin A1c
(HbA1c), insulin, and C-peptide were tested by the oral glucose
tolerance test (OGTT); total cholesterol (TC), triglyceride (TG),
high-density lipoprotein (HDL-C), creatinine, urea, and other
indicators were tested by blood serum. These risk factors are
collectively referred to as health risk factors (HRFs). At the same
time, the non-invasive T2DM detector (National Medical
Device Registration Certificate: Anhui Injection Certificate
20152210045) was used to detect the fluorescence of the
subjects’ upper arm skin. Obvious blood vessels, scars, and
malformed skin areas should be avoided during measurement.
Selected test sites should be wiped with alcohol to obtain the
fluorescence spectrum intensity of AGEs on subjects’ skin (unit:
AU). Measurements should be made for 3 times, and the average
value should be taken as the final skin AGE testing results. The
ethics committee approval number is PJ2019-09-05.

Criteria for Risk Factors
Hypertension was characterized via systolic blood pressure (SBP)
≥ 140 mmHg and/or diastolic blood pressure (DBP) ≥ 90 mmHg
(WHO 1999 criteria) (18) or currently using medications for the
lowering of blood pressure. Hyperlipidemia was characterized via
Frontiers in Endocrinology | www.frontiersin.org 3
serum concentrations of TC>5.69 mmol/l or TG>1.68 mmol/l or
HDL>1.03 mmol/l or patients that have been treated with
medications for lowering of lipids. Overweight was defined as a
BMI >24 and <28 kg/m2. Obesity was characterized as BMI ≥ 28
kg/m2 based on Chinese standards (19). An elevated level of
HbA1c was greater than 7.0% (20). Hyperuricemia was
characterized via serum uric acid level ≥ 416 mmol/l (≥7.0 mg/
dl) in men and ≥386 mmol/l (≥6.5 mg/dl) in women or if they
were treated with allopurinol for lowering the level of uric acid
(21). The age limit was 65 years (22). FBG (fast blood glucose) was
≥7.0 mmol/l (23, 24).

Sensitivity Analysis
In order to improve the effect of HRFs results, we used three
different approaches to operationalize HRFs. First, we calculate a
HRFs score which added together the total number of HRFs
experienced by each participant. This was then categorized as 0
HRFs, 1 HRF, 2 HRFs, and 3+ HRFs. Second, factor analysis
(FA) was used to derive distinct variable centered HRFs clusters,
namely groups of HRFs that tend to co-occur across participants.
This approach helped us to reduce the risk of overfitting. In the
analysis, each FA-derived cluster was indexed by a binary
variable indicating the presence or absence of any exposure to
the relevant HRFs throughout childhood. Third, latent class
analysis (LCA) was performed using Mplus in order to derive
HRFs clusters.

Statistical Analysis
All the data were analyzed using SPSS 23.0. Statistical analyses
were carried out in three main steps. Missing data on the
outcome and exposure variables were estimated using multiple
imputations by SPSS 23.0. Latent class analysis (LCA) was
used to identify homogeneous, mutually exclusive “patterns” of
6 HRFs using MPlus 7.4. Model building begins with class
enumeration, and with the addition of each subsequent latent
class, goodness-of-fit indices are compared. The HRF classes
were adopted based on model fit indices: Akaike information
criteria (AIC), Bayesian information criteria (BIC), and sample
size-adjusted BIC (aBIC), entropy, and p-value for the Lo–
Mendell–Rubin test (LMRT).

The specific statistical analyses were carried out in four main
steps. Step 1 entailed the descriptive statistics associated with the
health risk factor by AGE accumulation. In Step 2, multilevel
logistic regression was used to test the association between risk
factors and AGEs. In Step 3, according to the principle of LCA,
the Mplus program was used to perform LCA. In Step 4, the
PROCESS program of moderation was used to perform a
moderation analysis (25). For testing the moderating effect, the
relationships of the three small steps had to be significant: (a)
direct effect of predictor (health risk factors) on AGE
accumulation; (b) direct effect of moderator (BMI) on AGE
accumulation; and (c) direct interactions effect (health risk
factors × BMI) on AGE accumulation. In the SPSS PROCESS,
the interacting effect was calculated automatically by the
program, and it also produces the proportion of the variance
explained by the moderating effect of BMI (R2 increases owing to
interaction). Considering the influence of covariates, we also
March 2022 | Volume 12 | Article 766778
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adjusted the influence of relevant sociodemographic factors in
the adjustment model. We also explored whether BMI
moderated the relationship between HRFs and AGE
accumulation by gender (26). According to statistical
requirements, the moderating effect is considered significant
when the 95% CI interval does not contain zero (27).
RESULTS

The Prevalence Characteristics of AGE
Accumulation
Table 1 presents the results of the risk factor and AGE
accumulation; these results show that higher HbA1c (c2 =
25.76), FBG (c2 = 37.38), SBP (c2 = 8.46), and older age (c2 =
231.11) were more likely to have a higher prevalence of AGE
accumulation; others such as HDL (c2 = 4.29), UA (c2 = 2.71),
TC (c2 = 6.24), TG (c2 = 3.90), and gender (c2 = 1.94) have no
correlation with AGE accumulation.

The Multilevel Logistic Regression
Between Risk Factors and AGE
The demographic data of all participants (gender, age,
nationality), physical examination (systolic pressure, diastolic
blood pressure, BMI), T2DM number and type of glycemic index
(fasting plasma glucose, 2 h postprandial blood glucose,
glycosylated hemoglobin), renal function, blood urea nitrogen,
Frontiers in Endocrinology | www.frontiersin.org 4
serum creatinine, blood uric acid, and blood lipid (total
cholesterol, triglycerides, high-density lipoprotein cholesterol
(HDL-c)) are shown in Table 2; according to the multivariate
variable analysis, the AGE accumulation was divided into
≤P25, P25~P50, P50~P75, and >P75 according to the quartile
method. SBP, FBG, HbA1c, and age were positively correlated
with AGE (OR = 0.621, 95% CI: 0.378, 0.953), (OR = 0.239,
95% CI: 0.121, 0.47), (OR = 0.243, 95% CI: 0.116, 0.507), and
(OR = 0.021, 95% CI: 0.01, 0.042), respectively; TG, TC, HDL,
and UA were not positively correlated with AGE (OR = 0.239,
95% CI: 0.121, 0.47), (OR = 0.239, 95% CI: 0.121, 0.47), (OR =
0.787, 95% CI: 0.357, 1.736), (OR = 0.239, 95% CI: 0.121, 0.47),
and gender (OR = 1.042, 95% CI: 0.706, 1.539). These results are
shown in Table 2.

Class Enumeration
Table 3 depicts the fit statistics for the one to four class models.
The five-class model did not replicate the best log likelihood
value and was therefore not considered further. The four-class
solution was chosen as the final, best-fitting model based on the
lower AIC, as well as lowest BIC and aBIC values. Moreover, the
p value of LMR was not statistically significant in class 4.
Moreover, we listed the trend of aBIC values and found that
class three has the most significantly descending aBIC values.
With regard to model 3, bootstrap validation procedures also
demonstrated that it had a good fit (p < 0.01). All remaining
results are reported specific to the three-class solution.
TABLE 1 | The prevalence characteristics of AGEs.

AGE (≤P25) AGE (P25～P50) AGE (P50～P75) AGE (> P75) c2 value

HbA1c 25.76**
Normal 218 (26.50%) 212 (25.70%) 207 (25.10%) 187 (22.70%)
Abnormal 10 (12.20%) 13 (15.90%) 21 (25.60%) 38 (46.30%)

HDL 4.29
Normal 216 (25.80%) 204 (24.40%) 206 (24.60%) 210 (25.10%)
Abnormal 12 (17.10%) 21 (30.00%) 22 (31.40%) 15 (21.40%)

UA
Normal 161 (24.00%) 168 (25.00%) 169 (25.10%) 174 (25.90%) 2.71
Abnormal 67 (28.60%) 57 (24.40%) 59 (25.20%) 51 (21.80%)

FBG 37.38**
Normal 216 (26.50%) 214 (26.30%) 204 (25.10%) 180 (22.10%)
Abnormal 12 (13.30%) 11 (12.20%) 22 (24.40%) 45 (50.00%)

TC 6.24
Normal 203 (26.00%) 200 (25.60%) 190 (24.40%) 187 (24.00%)
Abnormal 25 (19.80%) 25 (19.80%) 38 (30.20%) 38 (30.20%)

TG 3.90
Normal 164 (25.90%) 165 (26.10%) 155 (24.50%) 148 (23.40%)
Abnormal 64 (23.40%) 60 (21.90%) 73 (26.60%) 77 (28.10%)

SBP 8.46*
Normal 187 (27.00%) 177 (25.60%) 166 (24.00%) 162 (23.40%)
Abnormal 40 (19.10%) 47 (22.50%) 61 (29.20%) 61 (29.20%)

Age 231.11**
<65 215 (32.90%) 195 (29.90%) 164 (25.10%) 79 (12.10%)
≥65 12 (5.00%) 30 (12.40%) 58 (24.00%) 142 (58.70%)

Gender 1.94
Male 124 (25.40%) 115 (23.60%) 120 (24.60%) 129 (26.40%)
Female 104 (24.90%) 110 (26.30%) 108 (25.80%) 96 (23.00%)
Ma
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The Multilevel Logistic Regression of Risk
Factors and AGE and BMI
As shown in Table 4, all risk factor patterns were statistically
significant with AGE accumulation of participants. AGE was
taken as the dependent variable, with medium risk (OR: 1.50,
95% CI = 1.02, 2.32) and high risk (OR: 5.41, 95% CI = 2.42,
12.07). The results of adjusting co-variables are still meaningful,
as shown in Table 4.
Frontiers in Endocrinology | www.frontiersin.org 5
In the model adjusted for gender, waist circumference, and
hip circumference, children exposed to 3+ HRFs had
significantly higher AGE levels than those who did not have
any HRF (OR: 9.21, 95% CI = 4.74, 17.91). These datasets are
shown in Table 5.

The statistical results of the EFA of HRFs in the training
dataset are shown in Table 6. All factors had good discriminant
validity since their correlations were lower than 0.85.

In Table 7, all HRF patterns were statistically significant with
the BMI of participants by gender. Among males, BMI was taken
as the dependent variable, with medium risk (OR: 2.81, 95% CI =
1.82, 4.34) and high risk (OR: 2.06, 95% CI = 1.05, 4.06) of
overweight. Among females, BMI was taken as the dependent
variable, with medium risk (OR: 0.90, 95% CI = 0.39, 2.08) and
high risk (OR: 6.02, 95% CI = 2.42,14.99) of obesity. The results
of adjusting co-variables are still significant, as shown in Table 7.

Moderation Analysis
Moderation analyses were performed with waist circumference
and hip circumference as the control variables. The results are
TABLE 3 | The latent class analysis of risk factors.

Statistic 2 classes 3 classes 4 classes

AIC 5312.78 5234.38 5227.63
BIC 5384.91 5344.98 5376.71
aBIC 5337.28 5271.94 5278.26
LMR-LRT <0.001 0.1239 0.2856
BLRT <0.001 <0.001 <0.0697
Entropy 0.905 0.687 0.749
As estimated from the model posterior probabilities, there were approximately 42.4%,
9.2%, and 49.2% of participants distributed across the four classes, respectively.
TABLE 4 | The multilevel logistic regression of risk factors and AGE.

AGE (≤P25) AGE (P25～P50) AGE (P50～P75) AGE (>P75)

Low risk 1.0 1.0 1.0 1.0
Medium risk 1.0 0.96 (0.63, 1.463) 1.54 (1.02, 2.32)* 1.50 (0.98, 2.31)
High risk 1.0 1.09 (1.42, 2.86)** 2.61 (1.11, 6.14)* 5.41 (2.42, 12.07)**
March 2022 | Volume
Controlled for gender, waist circumference, and hip circumference.
*p ＜ 0.05, **p ＜ 0.01.
TABLE 2 | The multilevel logistic regression between risk factors and AGE.

AGE (≤P25) AGE (P25～P50) AGE (P50～P75) AGE (>P75)

HbA1c
Normal 0.243 (0.116, 0.507)** 0.44 (0.2, 0.967)* 0.682 (0.29, 1.603) 1.0
Abnormal 1.0 1.0 1.0 1.0

HDL
Normal 0.787 (0.357, 1.736) 0.516 (0.247, 1.078) 0.528 (0.252, 1.107) 1.0
Abnormal 1.0 1.0 1.0 1.0

UA
Normal 1.386 (0.903, 2.128) 1.132 (0.747, 1.715) 1.166 (0.768, 1.769) 1.0
Abnormal 1.0 1.0 1.0 1.0

FBG
Normal 0.239 (0.121, 0.47)** 0.5 (0.239, 1.046) 1.101 (0.462, 2.621) 1.0
Abnormal 1.0 1.0 1.0 1.0

TC
Normal 0.621 (0.358, 1.076) 0.642 (0.371, 1.111) 1.008 (0.557, 1.824) 1.0
Abnormal 1.0 1.0 1.0 1.0

TG
Normal 0.952 (0.644, 1.406) 1.022 (0.693, 1.508) 1.046 (0.709, 1.543) 1.0
Abnormal 1.0 1.0 1.0 1.0

SBP
Normal 0.6 (0.378, 0.953)** 0.56 (0.352, 0.889)** 0.73 (0.45, 1.19) 1.0
Abnormal 1.0 1.0 1.0 1.0

Age
<60 0.021 (0.01, 0.042)** 0.131 (0.066, 0.26)** 0.323 (0.157, 0.668)** 1.0
>60 1.0 1.0 1.0 1.0

Gender
Male 1.042 (0.706, 1.539) 0.969 (0.657, 1.427) 0.957 (0.648, 1.411) 1.0
Female 1.0 1.0 1.0 1.0
12 | A
*P ＜ 0.05, **P ＜ 0.01.
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presented in Table 8. First, HRFs significantly predicted the
severity of BMI (b = -0.13), and gender was not associated with
BMI (b = -0.065). Secondly, HRFs significantly predicted the
severity of BMI (b = 0.29), and gender was also associated with
BMI (b = 0.56). There were also a significant effect between
gender and HRFs on AGE (b = -0.26) and BMI (b = 0.073).

As shown in Table 9, there was also a significant three-way
interaction among HRFs, BMI, and gender for AGE
accumulation in the total sample (b = -0.30); after controlling
Frontiers in Endocrinology | www.frontiersin.org 6
for waist circumference and hip circumference, these results were
also significant (b = -0.31).
DISCUSSION

The earlier discussion evaluates the value of noninvasive detection
method to prevent the development of the disease and shows the
effectiveness of targeted prevention, including through the
establishment of variables based on the genetic risk of equations
to evaluate the risk of diabetes and prediabetes, and guide therapy,
which reduces blood pressure, body weight, and cholesterol (28).
AGEs accumulate in the body as we age; thus, this approach is
necessary to provide some preventive measures for elderly patients
with more complications. Moreover, the explanation for this
accumulation process is accelerated in some cases with glycemic
and oxidative stress, leading to higher AGE levels in, for example,
patients with diabetes, patients with renal failure, ICU patients, and
smokers (29). In general, AGE levels do seem to be strongly
correlated with blood level and other metabolic markers. The
association of AGEs with TG, TC, and SBP levels were associated
with diabetic macrovascular complications that have been reported
in previous studies. The explanation for the increased concentration
of AGEs in patients with diabetes is that higher HbA1c will disrupt
normal glucose metabolism in the muscle and fat cells, leading to
insulin-mediated glucose uptake and the circulating process of
hyperglycemia (30). Several other studies have shown a link
between elevated AGE levels and cardiovascular disease in people
with diabetes. SAF is also associated with macrovascular
complications in patients with type 2 diabetes (31). In addition,
the advantage of AGEs in this study is that AGEs are associated
with long-term metabolic memory and their assessment takes into
account cumulative glucose exposure and glucose variability, thus
TABLE 5 | The multilevel logistic regression of number health risk factors and AGE.

AGE (≤P25) AGE (P25～P50) AGE (P50～P75) AGE (>P75)

0 1.0 1.0 1.0 1.0
1 1.0 1.03 (0.65, 1.63) 1.004 (0.62, 1.63) 1.99 (1.16, 3.42)*
2 1.0 1.25 (0.71, 2.80) 1.64 (0.92, 2.91) 3.57 (1.94, 6.57)**
3+ 1.0 1.88 (0.98, 3.61) 4.17 (2.23, 7.82)** 9.21 (4.74, 17.91)**
Model 1: crude model; Model 2: controlled for gender, waist circumference, hip
circumference.
*p ＜ 0.05, **p ＜ 0.01.
TABLE 6 | LCA-derived HRF clusters.

1 2 3

HbA1c 0.881 -0.032 -0.026
FBG 0.88 0.019 -0.031
TG 0.026 0.793 0.022
TC -0.003 0.739 0.037
HDL 0.133 0.264 -0.746
Age 0.234 0.234 0.65
SBP 0.321 0.188 0.363
UA -0.026 0.009 0.151
Bold coefficients indicate the highest factor loading of every item.
TABLE 7 | The multilevel logistic regression of risk factors and BMI by gender.

Male Overweight Female Overweight
Obesity Obesity

Low risk 1.0 1.0 1.0 1.0
Medium risk 3.22 (1.69, 6.13)** 2.81 (1.82, 4.34)** 0.90 (0.39, 2.08) 1.36 (0.87, 2.13)
High risk 0.37 (0.05, 2.91) 2.06 (1.05, 4.06)* 6.02 (2.42, 14.99)** 0.89 (0.33, 2.39)
March 2022 | Volume 12
Controlled for gender, waist circumference, and hip circumference.
*p＜0.05, **p＜0.01.
TABLE 8 | Model characteristics for the moderation analysis.

BMI model 1 AGE model 2

B t value p value B t value p value

HRFs -0.13 -2.27 <0.05 0.29 2.30 <0.05
Gender -0.065 -0.73 >0.05 0.56 2.81 <0.01
Int 0.073 2.05 <0.05 -0.26 -3.22 <0.01
R2 0.0025 0.0112
F 4.19 10.40
| Article
Mediate variables: BMI, independent variables: HRFs, dependent variables: AGE.
*p ＜ 0.05, **p ＜ 0.01.
Int: HRFs × gender.
The model was controlled for waist circumference and hip circumference.
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overcoming the limitations of HbA1c as a prognostic biomarker for
diabetes (32). So AGEs can not only predict diabetes and its
complications, but may also be a cause of those complications.
To investigate this, intervention trials of drugs that reduce AGE
accumulation are needed.

With the development of economy, the prevalence rate of type 2
diabetes is increasing year by year, this disease should be brought
into the scope of policy for key prevention and control of chronic
diseases, and in the hope that prevention and control mark the
service in basic hospitals, such as level 3 first-class hospitals, and
incorporate the same in the community hospitals. However, because
of T2DM knowledge is not enough, limited community hospital
and patient factors such as fear traumatic examination, blood
glucose monitoring still cannot spread, leading to low diagnostic
rate and population. Therefore, it is necessary to strengthen basic
diabetes screening, such as non-invasive AGE testing. In recent
years, a large number of studies have confirmed that AGE is one of
the important mechanisms for the occurrence and development of
chronic complications of T2DM. Studies have found that excessive
AGE is one of the important mechanisms leading to type 2 T2DM
and its chronic complications (30). The accumulation of AGEs in
tissues is a long-term process with a low turnover rate, which may
form the substrate of “blood sugar memory” (31). If targeted
detection can be carried out, it may be helpful to identify high
glucose status and screen out patients at high risk of T2DM. The
T2DM non-invasive detector uses the fluorescence characteristics of
AGEs to illuminate the excitation light source on the skin tissue of
the subjects through the probe, and then obtains the level of AGEs
through the fluorescence spectrum information analysis.

Our analysis revealed several key findings. People at potential
risk of disease exposed to three or more HRFs had higher AGE
accumulation, which further risks toward T2DM and its
complication. Among different types and clusters of HRFs,
HbAIc and FBG had the largest associations with AGE
accumulation. BMI was also associated with higher AGE
accumulation among participants exposed to multiple HRFs.
Further, the moderation analysis indicated that gender, BMI, and
HRFs were associated with AGE accumulation exposure. The
relationships among HRFs, BMI, and AGE accumulation
generally had an interaction effect.
Frontiers in Endocrinology | www.frontiersin.org 7
Correlations Between Health Risk Factors,
BMI, and AGE Accumulation
In this study, non-invasive skin AGE levels were detected in
community populations to observe possible influencing factors.
The first is the detection of biochemical indicators, including SBP,
TC, TG, HDL, BMI, HbA1c, FBG, and AGE. Normally, the
generation of AGEs goes through a slow glycosylation stage,
and hyperglycemia, hyperlipidemia, or oxidative stress can
accelerate the accumulation of AGEs in the body (32). Obesity
and what is referred to as insulin resistance (IR) syndromes,
including hypertension, glucose intolerance, hyperinsulinemia,
and hyperlipidemia, are common factors (33). In this study,
multivariate logistic regression analysis showed that AGEs were
associated with both T2DM and prediabetes risk. Therefore, it
could be speculated that elevated levels of AGEs in the skin could
be a warning sign of T2DM, and high serum glycated hemoglobin
A1c (HbA1c) can accelerate the formation of AGEs and
hydroxymethyl lysine. Even if HbA1c is well controlled, high
levels of AGEs can also increase the risk of diabetic microvascular
complications and form the “metabolic memory” effect of
hyperglycemia (34). Patients with type 1 T2DM were followed
up for 7 years. It was found that AGE fluorescence spectrum
detection of skin could predict the occurrence of major adverse
cardiovascular events in patients with type 1 T2DM; the higher
the intensity of AGE fluorescence in skin, the higher the
probability of myocardial infarction, stroke, lipid metabolism
index, lower-limb paraplegia, or revascularization surgery in
patients with type 1 T2DM (35). In addition, a previous study
proposed that AGE was also connected to the pathophysiology of
obesity (36). Another study has reported that obese adults
(average body mass index [BMI] 33.2 kg/m2) exhibited
significantly higher-circulating AGEs compared to overweight
participants (average BMI 26.3 kg/m2) (37). Serum AGEs were
found to correlate with triglyceride levels, and those with the
highest AGEs had the most adverse lipid profiles (38). Another
study demonstrated that AGE was also associated with kidney
function (39). Similarly, age and gender differences were also
verified to be associated with AGE. Serum AGEs have been
reported to be in the range of 8.5 ± 0.9 units/ml in men less
than age 45, 9.9 ± 1.5 in men older than 60, 7.9 ± 0.7 in women
less than age 45, and 10.7 ± 1.1 in women older than 60 in a study
of 172 healthy individuals (40).

The Moderating Role of BMI, Gender
Between Health Risk Factors, and AGE
Accumulation
Our research suggests that participants, especially those with a
higher BMI and higher health risk factors, seem to be a vulnerable
group for AGE accumulation. From a developmental disease
perspective, obesity interacts with health risk factors, influencing
the development of AGE accumulation. BMI, as a moderating
variable, has gender-specific effects on the association between
HRFs and AGE accumulation. The quality of gender moderates
the relationship between BMI and AGE accumulation. As we all
know, HbA1c and obesity were all associated with AGE
accumulation; AGEs may play a more prominent role in the
TABLE 9 | Model characteristics for the moderation analysis.

Model 1 Model 2

B t value p value B t value p value

HRFs -0.15 -0.82 >0.05 -0.14 -0.76 >0.05
BMI -1.77 -3.84 <0.01 -1.92 -4.19 <0.01
Gender -0.25 -0.90 >0.05 -0.20 3.53 <0.01
Int 1 0.47 2.50 <0.05 0.49 2.58 <0.01
Int 2 -0.03 -0.23 >0.05 -0.009 -0.081 >0.05
Int 3 1.03 3.41 <0.01 1.06 3.54 <0.01
Int 4 -0.30 2.40 <0.05 -0.31 -2.53 <0.01
R2 0.0061 0.0067
F 5.75 6.396
Model 1: crude model, model 2: the model was controlled for waist circumference, hip
circumference. Independent variables: HRFs, dependent variables: AGE.
*p ＜ 0.05, **p ＜ 0.01.
Int 1: HRFs × BMI; Int 2: HRFs × gender; Int 3: gender × BMI; Int 4: HRFs × gender × BMI.
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health of obese individuals, so obesity may be one of the health
risk factors and pathophysiology mechanisms leading to AGE
accumulation in health risk factors (39, 41). Moreover, we also
added gender: according to the diathesis-stress model, females are
more vulnerable to the higher effects of HRFs in a higher BMI
(obesity), consequently leading to greater female-to-AGE
accumulation. Although components demonstrating this inverse
relationship included body mass index, TG, HbA1c, and insulin
resistance, which were all inversely linked with RAGEs (receptor
for AGEs) in both diabetic and non-diabetic participants (42), this
also verifies that the indicators selected in this study are
reasonable. Another reason was that AGEs increase with
increasing BMI whereas the link is opposite for sRAGE; sRAGE
may reflect tissue RAGE expression and that sRAGE may increase
along with AGE in order to mount a counter-defense (43).

Study the Theoretical and Clinical
Significance of AGE
Fluorescent intensity of AGEs in the skin can reflect the longer
time of blood glucose control, which may be one of the indicators
to predict the chronic complications and mortality of T2DM (44).
Previous studies have shown that the interaction between AGEs
and its receptor RAGE causes oxidative stress, inflammation, and
fibrosis, which can lead to endothelial dysfunction,
atherosclerosis, vascular stiffness, progressive changes in renal
structure, and impaired renal function (32, 45, 46). Therefore,
non-invasive skin detection for AGEs is of great significance for
the prevention and monitoring of T2DM and its complications.
Venous blood FPG, OGTT, and glycated hemoglobin are
important indicators for the screening and diagnosis of T2DM,
but there are some problems, such as invasiveness, high cost, and
long time to transport samples (47, 48). A large number of foreign
studies have reported that skin autofluorescence can be used for
T2DM screening, and the sensitivity of the diagnosis of T2DM is
higher than FPG or HbA1c (48–50). Moreover, these non-invasive
measurements of AGE accumulation may be considered as
promising biomarkers of late diabetic complications.

Limitation
The following are the study’s limitation: a large number of foreign
studies have reported that skin autofluorescence (SAF) can be used
for T2DM screening, and the sensitivity of the diagnosis of T2DM
is higher than FPG or HbA1c. The authors did not investigate the
subjects’ family history of T2DM, dietary habits, etc., which may
affect the results of the study (39). In addition, Noordzij reported
that skin autofluorescence detection may have some limitations,
such as skin pigmentation, use of cream and sunscreen, and
extreme congestion or vasoconstriction, which may affect the
measurement results (51).
CONCLUSION

This study was based on existing literature documenting
possible associations between AGE accumulation, BMI,
Frontiers in Endocrinology | www.frontiersin.org 8
and health risk factors in a Chinese cultural context. Health
risk factors should be taken into account when designing
interventions for AGE-cumulative primary prevention in
participants, especially in women. Reducing the incidence of
health risk factors can significantly improve BMI at lower
levels. In addition, strengthening a lower BMI can prevent or
reduce AGE accumulation, especially in women. The study
also suggests that Chinese participants can use weight
control therapy as an adjunct to adjusting BMI when
treating adolescents with higher HRFs. In addition, with
BMI as a moderating variable, the relationship between HRF
and AGE accumulation is different between sexes. The
findings point to the necessity to focus on normal BMI and
use gender-specific approaches to address AGE accumulation
in patients with a history of higher HRFs.

In general, non-invasive skin detection of AGEs has a certain
application value for the assessment of T2DM risk but may not
be fully applicable for early screening of T2DM. Much has yet to
be done in AGE research. More studies are needed to confirm
this non-invasive technique as a new T2DM screening tool to
improve the diagnosis rate of T2DM.
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Advanced Glycation End-Products as a Biomarker of Diabetic Outcomes.
Endocrinol Diabetes Nutr (Engl Ed) (2018) 65(9):540–5. doi: 10.1016/
j.endinu.2018.06.003

6. Takayanagi Y, Yamanaka M, Fujihara J, Matsuoka Y, Gohto Y, Obana A, et al.
Evaluation of Relevance Between Advanced Glycation End Products and
Diabetic Retinopathy Stages Using Skin Autofluorescence. Antioxid (Basel)
(2020) 9(11):1100. doi: 10.3390/antiox9111100

7. Bos DC, de Ranitz⁃Greven WL, de Valk HW. Advanced Glycation End
Products, Measured as Skin Autofluorescence and Diabetes Complications: A
Systematic Review. Diabetes Technol Ther (2011) 13(7):773–9. doi: 10.1089/
dia.2011.0034

8. Yamagishi S, Fukami K, Matsui T. Evaluation of Tissue Accumulation Levels
of Advanced Glycation End Products by Skin Autofluorescence: A Ovel
Marker of Vascular Complications in High⁃Risk Patients for Cardiovascular
Disease. Int J Cardiol (2015) 185:263–8. doi: 10.1016/j.ijcard.2015.03.167

9. Lo MC, Lu CI, Chen MH, Chen CD, Lee HM, Kao SH. Glycoxidative Stress-
Induced Mitophagy Modulates Mitochondrial Fates. Ann N Y Acad Sci (2010)
1201:1–7. doi: 10.1111/j.1749-6632.2010.05630.x. 2011 Jan;1215(1):170]
[published correction appears in Ann N Y Acad Sci. doi: 10.1111/j.1749-
6632.2010.05935.x]. Ann N Y Acad Sci.

10. Zhu Y, Shu T, Lin Y,Wang H, Yang J, Shi Y, et al. Inhibition of the Receptor for
Advanced Glycation Endproducts (RAGE) Protects Pancreatic b-Cells. Biochem
Biophys Res Commun (2011) 404(1):159–65. doi: 10.1016/j.bbrc.2010.11.085

11. Bierhaus A, Hofmann MA, Ziegler R, Nawroth PP. AGEs and Their
Interaction With AGE-Receptors in Vascular Disease and Diabetes
Mellitus. I. The AGE Concept. Cardiovasc Res (1998) 37:586–600.
doi: 10.1016/S0008-6363(97)00233-2

12. Zhu L, Wang YK, Ye SD, Zhang YZ, Li F, Ye CS, et al. Investigation on
Noninvasive and Rapid Diabetes Screening Using Skin Autofluorescence.
Chin J Diabetes Mellitus (2013) 5(5):293–6.

13. Vlassara H, Uribarri J. Advanced Glycation End Products (AGE) and
Diabetes: Cause, Effect, or Both? Curr Diabetes Rep (2014) 14(1):453.
doi: 10.1007/s11892-013-0453-1

14. Genuth S, Sun W, Cleary P, Gao X, Sell DR, Lachin J. Skin Advanced
Glycation End Products Glucosepane and Methylglyoxal Hydroimidazolone
are Independently Associated With Long-Term Microvascular Complication
Progression of Type 1 Diabetes. Diabetes (2015) 64(1):266–78. doi: 10.2337/
db14-0215

15. Groener JB, Oikonomou D, Cheko R, Kender Z, Zemva J, Kihm L, et al.
Methylglyoxal and Advanced Glycation End Products in Patients With
Diabetes - What We Know So Far and the Missing Links. Exp Clin
Endocrinol Diabetes (2019) 127(8):497–504. doi: 10.1055/s-0043-106443

16. Fishman SL, Sonmez H, Basman C, Singh V, Poretsky L. The Role of
Advanced Glycation End-Products in the Development of Coronary Artery
Disease in Patients With and Without T2DM Mellitus: A Review. Mol Med
(2018) 24(1):59. doi: 10.1186/s10020-018-0060-3

17. Bronowicka-Szydełko A, Krzystek-Korpacka M, Kuzan A, Gostomska-
Pampuch K, Gacka M, Jakobsche-Policht U, et al. Advanced Glycation
End Products Derived From Serum Albumin Modification by Glucose
(AGE-1) Reflect Clustering of Lipid-Associated Metabolic Abnormalities
and are Decreased in Patients Treated With Acarbose: A Cross-Sectional
Study. Adv Clin Exp Med (2020) 29(3):275–84. doi: 10.17219/acem/
112611

18. Chalmers J. World Health Organization–International Society of
Hypertension Guidelines for the Management of Hypertension. Guidelines
Subcommittee. J Hypertens (1999) 17:151–83.

19. Zhou BF. Predictive Values of Body Mass Index and Waist Circumference for
Risk Factors of Certain Related Diseases in Chinese Adults -Study on Optimal
Cut-Off Points of Body Mass Index and Waist Circumference in Chinese
Adults. Biomed Environ Sci (2002) 15:83–96.

20. Fouad M, Fathy H, Zidan A. Serum Uric Acid and its Association With
Hypertension, Early Nephropathy and Chronic Kidney Disease in Type 2
Diabetic Patients. J Bras Nefrol (2016) 38(4):403–10. doi: 10.5935/0101-
2800.20160065

21. Zoppini G, Targher G, Chonchol M, Ortalda V, Abaterusso C, Pichiri I, et al.
Serum Uric Acid Levels and Incident Chronic Kidney Disease in Patients
With Type 2 Diabetes and Preserved Kidney Function. Diabetes Care (2012)
35(1):99–104. doi: 10.2337/dc11-1346

22. Kim KS, Park SW, Cho YW, Kim SK. Higher Prevalence and Progression Rate
of Chronic Kidney Disease in Elderly Patients With Type 2 T2DM Mellitus
[Published Online Ahead of Print, 2018 May 31]. T2DM Metab J (2018) 224–
32. doi: 10.4093/dmj.2017.0065

23. Alwakeel JS, Isnani AC, Alsuwaida A, Alharbi A, Shaffi SA, Almohaya S, et al.
Factors Affecting the Progression of Diabetic Nephropathy and Its
Complications: A Single-Center Experience in Saudi Arabia. Ann Saudi
Med (2011) 31(3):236–42. doi: 10.4103/0256-4947.81528

24. Jia W, Weng J, Zhu D, Ji L, Lu J, Zhou Z, et al. Standards of Medical Care for
Type 2 T2DM in China 2019. T2DM Metab Res Rev (2019) 35(6):e3158.
doi: 10.1002/dmrr.3158

25. Preacher KJ, Hayes KJ. SPSS and SAS Procedures For Estimating Indirect
Effects in Simple Mediation Models. Behav Res Methods Instrum Comput
(2004) 36(4):717–31. doi: 10.3758/bf03206553

26. Talmud PJ, Hingorani AD, Cooper JA, Marmot MG, Brunner EJ, Kumari M,
et al. Utility of Genetic and Non-Genetic Risk Factors in Prediction of Type 2
Diabetes: Whitehall II Prospective Cohort Study. BMJ (2010) 340:b4838.
doi: 10.1136/bmj.b4838

27. Unoki H, Bujo H, Yamagishi S, Takeuchi M, Imaizumi T, Saito Y. Advanced
Glycation End Products Attenuate Cellular Insulin Sensitivity by Increasing
the Generation of Intracellular Reactive Oxygen Species in Adipocytes.
Diabetes Res Clin Pract (2007) 76(2):236–44. doi: 10.1016/j.diabres.
2006.09.016

28. Noordzij MJ, Mulder DJ, Oomen PH, Brouwer T, Jager J, Castro Cabezas M,
et al. Skin Autofluorescence and Risk of Micro- and Macrovascular
Complications in Patients With Type 2 Diabetes Mellitus-a Multi-Centre
Study. Diabetes Med (2012) 29(12):1556–61. doi: 10.1111/dme.12005
March 2022 | Volume 12 | Article 766778

https://doi.org/10.2337/diabetes.53.7.1782
https://doi.org/10.1371/journal.pmed.0030442
https://doi.org/10.1001/jama.2017.7596
https://doi.org/10.1210/jc.2008-1824
https://doi.org/10.1016/j.endinu.2018.06.003
https://doi.org/10.1016/j.endinu.2018.06.003
https://doi.org/10.3390/antiox9111100
https://doi.org/10.1089/dia.2011.0034
https://doi.org/10.1089/dia.2011.0034
https://doi.org/10.1016/j.ijcard.2015.03.167
https://doi.org/10.1111/j.1749-6632.2010.05630.x
https://doi.org/10.1016/j.bbrc.2010.11.085
https://doi.org/10.1016/S0008-6363(97)00233-2
https://doi.org/10.1007/s11892-013-0453-1
https://doi.org/10.2337/db14-0215
https://doi.org/10.2337/db14-0215
https://doi.org/10.1055/s-0043-106443
https://doi.org/10.1186/s10020-018-0060-3
https://doi.org/10.17219/acem/112611
https://doi.org/10.17219/acem/112611
https://doi.org/10.5935/0101-2800.20160065
https://doi.org/10.5935/0101-2800.20160065
https://doi.org/10.2337/dc11-1346
https://doi.org/10.4093/dmj.2017.0065
https://doi.org/10.4103/0256-4947.81528
https://doi.org/10.1002/dmrr.3158
https://doi.org/10.3758/bf03206553
https://doi.org/10.1136/bmj.b4838
https://doi.org/10.1016/j.diabres.2006.09.016
https://doi.org/10.1016/j.diabres.2006.09.016
https://doi.org/10.1111/dme.12005
https://www.frontiersin.org/journals/endocrinology
http://www.frontiersin.org/
https://www.frontiersin.org/journals/endocrinology#articles


Zhang et al. Metabolic Index, AGE and BMI
29. Watanabe M, Kawai Y, Kitayama M, Akao H, Motoyama A, Wakasa M, et al.
Diurnal Glycemic Fluctuation is Associated With Severity of Coronary Artery
Disease in Prediabetic Patients: Possible Role of Nitrotyrosine and
Glyceraldehydes-Derived Advanced Glycation End Products. J Cardiol
(2017) 69:625–31. doi: 10.1016/j.jjcc.2016.07.001

30. Chilelli NC, Burlina S, Lapolla A. AGEs, Rather Than Hyperglycemia, are
Responsible for Microvascular Complications in Diabetes : A
“Glycoxidation⁃Centric”Point of View. Nutr Metab Cardiovasc Dis (2013)
23(10):913⁃919. doi: 10.1016/j.numecd.2013.04.004

31. Smit AJ, Gerrits EG. Skin Autofluorescence as a Measure of Advanced
Glycation Endproduct Deposition: A Novel Risk Marker in Chronic Kidney
Disease. Curr Opin Nephrol Hypertens (2010) 19(6):527–33. doi: 10.1097/
MNH.0b013e32833e9259

32. Kajikawa M, Nakashima A, Fujimura N, Maruhashi T, Iwamoto Y, Iwamoto
A, et al. Ratio of Serum Levels of AGEs to Soluble Form of RAGE is a Predictor
of Endothelial Function. Diabetes Care (2015) 38(1):119–25. doi: 10.2337/
dc14-1435

33. Stern MP. Diabetes and Cardiovascular Disease. The “Common Soil”
Hypothesis. Diabetes (1995) 44(4):369–74. doi: 10.2337/diab.44.4.369

34. Yoshioka K. Skin Autofluorescence is a Noninvasive Surrogate Marker for
Diabetic Microvascular Complications and Carotid Intima-Media Thickness
in Japanese Patients With Type 2 Diabetes: A Cross-Sectional Study. Diabetes
Ther (2018) 9(1):75–85. doi: 10.1007/s13300-017-0339-3

35. Blanc-Bisson C, Velayoudom-Cephise FL, Cougnard-Gregoire A, Helmer C,
Rajaobelina K, Delcourt C, et al. Skin Autofluorescence Predicts Major
Adverse Cardiovascular Events in Patients With Type 1 Diabetes: A 7-Year
Follow-Up Study. Cardiovasc Diabetol (2018) 17(1):82. doi: 10.1186/s12933-
018-0718-8

36. Ruiz HH, Ramasamy R, Schmidt AM. Advanced Glycation End Products:
Building on the Concept of the “Common Soil” in Metabolic Disease.
Endocrinology (2020) 161(1):bqz006. doi: 10.1210/endocr/bqz006

37. Uribarri J, Cai W, Woodward M, Tripp E, Goldberg L, Pyzik R, et al. Elevated
Serum Advanced Glycation Endproducts in Obese Indicate Risk for the
Metabolic Syndrome: A Link Between Healthy and Unhealthy Obesity?
J Clin Endocrinol Metab (2015) 100(5):1957–66. doi: 10.1210/jc.2014-3925

38. Chang JB, Chu NF, Syu JT, Hsieh AT, Hung YR. Advanced Glycation End
Products (AGEs) in Relation to Atherosclerotic Lipid Profiles in Middle-Aged
and Elderly Diabetic Patients. Lipids Health Dis (2011) 10:228. doi: 10.1186/
1476-511X-10-228

39. Davis KE, Prasad C, Vijayagopal P, Juma S, Imrhan V. Advanced Glycation End
Products, Inflammation, and ChronicMetabolic Diseases: Links in a Chain? Crit
Rev Food Sci Nutr (2016) 56(6):989–98. doi: 10.1080/10408398.2012.744738

40. Uchiki T, Weikel KA, Jiao W, Shang F, Caceres A, Pawlak D, et al. Glycation-
Altered Proteolysis as a Pathologic Mechanism That Links Dietary Glycemic
Index, Aging, and Age-Related Disease (in Nondiabetics). Aging Cell (2011) 11
(1):1–13. doi: 10.1111/j.1474-9726.2011.00752.x

41. Baye E, Mark AB, Poulsen MW, Andersen JM, Dragsted LO, Bügel SG, et al.
Associations Between Urinary Advanced Glycation End Products and
Cardiometabolic Parameters in Metabolically Healthy Obese Women. J Clin
Med (2019) 8(7):1008. doi: 10.3390/jcm8071008

42. Koyama H, Shoji T, Yokoyama H, Motoyama K, Mori K, Fukumoto S, et al.
Plasma Level of Endogenous Secretory RAGE isAssociatedWith Components of
Frontiers in Endocrinology | www.frontiersin.org 10
the Metabolic Syndrome and Atherosclerosis. Arterioscler Thromb Vasc Biol
(2005) 25(12):2587–93. doi: 10.1161/01.ATV.0000190660.32863.cd

43. Yamagishi S, Adachi H, Nakamura K, Matsui T, Jinnouchi Y, Takenaka K,
et al. Positive Association Between Serum Levels of Advanced Glycation End
Products and the Soluble Form of Receptor for Advanced Glycation End
Products in Nondiabetic Subjects. Metabolism (2006) 55(9):1227–31.
doi: 10.1016/j.metabol.2006.05.007

44. Da Moura Semedo C, Webb M, Waller H, Khunti K, Davies M. Skin
Autofluorescence, a non-Invasive Marker of Advanced Glycation End
Products: Clinical Relevance and Limitations. Postgrad Med J (2017) 93
(1099):289–94. doi: 10.1136/postgradmedj-2016-134579

45. Nin JW, Jorsal A, Ferreira I, Schalkwijk CG, Prins MH, Parving HH, et al.
Higher Plasma Levels of Advanced Glycation End Products are Associated
With Incident Cardiovascular Disease and All-Cause Mortality in Type 1
T2DM: A 12-Year Follow-Up Study. Diabetes Care (2011) 34(2):442–7.
doi: 10.2337/dc10-1087

46. Fukami K, Yamagishi S, Okuda S. Role of AGEs-RAGE System in
Cardiovascular Disease. Curr Pharm Des (2014) 20(14):2395–402.
doi: 10.2174/13816128113199990475

47. American T2DM Association. Standards of Medical Care in Diabetes-2013.
Diabetes Care (2013) 36(1):S11–66. doi: 10.2337/dc13-S011

48. Smit AJ, Smit JM, Botterblom GJ, Mulder DJ. Skin Autofluorescence Based
Decision Tree in Detection of Impaired, Glucose Tolerance and Diabetes. PloS
One (2013) 8(6):e65592. doi: 10.1371/journal.pone.0065592

49. Maynard JD, Rohrscheib M, Way JF, Nguyen CM, Ediger MN. Noninvasive
Type 2 Diabetes Screening: Superior Sensitivity to Fasting Plasm Glucose and
A1C. Diabetes Care (2007) 30(5):1120–4. doi: 10.2337/dc06-2377

50. Tentolouris N, Lathouris P, Lontou S, Tzemos K, Maynard J. Screening for
HbA1c-defined Prediabetes and T2DM in an at-Risk Greek Population:
Performance Comparison of Random Capillary Glucose, the ADA T2DM
Risk Test and Skin Fluorescence Spectroscopy. Diabetes Res Clin Pract (2013)
100(1):39–45. doi: 10.1016/j.diabres.2013.01.002

51. Noordzij MJ, Lefrandt JD, Graaff R, Smit AJ. Dermal Factors Influencing
Measurement of Skin Autofluorescence. Diabetes Technol Ther (2011) 13
(2):165–70. doi: 10.1089/dia.2010.0123

Conflict of Interest: The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be construed as a
potential conflict of interest.

Publisher’s Note: All claims expressed in this article are solely those of the authors
and do not necessarily represent those of their affiliated organizations, or those of
the publisher, the editors and the reviewers. Any product that may be evaluated in
this article, or claim that may be made by its manufacturer, is not guaranteed or
endorsed by the publisher.

Copyright © 2022 Zhang, Jiang, Liu, Hu, Dai, Xia and Zhang. This is an open-access
article distributed under the terms of the Creative Commons Attribution License
(CC BY). The use, distribution or reproduction in other forums is permitted, provided
the original author(s) and the copyright owner(s) are credited and that the original
publication in this journal is cited, in accordance with accepted academic practice. No
use, distribution or reproduction is permitted which does not comply with these terms.
March 2022 | Volume 12 | Article 766778

https://doi.org/10.1016/j.jjcc.2016.07.001
https://doi.org/10.1016/j.numecd.2013.04.004
https://doi.org/10.1097/MNH.0b013e32833e9259
https://doi.org/10.1097/MNH.0b013e32833e9259
https://doi.org/10.2337/dc14-1435
https://doi.org/10.2337/dc14-1435
https://doi.org/10.2337/diab.44.4.369
https://doi.org/10.1007/s13300-017-0339-3
https://doi.org/10.1186/s12933-018-0718-8
https://doi.org/10.1186/s12933-018-0718-8
https://doi.org/10.1210/endocr/bqz006
https://doi.org/10.1210/jc.2014-3925
https://doi.org/10.1186/1476-511X-10-228
https://doi.org/10.1186/1476-511X-10-228
https://doi.org/10.1080/10408398.2012.744738
https://doi.org/10.1111/j.1474-9726.2011.00752.x
https://doi.org/10.3390/jcm8071008
https://doi.org/10.1161/01.ATV.0000190660.32863.cd
https://doi.org/10.1016/j.metabol.2006.05.007
https://doi.org/10.1136/postgradmedj-2016-134579
https://doi.org/10.2337/dc10-1087
https://doi.org/10.2174/13816128113199990475
https://doi.org/10.2337/dc13-S011
https://doi.org/10.1371/journal.pone.0065592
https://doi.org/10.2337/dc06-2377
https://doi.org/10.1016/j.diabres.2013.01.002
https://doi.org/10.1089/dia.2010.0123
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/endocrinology
http://www.frontiersin.org/
https://www.frontiersin.org/journals/endocrinology#articles

	Effectiveness of Early Advanced Glycation End Product Accumulation Testing in the Diagnosis of Diabetes: A Health Risk Factor Analysis Using the Body Mass Index as a Moderator
	Introduction
	Samples and Methods
	Samples
	Methods
	Criteria for Risk Factors
	Sensitivity Analysis
	Statistical Analysis

	Results
	The Prevalence Characteristics of AGE Accumulation
	The Multilevel Logistic Regression Between Risk Factors and AGE
	Class Enumeration
	The Multilevel Logistic Regression of Risk Factors and AGE and BMI
	Moderation Analysis

	Discussion
	Correlations Between Health Risk Factors, BMI, and AGE Accumulation
	The Moderating Role of BMI, Gender Between Health Risk Factors, and AGE Accumulation
	Study the Theoretical and Clinical Significance of AGE
	Limitation

	Conclusion
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	Acknowledgments
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages false
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 1
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /ENU (T&F settings for black and white printer PDFs 20081208)
  >>
  /ExportLayers /ExportVisibleLayers
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


