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Background. Endocrinopathies are common in patients with 𝛽-thalassemia major despite parenteral iron chelation therapy with
deferoxamine. Prevalence of abnormal glucose metabolism in previous studies was controversial. The aim of this study was to
discuss the prevalence of abnormal glucose metabolism in 𝛽-thalassemia major based on a meta-analysis. Methods. PubMed,
ScienceDirect, Springerlink, Ovid, Web of Science, MEDLINE, Wanfang database, and Chinese National Knowledge Internet were
searched for relevant articles. Two authors selected the articles according to the inclusion criteria and then extracted the data. The
prevalence of diabetes mellitus (DM) in 𝛽-thalassemia major was defined as the primary outcome. The prevalence with the 95%
confidence interval (95%CI) was used to evaluate the proportion of abnormal glucose metabolism and other endocrine disorders
in patients with 𝛽-thalassemia major. Subgroup analyses were applied to explore the prevalence in different regions. Sensitivity
analysis and publication bias assessment were also conducted. Results. A total of 44 studies with 16605 cases were included in
this analysis. Diabetes mellitus was present in 6.54% (95% CI: 5.30%-7.78%). The fixed subgroup study revealed that the region
with the highest prevalence was the Middle East (prevalence= 7.90%, 95% CI: 5.75%-10.05%). The accumulated meta-analysis
revealed that the prevalence of DM in 𝛽-thalassemia major was relatively steady in each year. The prevalence of impaired fasting
glucose (IFG), impaired glucose tolerance (IGT), and other endocrine disorders in 𝛽-thalassemia major was 17.21% (95%CI: 8.43%-
26.00%), 12.46% (95% CI: 5.98%-18.94%), and 43.92% (95% CI: 37.94%-49.89%), respectively. Sensitivity analysis showed that the
pooled results were robust; publication bias assessment revealed that there was no significant evidence that the pooled results were
influenced by publication bias. Conclusion. High prevalence of endocrine disorders involving abnormal glucose metabolism was
detected in 𝛽-thalassemia major. Treatment and prevention measurements may be necessary to prevent growth and endocrine
problems.

1. Introduction

𝛽-thalassemias are heterogeneous autosomal recessive hered-
itary anemia characterized by reduced or absent 𝛽-globin
chain synthesis [1]. Iron overloading is frequently observed
in 𝛽-thalassemia major patients with transfusion therapy
[2]. Excessive iron can cause multiple organ damage when
deposited in the liver, spleen, pancreas, heart, kidney, skin,
pituitary, and other organs [3]. The complications related

to iron overloading in patients with transfusion include
myocardiopathy, congestive heart failure, liver cirrhosis,
arthritis, endocrine disorders such as diabetes, and other
diseases. In recent years, the prevalence of abnormal glucose
metabolism in 𝛽-thalassemia major has gradually increased,
which may be linked to increased life expectancy in patients
with 𝛽-thalassemia major and growing concern about the
combination of thalassemia with diabetes [4, 5]. However,
according to previously published studies, the prevalence of
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abnormal glucose metabolism in 𝛽-thalassemia major was
controversial. Hence, this study was conducted to perform
a meta-analysis to assess the pooled prevalence of abnormal
glucose metabolism in 𝛽-thalassemia major based on pub-
lished studies.

2. Methods

2.1. Search Strategy. We aimed to search all published studies
reporting abnormal glucose metabolism in 𝛽-thalassemia
major patients. Due to the language limitations of the authors,
this study only includes English and Chinese publications. To
minimize bias, the study region was not being restricted. The
search databases included PubMed, ScienceDirect, Springer-
link, Ovid, Web of Science, MEDLINE, Wanfang database,
and Chinese National Knowledge Internet (CNKI). The
publication date was restricted to before June 2018. The
present analysis complied with Meta-Analysis of Observa-
tional Studies in Epidemiology (MOOSE) guidelines. The
search strategies in our analysis were as follows:

(#1) diabetes OR impaired glucose tolerance OR impaired
fasting glucose

(#2) (𝛽 AND thalassemia) OR thalassemia OR Mediter-
ranean anemia

(#3) (#1) and (#2)

To ensure a comprehensive analysis and minimize selection
bias, all references of the included studies were manually
retrieved and analyzed. All research and analysis procedures
were conducted by two independent authors. Ambiguity
in the analysis was verified by referring to the original
paper.

2.2. Inclusion and Exclusion Criteria. The main inclusion
criteria for our study were as follows. (i) Patients with 𝛽-
thalassemia major were included if they fulfilled the clinical
diagnostic criteria. (ii) All the patients were on regular
blood transfusion. (iii) Only original research mentioning
abnormal glucose metabolism which included diabetes mel-
litus (DM), impaired fasting glucose (IFG), or impaired
glucose tolerance (IGT) was included. (iv) The diagnostic
criteria of diabetes are based on WHO classification. How-
ever, several studies did not straightforwardly mention the
word “WHO,” while the contents of diagnosis criteria in
paper were in accordance with WHO. In this case, these
papers also have been included in our analysis. (v) The
results of the research were presented as calculated data
that could be used to calculate the prevalence of different
types of abnormal glucose metabolism.The exclusion criteria
were as follows: (i) abnormal glucose metabolism was not
well classified, in which data of DM, IGT, IFG, or other
endocrine disorders cannot be independently extracted from
original study; (ii) the data were reported in non-transfusion-
dependent thalassemia patients; (iii) there were duplicate
data or duplicate publications; (iv) the data could not be used
to calculate the prevalence of abnormal glucose metabolism;
(v) there was any type of commentaries, including systematic

reviews, invited reviews, letters, response to editors, and con-
ference abstracts; (vi) there were papers that were not peer-
reviewed.

2.3. Data Extraction and Quality Assessment. Two authors
independently selected trials and extracted information on
design, selection criteria, numbers or prevalence of abnormal
glucose metabolism in 𝛽-thalassemia major, and baseline
assessments and quality assessment fromeach included study.
Disagreements were resolved by discussion with other team
members or contact with the original investigators who were
all sent emails with requests for the exact data. For missing
data that we could not obtain from the primary investigators,
estimated values based on the Cochrane Handbook were
used in our analysis. The methodological quality of each
included study was assessed under the standard of previously
published recommendations for observational studies. The
checklist for assessing key terms was as follows: data collec-
tion method, potential bias of result, discussion of possible
confounders, objectives of the research, baseline of patients,
and statistical data. The total score was five. Any study with
a score less than or equal to four was excluded as low
quality.

2.4. Statistical Analysis. The meta-analysis was conducted
using STATA software version 12.0 (STATA, College Station,
TX, USA). We estimated prevalence with 95% confidence
intervals for each study via OpenEpi software online,
which is available at http://www.openepi.com/OE2.3/Menu/
OpenEpiMenu.htm. Results from the “Wald (Normal
Approximation)” method was used if np> 5 or n(1-p)> 5,
where n represents the total number and p is the prevalence
in the group. Otherwise (np≤5 or n(1-p)≤5), the Mid-P of
the exact estimation method was selected. Heterogeneity was
assessed using the chi-square and I2 statistics and considered
significant at p values <0.05 for chi-square and >50% for I2.
If I2 >50%, we conducted a sensitivity analysis to determine
the reasons for heterogeneity. Due to the heterogeneity of
unit of measurement, the difference of serum ferritin level
between abnormal glucose metabolism group and normal
glucose metabolism group was calculated as standard mean
difference (SMD). When a significant Q-test with P<0.05 or
I2 >50% indicated evidence of heterogeneity, the random-
effects model was performed. Otherwise, the fixed-effects
model was implemented. In cases of heterogeneity, we
applied the random-effects model instead of the fixed-
effects model because the former includes both within-study
variance and between-study sampling error in the assessment
of the uncertainty of the results of a meta-analysis. The 95%
confidence interval (CI) of each prevalence was calculated to
identify the study outcome variation. An outcomemeasure is
considered statistically significant when the 95% CI excludes
zero. Missing data were sought from study authors; for
data that were not obtainable, values were estimated using
methods based on the prevalence of cases of abnormal
glucose metabolism in 𝛽-thalassemia major. Egger’s line
regression and Begg’s funnel plot were used to evaluate
potential publication bias among the included studies. In
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1249 Citations identified from electronic 
database research

791 uncorrelated were excluded

458 citations were imported
in Endnote X6

407 Excluded
368 Not related to our study
39 literature review or case series

51 Citations identified for full review

9 Excluded
5 not beta-thalassemia major
4 data cannot be used due to hepatitis

42 Remained articles
2 Citations identified 

from reference lists

44 Articles included in meta-analysis

Figure 1: Study screening flow chart.

addition, sensitive analyses and metaregression analysis
were conducted to discuss the heterogeneity by publication
year.

3. Results

We searched for abnormal glucose metabolism and 𝛽-
thalassemia major in PubMed, Ovid, CNKI, Wanfang
Database, Embase, and Web of Science and obtained 1249
items. Of these studies, we determined that various studies
were useless because they examined other diseases, deficiency
with prevalence or interventions, and so on. Further screen-
ing selected 458 items suitable for reading of abstracts. Two
studies [6, 7] were excluded due to the duplicated publication.
Finally, of 51 full-text articles, only 42 studies were included
in this meta-analysis [2–5, 8–45]. In addition, two studies
were identified from reference lists [46, 47]. A total of 16605
cases diagnosed as 𝛽-thalassemia major were included in our
study. The publication year ranged from 1994 to 2018. The
selection flow chart is shown in Figure 1. Of the included
studies, seven studies [30, 33, 34, 36, 39, 40, 43] were from
Italy; seven studies [14, 16, 18, 20, 21, 31, 42] were from Iran;
five studies [17, 19, 27, 44, 45] were from Egypt; five studies
[4, 8, 22, 23, 35] were from the China region, including

the mainland [22], Hong Kong [23], and Taiwan [4, 8, 35];
three studies [11, 12, 32] were from India; two studies [41, 47]
were from Arabia; one study [37] was from Germany. The
other studies were from Australia [26], Brazil [3], France
[9], Lebanon [41], Oman [15], Turkey [25, 38], the United
Kingdom [46], and the United States of America [2]. Eight
studies [7, 14, 15, 19, 27, 29, 35, 39] reported the age at first
diagnosis of abnormal glucose metabolism. 20 studies [2, 3,
9, 11, 12, 14, 15, 17, 19, 21–25, 27, 29, 35, 38, 41, 45] reported the
serum ferritin level in 𝛽-thalassemia major patients. Baseline
characteristics are listed in Table 1. As one of the most impor-
tant indicators of endocrinopathy in 𝛽-thalassemia major,
association between the serum ferritin levels and abnormal
glucose metabolism was also determined based on 20 studies
[2, 3, 9, 11, 12, 14, 15, 17, 19, 21–25, 27, 29, 35, 38, 41, 45].
When compared to normal glucose metabolism group, the
mean serum ferritin level in abnormal glucose metabolism
significant elevated (SMD=1.40, 95% CI: 0.44-2.36; Z=2.85,
p=0.004).

3.1. Prevalence of DM in 𝛽-Thalassemia Major. A total of 35
studies were included which assessed diabetes mellitus. The
publication year ranged from 1994 to 2018. The prevalence
of original diabetes mellitus patients ranged from 0.00% to



4 BioMed Research International

Ta
bl
e
1:
Ba

se
lin

eo
fi
nc
lu
de
d
stu

di
es
.

N
o.

N
am

e
Ye
ar

C
ou

nt
ry

N
um

be
r

A
ge

A
ge

at
di
ag
no

sis
of

AG
M

In
di
ca
to
rs

Q
ua
lit
y

Se
ru
m

fe
rr
iti
n

1
El
-H

az
m
iM

A
19
94

A
ra
bi
a

50
<
15

N
R

D
M
,I
G
T

5
N
R

2
G
ro
up

IW
19
95

Ita
ly

18
61

1-4
0

N
R

D
M
,E

nD
5

N
R

3
Je
ns
en

CE
19
97

U
K

97
N
R

N
R

En
D

5
N
R

4
A
rr
ig
o
T

19
98

Ita
ly

29
17
-4
2

N
R

D
M

5
N
R

5
Bo

rg
na
-P
ig
na
tti

C
19
98

Ita
ly

114
6

N
R

N
R

D
M

5
N
R

6
Th

eo
do

rid
is
C

19
98

G
re
ec
e

14
3

7-
29

N
R

En
D

4
N
R

7
La
br
op

ou
lo
u-

Ka
ra
tz
a

C
19
99

G
re
ec
e

44
16
-6
8(
26
.8
±
9)

N
R

D
M

5
28
19
±
24
50

ng
/m

L

8
C
ar
io

H
20
00

G
er
m
an
y

15
7

1-3
7.5

N
R

IG
T

4
N
R

9
Ch

er
n
JP

20
01

Ta
iw
an
,

Ch
in
a

82
14
.8
±
6.
9

17.
4(
7-
24
)

IG
T

4
37
01
.3
±
25
30
.7
ug

/L

10
Li

CK
20
02

H
K,

Ch
in
a

23
2

1.4
-3
0.
3

N
R

D
M

5
51
40

(4
68
-4
84
90

pm
oL

/L
)

11
Bo

rg
na
-P
ig
na
tti

C
20
04

Ita
ly

72
0

N
R

7m
(1
d-
3y
)

D
M

5
N
R

12
Ka

tta
m
is
C

20
04

G
re
ec
e

26
3

11-
14

N
R

D
M
,I
G
T

5
N
R

13
D
eS

an
ct
is
V

20
04

Ita
ly

38
17

N
R

N
R

D
M
,E

nD
,

IF
G

5
N
R

14
K
ha
lif
aA

S
20
04

Eg
yp
t

48
10
-3
1(
15
.9
±
5.
7)

16
.8
±
4.
5(
11-

23
)

D
M
,I
G
T

5
36
48
±
22
19

ug
/L

15
M
ow

la
A

20
04

Ir
an

98
8-
32
(1
5.
9±

4)
N
R

D
M

5
N
R

16
Fu

ng
EB

20
06

U
SA

14
1

25
.8
±
8.
1

N
R

D
M

5
36
01
±
23
51
ug

/L
17

Su
va
rn
aJ

20
06

In
di
a

30
8-
15

N
R

D
M

5
76
23
±
23
81

ng
/m

L
18

M
eh
rv
ar

A
20
08

Ir
an

43
7

34
.7
±
1.4

N
R

D
M

4
N
R

19
Ja
ru
ra
ta
na
sir

ik
ul

S
20
08

Th
ai
la
nd

48
13
.6
±
3.
9

11-
16

D
M
,I
G
T

4
52
06
±
32
91

ug
/L

20
Ki
ds
on

-G
er
be
r

G
L

20
08

Au
str

al
ia

44
ov
er

18
N
R

D
M

4
N
R

21
G
am

be
rin

iM
R

20
08

Ita
ly

27
3

13
.9
±
1.4

N
R

D
M

5
N
R

22
M
ul
a-
Ab

ed
W
A

20
08

O
m
an

30
16
-3
2(
21
.2
3±

3.
42
)

17.
6±

2.
1(
15
-

21
)

D
M
,E

nD
5

56
47
±
33
63

ug
/L

23
N
aj
afi
po

ur
F

20
08

Ir
an

56
15
.6
2±

4.
44

19
.8
±
4.
3

D
M
,I
G
T,

IF
G

5
28
88
±
94
8
ug

/d
L

24
Th

ur
et
I

20
10

Fr
an
ce

21
5

0.
6-
61
.2

N
R

D
M

5
12
40

(8
9-
78
93
)

ng
/m

L
25

F a
rm

ak
iK

20
11

G
re
ec
e

15
20
-4
5(
35
±
4.
5)

N
R

IG
T,
En

D
4

N
R



BioMed Research International 5

Ta
bl
e
1:
C
on

tin
ue
d.

N
o.

N
am

e
Ye
ar

C
ou

nt
ry

N
um

be
r

A
ge

A
ge

at
di
ag
no

sis
of

AG
M

In
di
ca
to
rs

Q
ua
lit
y

Se
ru
m

fe
rr
iti
n

26
Ba

zr
ga
rM

20
11

Ir
an

55
5

13
.8
±
5.
4

N
R

D
M

5
N
R

27
Lo

bo
C

20
11

Br
az
il

96
0

28
.5
±
19
.8

N
R

En
D

5
20
00

(4
05
-1
58
74
)

m
cg
/L

28
Ku

rt
og
lu
AU

20
12

Tu
rk
ey

70
18
.6
6±

6.
48

N
R

D
M
,I
G
T

5
23
50
±
45
0
ng

/m
L

29
Be

lh
ou

lK
M

20
13

A
ra
b

38
2

15
.4
±
7.6

18
±
3.
7

D
M
,E

nD
5

25
97
.2
±
19
76
.8
ng

/L
30

M
ok

ht
ar

G
M

20
13

Eg
yp
t

44
7

0.
9-
35
(14

.2
±
7.7

)
N
R

En
D

5
18
17
±
13
99

ng
/m

L

31
C
an
at
an

D
20
13

Tu
rk
ey

24
6

15
.3
±
8.
6

N
R

D
M

5
42
97
.2
±
21
22
.5

ng
/m

L
32

M
oh

se
ni

F
20
14

Ir
an

30
5-
19
(14
±
4.
4)

N
R

IF
G

5
N
R

33
C
as
al
eM

20
14

Ita
ly

86
5-
49
(2
3.
06
±
12
.6
)

N
R

D
M

5
N
R

34
G
oz
as
ht
iM

H
20
14

Ir
an

30
0

N
R

N
R

En
D

5
N
R

35
M
et
w
al
le
y
KA

20
14

Eg
yp
t

60
6-
18

15
.6
±
1.2

D
M
,I
G
T

5
30
11±

21
01

m
g/
L

36
Ch

en
YG

20
15

Ta
iw
an
,

Ch
in
a

15
37

38
.2
±
14
.1

N
R

D
M

5
N
R

37
A
l-A

kh
ra
sA

20
16

Eg
yp
t

10
0

12
-1
8(
14
.2
±
1.3

7)
N
R

D
M

5
35
77
.5
±
18
26

m
g/
L

38
Sh

ar
m
aR

20
16

In
di
a

89
13
.6
±
2.
5

N
R

D
M
,E

nD
,

IF
G

5
66

67
±
32
94

pm
oL

/L

39
A
lti
nc
ik
A

20
16

Eg
yp
t

45
12
-1
8(
14
.2
±
1.3

7)
N
R

D
M
,I
G
T,

IF
G

5
N
R

40
M
as
hh

ad
iM

A
20
17

Ir
an

16
3

17.
80
±
5.
27

N
R

D
M

5
45
63
.5
0±

28
49
.3
0

ng
/m

L
41

Li
an
g
Y

20
17

Ch
in
a

26
7

7.9
±
0.
2

N
R

D
M
,I
FG

5
44

76
±
15
8
ug

/L

42
W
u
H
P

20
17

Ta
iw
an
,

Ch
in
a

45
4

0.
1-4

8
N
R

D
M

5
N
R

43
G
om

be
rS

20
18

In
di
a

67
7.4

3±
4.
48

N
R

D
M
,I
G
T,

IF
G

5
N
R

44
Te
aw

tr
ak
ul

N
20
18

Th
ai
la
nd

91
19
.5
±
10

N
R

D
M

5
N
R

N
R:

no
tr
ep
or
te
d;
D
M
:d
ia
be
te
sm

el
lit
us
;I
FG

:i
m
pa
ire

d
fa
sti
ng

gl
uc
os
e;
IG

T:
im

pa
ire

d
gl
uc
os
et
ol
er
an
ce
;A

G
M
:a
bn

or
m
al
gl
uc
os
em

et
ab
ol
ism

.



6 BioMed Research International

Table 2: Prevalence of abnormal glucose metabolism and other endocrine disorders in 𝛽-thalassemia major classified by study region.

Region DM IFG IGT EnD
P (%) 95% CI (%) P (%) 95% CI (%) P (%) 95% CI (%) P (%) 95% CI (%)

Mediterranean coast 5.36 3.95-6.77 6.52 5.74-7.30 15.16 3.56-26.76 39.82 33.55-46.10
Middle East 7.90 5.75-10.05 27.88 18.50-37.26 7.14 0.13-14.15 36.67 31.22-42.11
Europe 6.05 2.82-9.28 NR NR 14.01 8.56-19.45 65.98 56.61-75.35
America 12.77 7.24-18.31 NR NR NR NR 27.50 24.67-30.32
Asia 6.38 2.75-10.01 18.29 5.67-30.91 9.07 4.97-13.16 55.06 44.80-65.32
Oceania 18.18 6.78-29.58 NR NR NR NR NR NR
Overall 6.54 5.30-7.78 17.21 8.43-26.00 12.46 5.98-18.94 43.92 37.94-49.89
DM: diabetes mellitus; IFG: impaired fasting glucose; IGT: impaired glucose tolerance; EnD: endocrine disorders; P: prevalence; 95% CI: 95% confidence
interval; NR: not reported.

26.67%. The meta-analysis revealed that the prevalence of
diabetes mellitus in 𝛽-thalassemia major was 6.54% (95%
CI: 5.30%-7.78%). A Forest plot is shown in Figure 2. In a
subgroup analysis, the prevalence in theMediterraneanCoast
was 5.36% (95% CI: 3.95%-6.77%). Nevertheless, the highest
prevalence region was Oceania, with one study included
(prevalence= 18.18%, 95%CI: 6.78%-29.58%) [26]. In order to
avoid selection bias, regions with less than five studies were
excluded [2, 9, 26]. The corrected subgroup study revealed
that the highest-prevalence region was the Middle East
(prevalence= 7.90%, 95% CI: 5.75%-10.05%). The subgroup
analysis Forest plot is shown in Figure 2, with supporting data
in Table 2.

3.2. Implication of Study Year for the Prevalence of DM in
𝛽-Thalassemia Major. To assess the implication of study
publication year for the prevalence of DM in 𝛽-thalassemia
major, we analyzed the studies by time series. The lowest
average prevalence was 2.39% (95% CI: 0.00%-4.93%) in
2018 reported by Gomber S [32] and Teawtrakul N [5], and
the highest average prevalence was 11.36% (95% CI: 4.29%-
23.40%) in 1999 reported by Labropoulou-Karatza C [24].
An accumulated meta-analysis for the prevalence of DM
in 𝛽-thalassemia major was also conducted to assess the
implication of publication year. The prevalence of DM was
gradually increasing during the last 20 years, except in studies
reported by Borgna-Pignatti C [39, 40], Kurtoglu AU [25],
and Al-Akhras A [45] (Figure 3 and Table 3).

3.3. Prevalence of IFG in 𝛽-ThalassemiaMajor. Seven studies
[12, 14, 18, 22, 32, 34, 44] examined impaired fasting glucose.
The results of the analysis showed that the prevalence of
IFG in 𝛽-thalassemia major was 17.21% (95% CI: 8.43%-
26.00%). In a subgroup analysis, the prevalence of IFG
in the Mediterranean Coast was 6.52% (95% CI: 5.74%-
7.30%). The highest-prevalence region was the Middle East
(prevalence= 27.88%, 95% CI: 18.50%-37.26%).The subgroup
analysis Forest plot is shown in Figure 4(a), with supporting
data in Table 2.

3.4. Prevalence of IGT in 𝛽-Thalassemia Major. Impaired
glucose tolerance was inconsistently mentioned, and twelve

studies were reported [13, 14, 19, 25, 27–29, 32, 35, 37, 44, 47].
The results of the analysis showed that the prevalence of
IGT in 𝛽-thalassemia major was 12.46% (95% CI: 5.98%-
18.94%). In a subgroup analysis, the region with the highest
prevalence of IGTwas theMediterranean Coast (prevalence=
15.16%, 95% CI: 3.56%-26.76%). The subgroup analysis For-
est plot is shown in Figure 4(b), with supporting data in
Table 2.

3.5. Prevalence of Other Endocrine Disorders in 𝛽-Thalassemia
Major. Eleven studies mentioned other endocrine disorders
in 𝛽-thalassemia major. The main types were hypogona-
dotropic hypogonadism, hypothyroidism, and hypoparathy-
roidism.The results of the analysis showed that the prevalence
of other endocrine disorders in 𝛽-thalassemia major was
43.92% (95% CI: 37.94%-49.89%). In a subgroup analysis,
the region with the highest prevalence of other endocrine
disorders was Europe (prevalence= 65.98%, 95% CI: 56.61%-
75.35%), as shown in Table 2.

3.6. Sensitivity Analysis and Publication Bias Assessment.
Sensitivity analysis was performed to evaluate the effects of
the methodological quality of each trial on the pooled results.
The number of cases in Arrigo T [43], Suvarna J [11], and
Mula-Abed WA [15] was less than 30. The studies mentioned
above were excluded. The sensitivity analysis showed that
the pooled results were robust (prevalence=6.53%, 95% CI:
5.28%-7.79%). The publication bias for diabetes mellitus was
detected with funnel plots (Figure 5(a)) and Egger’s linear
regression (Figure 5(b)). The shapes of the funnel plots and
the linear regression showed no obvious asymmetry, indi-
cating the absence of significant heterogeneity between these
selected studies, and the pooled results were not influenced
by publication bias.

4. Discussion

Thalassemia is common in the Middle East and Southeast
Asia; it is an autosomal recessive hereditary disorder that is
caused by various mutations or, rarely, deletions of 𝛽-globin
gene on chromosome 11. The mutations lead to reduced
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Figure 2: The overall prevalence and subgroup analysis of DM in 𝛽-thalassemia major.

or absent synthesis of the globin chain of hemoglobin,
which causes imbalance between the alpha and non-alpha
globin chains, therefore resulting in hemolysis for increasing
of erythrocyte fragility [36]. Thalassemia has long-term
extravascular hemolysis which increases iron absorption in
the intestinal tract and decreases the bioavailability of iron.
This phenomenon coupled with long-term multiple blood
transfusions could lead to iron overload and increase

the amount of iron ions [31, 32]. The most frequent
endocrine disorders were abnormal glucose metabolism,
hypogonadotropic hypogonadism, hypothyroidism, and
hypoparathyroidism. Patients with thalassemia can exhibit
pancreatic tissue and multiple organ dysfunctions. In a series
of chronic malignant cycles, patients can develop type 1
diabetes caused by insufficient insulin secretion or type 2
diabetes caused by insulin resistance [48].
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Table 3: Prevalence of abnormal glucose metabolism and other endocrine disorders in 𝛽-thalassemia major (%).

Year DM IFG IGT EnD
1994 6.00(0.00-12.96) NR 2.00(0.00-6.68) NR
1995 5.00(4.01-5.99) NR NR 49.01(46.74-51.28)
1997 NR NR NR 65.98(56.61-75.35)
1998 7.09(0.51-13.67) NR NR 28.67(24.28-33.06)
1999 11.36(1.81-20.92) NR 14.14(9.27-19.01) NR
2000 NR NR 14.01(8.57-19.46) NR
2001 NR NR 8.54(2.37-14.72) NR
2002 8.62(4.99-12.26) NR NR NR
2004 4.01(1.63-6.39) 6.50(5.72-7.28) 18.15(9.99-26.32) 40.57(38.73-42.40)
2006 6.30(0-18.82) NR NR NR
2008 7.89(4.63-11.14) 28.57(16.84-40.31) 7.65(2.35-12.95) 73.33(57.73-88.94)
2010 6.05(2.82-9.28) NR NR NR
2011 7.93(5.68-10.19) NR NR 27.50(24.68-30.33)
2012 10.39(7.57-13.23) NR 7.14(0.91-13.37) 31.94(27.27-36.61)
2013 3.66(1.26-6.07) NR NR 44.74(40.14-49.35)
2014 4.79(1.14-8.44) 26.67(11.06-42.27) 8.33(1.14-15.53) 36.67(31.23-42.12)
2015 7.03(5.75-8.31) NR NR NR
2016 6.54(1.87-11.22) 11.00(5.63-16.37) 4.44(0-11.03) 55.06(44.81-65.32)
2017 10.87(0-23.28) 29.96(24.47-35.45) NR NR
2018 2.30(0-4.93) 11.94(4.08-19.79) 10.45(3.01-17.89) NR
DM: diabetes mellitus; IFG: impaired fasting glucose; IGT: impaired glucose tolerance; EnD: endocrine disorders; NR: not reported.

At present, bone marrow transplantation is the only
available curative option for thalassemia major; due to the
graft-versus-host disease and a lack of immunologically
matched donors, the main treatment remains traditional
long-term blood transfusion and Iron chelation therapy to
maintain normal hemoglobin concentrations in the body. In
addition, splenectomy is a treatment in thalassemia major
with an increased blood requirement, hypersplenism, and
symptomatic splenomegaly. These measures have dramat-
ically improved the quality of life for patients with 𝛽-
thalassemia major. But excessive iron deposition is also
found in the pancreas, which leads to abnormal glucose
metabolism [16, 32]. The pathogenesis of abnormal glucose
metabolismmay include the following aspects: (i) destruction
of islet cells caused by excessive iron deposition, which
results in insufficient insulin synthesis; (ii) excessive fatty acid
oxidation induced by iron accumulation, with a decrease in
the body's glycogen utilization rate; and (iii) reduction of
hepatic capacity to uptake insulin caused by liver function
damage [33, 34].

The results of the present study confirmed that the
prevalence of diabetes mellitus, impaired fasting glucose,
and impaired glucose tolerances in 𝛽-thalassemia major
was 6.54%, 17.21%, and 12.46%, respectively. The results
of the present study confirmed the fact that prevalence
of abnormal glucose metabolism was gradually increasing
during the last 20 years.Therewere no significant correlations
between publication quality and the prevalence of DM in
the publication bias or sensitivity analysis. Further analyses

showed that the regionwith the highest prevalence of diabetes
mellitus and impaired fasting glucose was the Middle East
(7.90% and 27.88%, resp.). However, the region with the
highest prevalence of IGT was the Mediterranean Coast
(15.16%).

In previous reports, the prevalence of DMwas reported to
vary between 0.00% [11] and 26.67% [15]. This significantly
wide interval may reflect differences in diagnostic criteria.
The 95% confidence interval of diabetes mellitus in the
present study is smaller than those in previous reports. This
discrepancymay be due to the large number of cases included
in our study compared to previous reports, which ranged
from 15 to 3817 cases.

Moreover, we also found that 43.92% of 𝛽-thalassemia
major patients were diagnosed with hypogonadotropic
hypogonadism, hypothyroidism, and hypoparathyroidism.
We could not evaluate the accuracy of the diagnosis of
these endocrine disorders, which was a limitation of the
original studies. Hence, we cannot comment on these diseas-
es.

However, there were limitations in this analysis. First,
significant heterogeneity was detected in the pooled analyses
of prevalence. Although subgroup analyses with the addition
of different regions were performed, the heterogeneity was
not significantly reduced. This heterogeneity may be due to
differences in the number of cases or basic characteristics.
Second, there were insufficient data to conduct a complete
evaluation of all regions around the world. Third, due to
the deficiency of the original data, we could not perform
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Figure 3: Accumulatedmeta-analysis for overall prevalence of DM in 𝛽-thalassemia major.

further subgroup analyses by gender, age at diagnosis of
endocrinopathy, serum ferritin, or length of blood transfu-
sion. Studies have reported that either age at diagnosis of
endocrinopathy or length of blood transfusion may signifi-
cantly affect glucose metabolism as well as the serum ferritin
level [28]. The presented evidence from published papers
showed that glucose metabolism or endocrine disorder was
also correlated with age or gender [12, 19]. These analyses

could be considered in further studies based on newly
reported data.

In conclusion, we identified the prevalence of abnormal
glucose metabolism and other endocrine disorders in 𝛽-
thalassemia major. Corresponding treatment and preven-
tion measurements may be necessary to prevent growth
and endocrine problems. These data should be dynamically
updated as studies are published.
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Figure 4: Prevalence of IFG and IGT in 𝛽-thalassemia major. (a) Prevalence of IFG in 𝛽-thalassemia major in different region; (b) prevalence
of IGT in 𝛽-thalassemia major in different region.
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Figure 5: Publication bias assessment of included studies based on DM data. (a) Begg’s funnel plot; (b) Egger’s linear regression.
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Pädiatrie, vol. 211, no. 6, pp. 431–437, 1999.

[7] K. M. Belhoul, M. L. Bakir, A. M. Kadhim, H. E. Dewedar,
M. S. Eldin, and F. A. Alkhaja, “Prevalence of iron overload
complications among patientswith b-thalassemiamajor treated
atDubaiThalassemia Centre,”Annals of SaudiMedicine, vol. 33,
no. 1, pp. 18–21, 2013.

[8] H. P. Wu, C. L. Lin, Y. C. Chang et al., “Survival and com-
plication rates in patients with thalassemia major in Taiwan,”
Pediatric Blood & Cancer, vol. 64, no. 1, pp. 135–138, 2017.

[9] I. Thuret, C. Pondarre, A. Loundou et al., “Complications and
treatment of patients with beta-thalassemia in France: results of
the national registry,”Haematologica, vol. 95, no. 5, pp. 724–729,
2010.

[10] C.Theodoridis, V. Ladis, A. Papatheodorou et al., “Growth and
management of short stature in thalassaemia major,” Journal of
Pediatric Endocrinology&Metabolism: JPEM, 11, pp. 3835–3844,
1998.

[11] J. Suvarna, H. Ingle, and C. T. Deshmukh, “Insulin resistance
and beta cell function in chronically transfused patients of
thalassemiamajor,” Indian Pediatrics, vol. 43, no. 5, pp. 393–400,
2006.

[12] R. Sharma, A. Seth, J. Chandra et al., “Endocrinopathies in ado-
lescents with thalassaemia major receiving oral iron chelation
therapy,” Paediatrics and International Child Health, vol. 36, no.
1, pp. 22–27, 2016.

[13] K. Farmaki, I. Tzoumari, and C. Pappa, “Oral chelators in
transfusion-dependent thalassemia major patients may prevent
or reverse iron overload complications,” Blood Cells, Molecules,
and Diseases, vol. 47, no. 1, pp. 33–40, 2011.



12 BioMed Research International

[14] F. Najafipour, A. Aliasgarzadeh, N. Aghamohamadzadeh et al.,
“A cross-sectional study of metabolic and endocrine complica-
tions in beta-thalassemia major,” Annals of Saudi Medicine, vol.
28, no. 5, pp. 361–366, 2008.

[15] W. A. Mula-Abed, H. Al Hashmi, M. Al Muslahi et al., “Preva-
lence of endocrinopathies in patients with beta-thalassaemia
major - a cross-sectional study in Oman,” Oman Medical
Journal, vol. 23, no. 4, pp. 257–262, 2008.

[16] A. Mowla, M. Karimi, A. Afrasiabi, and V. De Sanctis, “Preva-
lence of diabetes mellitus and impaired glucose tolerance in
beta-thalassemia patients with and without hepatitis C virus
infection,” Pediatric Endocrinology Reviews: PER, 2, pp. 282–
284, 2004.

[17] G. M. Mokhtar, M. Gadallah, N. H. K. El Sherif, and H. T.
A. Ali, “Morbidities and mortality in transfusion-dependent
beta-thalassemia patients (single-center experience),” Pediatric
Hematology and Oncology, vol. 30, no. 2, pp. 93–103, 2013.

[18] F.Mohseni,M. R.Mohajeri-Tehrani, B. Larijani, and Z. Hamidi,
“Relation between BMD and biochemical, transfusion and
endocrinological parameters in pediatric thalassemic patients,”
Archives of Osteoporosis, Article ID 9174, 2014.

[19] K. Metwalley and A.-R. El-Saied, “Glucose homeostasis in
Egyptian children and adolescents with beta-Thalassemia
major: Relationship to oxidative stress,” Indian Journal of
Endocrinology and Metabolism, vol. 18, no. 3, pp. 333–339, 2014.

[20] A. Mehrvar, A. Azarkeivan, M. Faranoush et al., “Endocrinop-
athies in patients with transfusion-dependent 𝛽-thalassemia,”
Pediatric Hematology and Oncology, vol. 25, no. 3, pp. 187–194,
2008.

[21] M. A. Mashhadi, Z. Sepehri, Z. Heidari et al., “A cross-
sectional study of glycemic status and zinc level in patients with
Beta-Thalassemia major,” International Journal of Hematology-
Oncology and StemCell Research, vol. 11, no. 4, pp. 273–280, 2017.

[22] Y. Liang, R. Bajoria, Y. Jiang et al., “Prevalence of diabetes
mellitus in Chinese children with thalassaemia major,” Tropical
Medicine & International Health : TM & IH, vol. 22, no. 6, pp.
716–724, 2017.

[23] C. K. Li, C. W. Luk, S. C. Ling et al., “Morbidity and mortality
patterns of thalassaemia major patients in Hong Kong: retro-
spective study,”Hong Kong Medical Journal = Xianggang Yi Xue
Za Zhi, vol. 8, no. 4, pp. 255–260, 2002.

[24] C. Labropoulou-Karatza, C. Goritsas, H. Fragopanagou, M.
Repandi, P. Matsouka, and T. Alexandrides, “High prevalence
of diabetes mellitus among adult 𝛽-thalassaemic patients with
chronic hepatitis C,” European Journal of Gastroenterology &
Hepatology, vol. 11, no. 9, pp. 1033–1036, 1999.

[25] A. Kurtoglu, E. Kurtoglu, and A. K. Temizkan, “Effect of
iron overload on endocrinopathies in patients with beta-
thalassaemia major and intermedia,” Endokrynologia Polska,
vol. 63, no. 4, pp. 260–263, 2012.

[26] G. L. Kidson-Gerber, S. Francis, and R. Lindeman, “Manage-
ment and clinical outcomes of transfusion-dependent thalas-
saemia major in an Australian tertiary referral clinic,” Medical
Journal of Australia, vol. 188, no. 2, pp. 72–75, 2008.

[27] A. S. Khalifa, M. Salem, E. Mounir, M. M. El-Tawil, M. El-
Sawy, and M. M. Abd Al-Aziz, “Abnormal glucose tolerance
in Egyptian beta-thalassemic patients: Possible association with
genotyping,” Pediatric Diabetes, vol. 5, no. 3, pp. 126–132, 2004.

[28] C. Kattamis, V. Ladis, D. Tsoussis, I. Kaloumenou, and C.
Theodoridis, “Evolution of glucose intolerance and diabetes in
transfused patients with thalassemia,” Pediatric Endocrinology
Reviews, 2, pp. 267–271, 2004.

[29] S. Jaruratanasirikul, R. Chareonmuang, M.Wongcharnchailert,
V. Laosombat, P. Sangsupavanich, and K. Leetanaporn, “Preva-
lence of impaired glucosemetabolism in𝛽-thalassemic children
receiving hypertransfusions with a suboptimal dosage of iron-
chelating therapy,”European Journal of Pediatrics, vol. 167, no. 8,
pp. 873–876, 2008.

[30] Italian Working Group on Endocrine Complications in Non-
endocrine Diseases, “Multicentre study on prevalence of
endocrine complications in thalassaemia major,” Clinical
Endocrinology, vol. 42, no. 6, pp. 581–586, 1995.

[31] M. H. Gozashti, A. Hasanzadeh, and M. Mashrouteh, “Preva-
lence of metabolic syndrome in patients with minor beta
thalassemia and its related factors: a cross-sectional study,”
Journal of Diabetes andMetabolic Disorders, vol. 13, no. 1, p. 108,
2014.

[32] S. Gomber, A. Dabas, S. Bagmar, and S. V. Madhu, “Glucose
homeostasis and effect of chelation on 𝛽 cell function in
children with 𝛽-thalassemia major,” Journal of Pediatric Hema-
tology/Oncology, vol. 40, no. 1, pp. 56–59, 2018.

[33] M. R. Gamberini, V. de Sanctis, and G. Gilli, “Hypogonadism,
diabetes mellitus, hypothyroidism, hypoparathyroidism: inci-
dence and prevalence related to iron overload and chelation
therapy in patients with thalassaemia major followed from 1980
to 2007 in the Ferrara centre,” Pediatric Endocrinology Reviews:
PER, 6, pp. 1158–1169, 2008.

[34] V. de Sanctis, A. Eleftheriou, andC.Malaventura, “Prevalence of
endocrine complications and short stature in patients with tha-
lassaemia major: amulticenter study by theThalassaemia Inter-
national Federation (TIF),” Pediatric Endocrinology Reviews:
PER, supplement 2, pp. 249–255, 2004.

[35] J. P. S. Chern, K. H. Lin, M. Y. Lu et al., “Abnormal glucose
tolerance in transfusion-dependent beta-thalassemic patients,”
Diabetes Care, vol. 24, no. 5, pp. 850–854, 2001.

[36] M. Casale, S. Citarella, A. Filosa et al., “Endocrine function
and bone disease during long-term chelation therapy with
deferasirox in patients with 𝛽-thalassemia major,” American
Journal of Hematology, vol. 89, no. 12, pp. 1102–1106, 2014.

[37] H. Cario, K. Stahnke, S. Sander, and E. Kohne, “Epidemiological
situation and treatment of patients with thalassemia major in
Germany: results of the German multicenter 𝛽-thalassemia
study,” Annals of Hematology, vol. 79, no. 1, pp. 7–12, 2000.

[38] D. Canatan, “The Thalassemia center of Antalya state hospital:
15 years of experience (1994 to 2008),” Journal of Pediatric
Hematology/Oncology, vol. 35, no. 1, pp. 24–27, 2013.

[39] C. Borgna-Pignatti, S. Rugolotto, P. De Stefano et al., “Survival
and complications in patients with thalassemia major treated
with transfusion and deferoxamine,”Haematologica, vol. 89, no.
10, pp. 1187–1193, 2004.

[40] C. Borgna-Pignatti, S. Rugolotto, P. De Stefano et al., “Survival
and disease complications in thalassemia major,” Annals of the
New York Academy of Sciences, vol. 850, pp. 227–231, 1998.

[41] K. M. Belhoul, M. L. Bakir, M.-S. Saned, A. M. A. Kadhim,
K. M. Musallam, and A. T. Taher, “Serum ferritin levels and
endocrinopathy in medically treated patients with beta tha-
lassemia major,” Annals of Hematology, vol. 91, no. 7, pp. 1107–
1114, 2012.

[42] M. Bazrgar, F. Peiravian, F. Abedpour, and M. Karimi, “Causes
for hospitalization and death in Iranian patients with beta-
thalassemia major,” Pediatric Hematology and Oncology, vol. 28,
no. 2, pp. 134–139, 2011.

[43] T. Arrigo, G. Crisafulli, A.Meo et al., “Glucose tolerance, insulin
secretion and peripheral sensitivity in thalassaemia major,”



BioMed Research International 13

Journal of Pediatric Endocrinology & Metabolism: JPEM, 11, pp.
3863–3866, 1998.

[44] A. Altincik and M. Akin, “Prevalence of endocrinopathies in
Turkish children with 𝛽-thalassemia major: a single-center
study,” Journal of Pediatric Hematology/Oncology, vol. 38, no. 5,
pp. 389–393, 2016.

[45] A. Al-Akhras,M. Badr, U. El-Safy et al., “Impact of genotype on
endocrinal complications in 𝛽-thalassemia patients,” Biomedi-
cal Reports, vol. 4, no. 6, pp. 728–736, 2016.

[46] C. E. Jensen, S. M. Tuck, J. Old et al., “Incidence of endocrine
complications and clinical disease severity related to genotype
analysis and iron overload in patients with 𝛽-thalassaemia,”
European Journal of Haematology, vol. 59, no. 2, pp. 76–81, 1997.

[47] M. A. F. El-Hazmi, A. Al-Swailem, I. Al-Fawaz, A. S. Warsey,
and A. Al-Swailem, “Diabetes mellitus in children suffering
from 𝛽-thalassaemia,” Journal of Tropical Pediatrics, vol. 40, no.
5, pp. 261–266, 1994.

[48] V. De Sanctis, A. T. Soliman, M. Angastiniotis et al., “Interna-
tional network on endocrine complications in thalassaemia (I-
CET): an opportunity to grow,”GeorgianMedical News, vol. 205,
pp. 52–57, 2012.


