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Abstract Introduction: The number of digestive cancers cases has alarmingly increased within the past 

decades up to a current third place ranking in terms of global incidence. The association between 

type II diabetes mellitus and digestive neoplasms has been on an upward trend lately due to 

common risk factors as well as to mutually potentiating effects on the evolution of the two 

conditions. 

Patients and methods: This clinical study evaluates a group of 34 gastro intestinal cancer 

patients suffering from type II diabetes mellitus who received treatment in ‘Elias University 

Emergency Hospital’, Medical Oncology division, between 2010 and 2016. A number of 

demographic features specific to the aforementioned group, as well as comorbidities linked to 

localization, the aggressiveness of primary digestive tumor and the presence of the biological 

inflammatory syndrome were evaluated. 

Discussion: Digestive neoplasms associated with type II diabetes mellitus turn out to be more 

aggressive. The therapy is burdened by potential risks arising from all associated pathologies. 

Conclusions: A set of clinical and biological data underpin the association between type II 

diabetes mellitus and digestive neoplasms as being detrimental. Therefore, screening measures 

for digestive neoplasms in type II diabetes mellitus patients should be carefully respected. 
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Introduction 

The incidence of digestive cancers and diabetes 

has increased exponentially in the last decade. 

According to the International Diabetes Association 

[1], one out of 11 adults worldwide (415 million 

people) were diagnosed or were already suffering from 

diabetes. Of the many digestive tract cancer subtypes, 

colorectal cancer is the third most common cancer 

worldwide. Almost 1.4 million positive diagnosis were 

made in 2012, of which almost 95% being classified as 

adenocarcinomas [2]. Inquiries into any existing links 

between the two conditions have been made as early as 

1959, starting with population-based studies. The 

majority of the later studies conducted have focused 

mainly on type 2 diabetes, since early data suggested 

that its presence increased the relative risk for 

digestive cancers to more than twofold 

(GIOVANNUCCI & al. [3]). Data shows that type 2 

diabetes is strongly related to liver and pancreatic 

cancers (GIOVANNUCCI & al. [3]). Although the 

observed incidence numbers suggest this relation, it 

can also be stated that diabetes produces a number of 

hyperglycemia-related metabolic disorders, all of 

which directly impact the two organs. Moreover, given 

that diabetes is a worldwide underdiagnosed condition 

by a margin of at most 5%, this relation implies a 

higher cancer risk for the normal population 

(VIGNERI & al. [4]). Furthermore, some of the 

medications used for controlling diabetes have been 

shown to also have a negative link with certain types 

of cancer (NGUYEN& al. [5]). Although not entirely 

proven by the available data, this relationship has 

become more visible in recent years, given the 

existence of different types of drugs. It is important to 

note that the cancer risk for patients with uncontrolled 

diabetes is considerably higher than for patients with 

controlled disease (GIOVANNUCCI & al. [3]). 

Type II diabetes is also linked both with a 

cytokine-induced inflammatory response and a long-

term tissue necrosis response, which are considered to 

be relevant factors in determining either the relative 

risk of developing cancer or of the survival rate, for 

those already having a cancer-type condition 

(GIOVANNUCCI & al. [3]). As proven by other 

clinical studies, chronic inflammation facilitates tumor 

development and impairs the normal immune system 

response in an area, allowing for cancerous cells to 

proliferate [STANCIU & al. [6]). Thus, a chain of 

causality can be drawn starting from a diabetes 

condition that may lead to incidence or prognosis of 

cancers (LEROITH & al. [7]). 

Materials and Methods 

This work involved 34 patients with a history of 

type II diabetes mellitus, who were diagnosed with 

digestive tract neoplasms between 2010 and 2016 and 

who received treatment in “Elias University 

Emergency Hospital”, Medical Oncology division. The 

diagnosis of gastro-intestinal cancer was confirmed in 

all patients by histopathological results. All patients 

were initially evaluated by paraclinical (e.g. imagistic 

methods, such as computer tomography or magnetic 

resonance imaging - in selective patients), and by 

clinical findings. Individual data regarding sex, age at 

diagnosis, family history of diabetes and cancer, 

tobacco smoking, working in toxic environment and 

associated pathologies were collected. After receiving 

initial cancer treatment (surgery, chemotherapy or 

radiotherapy) the participants were re-evaluated. 

Tumor markers (CEA - carcinoembryonic antigen and 

CA 19-9 - carbohydrate antigen 19-9) and 

inflammatory markers (LDH - lactate dehydrogenase, 

ESR - erythrocyte sedimentation rate and CRP - C - 

reactive protein) were examined in correlation with 

tumor stage, evolution and response to oncological 

treatment. 

Results and Discussions 

Table 1 shows baseline characteristics of patients. 

Out of the 34 patients, more than 2/3 were men. 

Indexing the results by the age at cancer diagnosis, 

resulted that only one patient was diagnosed at an age 

lesser than 50 years old and 21 had over 65 years old at 

the time of the diagnosis. There was a family history of 

diabetes in 7 cases and a family history of cancer in 9 

cases. From the latter group, only 3 patients had a 

family history of digestive tract cancers.  

Tobacco smoking proved to be an inconclusive 

risk factor in developing gastro-intestinal cancers in 

patients with diabetes, given that the distribution of 

smokers and non-smokers was almost equal. On the 

same note, toxic working environments could not be 

looked upon as a risk factor in this study, given the 

small number of patients who have been exposed. 
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Table 1. Patient characteristics and diabetes 

treatment type 

Characteristics No patients 

Sex distribution   

men 23 

women 11 

  

Age at cancer diagnosis 

 < 50 years 1 

50-64 years 12 

>= 65 years 21 

  

Family history of diabetes 

yes 7 

no 27 

  

Family history of cancer 

 digestive cancers 3 

other 6 

none 25 

  

Tobacco smoking  

current/ex-smokers 18 

never smokers 16 

  

Working in toxic environment  

yes 3 

no 31 

  

Current treatment for diabetes  

oral antidiabetics 22 

insulin 8 

diet only 4 

  

Associated pathologies  

dyslipidemia 10 

arterial hypertension 22 

cardio-vascular diseases 20 

Diabetes requires one or more drug types in order 

to control the disease. From the studied group, most 

participants (22) managed this condition by using oral 

antidiabetic medication, 8 were insulin dependent, 

while the rest (4) were only under dietary restrictions. 

Common comorbidities of diabetes mellitus were also 

present in the studied group. Most patients had a 

history of arterial hypertension (22) and/or heart 

disease (20). Dyslipidemia was observed in almost ¼ 

of cases.  

Table 2 renders the distribution of digestive tract 

tumor primary sites, tumor staging and histological 

tumor differentiation. As previously mentioned, 

colorectal cancer has a wide incidence rate world-wide, 

that also reflects in the results of this study, being 

diagnosed in 58.8% of the patients, followed by 

pancreatic cancer at almost half the ratio (26.4%). 

Gastric and hepatic cancers were not as common as the 

previous two locations, all of them adding up to 14%. 

Tumor staging is an important factor that correlates with 

tumor prognosis and aggressiveness. Almost half of the 

patients presented metastases at diagnosis, while only 

6% had early stage tumors. Tumor differentiation grade 

is another factor to take into consideration when 

Table 2. Primary tumor localization and tumor 

characteristics 

                                                                    Percentage                   

                                            No patients             (%) 

Types of cancer     

colorectal cancer 20 58.8 

pancreatic cancer 9 26.4 

gastric cancer 4 11.7 

hepatocarcinoma 1 2.9 

Tumor differentiation 
  

G1 8 23.5 

G2 18 52.9 

G3 6 17.6 

undifferentiated 2 5.8 

Tumor staging 
  

0 1 2.9 

I 1 2.9 

II 8 23.5 

III 8 23.5 

IV 16 47 
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assessing prognosis. More than 50% of patients were 

diagnosed with moderately differentiated tumors. 

As previously mentioned, 16 patients were 

diagnosed with metastases at the initial evaluation: 8 

had colorectal cancer, 4 pancreatic cancer and 3 had 

gastric cancer. Table 3 concludes that hepatic 

metastases are the most prevalent, being present in 11 

cases followed by lymphatic, pulmonary and peritoneal 

dissemination in almost equal distribution. Besides 

these, only 4 patients presented bone metastases. 

Table 3. Location of metastases at diagnosis 

Location of metastases at diagnosis 

hepatic metastases 

lymphatic metastases 

pulmonary metastases 

peritoneal metastases 

bone metastases 

Paraclinical investigations were conducted in 

order to determine a correlation between tumor 

staging, tumor markers and inflammatory markers. In 

early stage cancer patients (stages 0, I and II) these 

indicators had normal values at diagnosis. Similar 

results were also found in the majority of patients with 

stage III tumors. On the other hand, in metastatic 

cases, these values were elevated beyond normal 

ranges. In the case of tumor markers, from the total 

number of 16 patients who were diagnosed with 

metastases at the initial evaluation, 9 patients had (>1 

time) elevated levels of CEA and 4 had (>2 times) 

elevated levels while in the case of CA19-9 marker, 14 

patients had (>3 times) raised levels and 2 patients had 

(>2 times) raised levels. Inflammatory markers were 

also beyond normal ranges, 10 patients had elevated 

LDH levels (>2 times), 9 patients had raised ESR 

levels (>2 times) and 6 patients had elevated CRP 

levels (>1 time). 

Diabetes diagnosis rates are increasing worldwide 

and, from a sex distribution standpoint, are fairly 

balanced. Statistics gathered in the United States show 

an increase for diagnosed males of 177% between 

1980 and 2010, as opposed to an increase of 114% for 

females in the same time period, leading up to a ratio 

of 6.6% diagnosed men and 5.9% women, 

respectively, in 2014 [8]. Given that this study 

comprised a much higher ratio of men, more than two 

third of the studied group, it can be argued that cancer 

had a more significant impact in the sex distribution of 

the group. Digestive tract cancer types are proven to 

have a much higher prevalence in the male population 

than in the female one [9]. For example, in the United 

States, male colorectal cancer had an average annual 

incidence rate of almost 47 cases per 100.000 people, 

averaging 11 cases more than the female ratio. This 

evidence is supported also by the difference (between 

the sexes) of the incidence of liver, pancreas and 

stomach cancers, which is 7.8, 3.1 and 4.6 per 100.000 

people, respectively [8]. Despite the small number of 

patients that this study had included, its results suggest 

the same global trends, with the number of male cancer 

diagnoses amounting to more than double that of the 

female cases (FERLAY & al. [10]). 

Some pancreatic cancer statistics reveal that the 

average number of male cases per year is gradually 

higher than the female number until the age interval of 

75 to 79 [11]. After this interval, the same studies 

show the exact opposite, with women having a higher 

incidence, peaking at a ratio of 2 over the age of 90. 

Overall, the cumulated average number of cases is 

highest starting with the age of 65. This study also 

showed the same ratios, with the number of patients 

diagnosed over the age of 65 being significantly higher 

than of other age groups.  

Within the studied group, the majority of the 

patients did not have a family history of either 

digestive cancer or diabetes. However, those with a 

family history of any of the two had more aggressive 

types of cancer. Moreover, patients included in this 

category that were also diagnosed with metastatic 

cancer developed widely spread metastases, affecting 

multiple organs. Multiple global population studies 

argue that some diabetes drugs can be considered a risk 

factor for digestive tract cancers, but with inconclusive 

results (LI & al. [12]). This study also had inconclusive 

results in proving any relationship between the 

antidiabetic treatment and the aggressiveness of the 

diagnosed cancer. Diabetes did not deviate the 

distribution of cancer type in the studied group from 

the worldwide distribution of digestive cancers. As 

expected, the majority of patients were diagnosed with 

colorectal cancer, followed by pancreatic and gastric 

cancer.  
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Almost half of the patients comprised in this study 

were diagnosed with stage IV digestive tract cancers. 

In the case of colorectal cancers, which represented the 

majority of cancer cases, incidence by stage does not 

follow the patterns observed in international statistics 

[13]. It has been observed that these tumors were more 

aggressive, leading up to almost twofold the 

percentage of cases diagnosed with metastases at initial 

evaluation. On the other hand, the pancreatic cancer 

incidence indexed by stage was in line with 

international statistic results; 45% of the patients were 

diagnosed with stage IV tumors[14]. Gastric cases 

were mostly diagnosed in late stages. Furthermore, 

metastatic tumors were more frequently present in 

male patients than in female ones. 

Correlations between cancer stadialization and 

inflammatory markers (LDH, ESR and CRP) had also 

been found. It was showed that advanced cases were 

corelated with elevated values of inflammatory 

markers while early stage cancers were not. From the 

studied group, in the case of the 16 patients who were 

diagnosed with metastases at the initial evaluation, 10 

patients had elevated LDH levels (>2 times), 9 patients 

had raised ESR levels (>2 times) and 6 patients had 

raised CRP levels (>1 time).In the case of early stage 

cancer (stages 0,I and II) these indicators had normal 

values at diagnosis. 

Endocan is a novel blood-and tissue-based 

biomarker. It is a product of endothelial cells, highly 

regulated by vascular endothelial growth factor and 

expressed during the switch between dormant to fast-

growing angiogenic tumors studied in various types of 

cancer and inflammatory conditions. Multiple studies 

showed the bad prognosis signature of endocan 

biomarker in cancer (HUANG & al. [15]; BORCZUK 

& al. [16]; STANCIU & al. [17]).Sepsis and 

inflammation have associated endothelial dysfunction 

ranging from edema and vasodilation to ischemia and 

organ failure (DE FREITAS CAIRES& al. [18]; 

ARCAN & al. [19]; MIHAI & al. [20]). Since 

inflammatory mediators induce endocan expression, 

measured levels of this biomarker may closely reflect 

the severity of inflammation and of course the 

response to therapy (DE FREITAS CAIRES& al. 

[18]). It was shown that serum endocan levels are also 

increased in patients with inflammatory bowel disease 

(VOIOSU & al. [21]). Endocan may be a biomarker 

for both inflammatory disorders and tumor progression 

as well as a validated therapeutic target in cancer 

(SARRAZIN & al. [22]). More validation studies are 

however still required on larger cohorts on vascular 

endothelial growth factor-driven cancers. (MAZILU & 

al. [23]). 

Conclusions 

This study concludes that type II diabetes mellitus 

triggers a higher level of aggressivity in digestive tract 

cancers. The results have been confirmed by both 

paraclinical investigations and statistical results. 

Diabetes might also negatively impact the stage at 

diagnosis, as proven by the colorectal and gastric high 

incidence rates in advanced form. Thus, cancer 

screening is recommended for patients with type II 

diabetes and over 50 years old. In advanced stages, 

inflammatory markers were associated with tumor 

evolution and should be measured more frequently. 

The study also had inconclusive results in proving any 

relationship between the antidiabetic treatment and the 

aggressiveness of the diagnosed cancer. 

Conflict of interest disclosure 

There are no known conflicts of interest in the 

publication of this article. The manuscript was read 

and approved by all authors. 

Compliance with ethical standards 

Any aspect of the work covered in this manuscript 

has been conducted with the ethical approval of all 

relevant bodies and that such approvals are 

acknowledged within the manuscript. 

Acknowledgments 

All authors have equal contribution to this article.  

References 

1. International Diabetes Federation. About Diabetes. 

2017. Available from: http://www.idf.org/about-

diabetes. Accessed 2017.01.05 

2. Colorectal cancer statistics. Available from: 

http://www.wcrf.org/int/cancer-facts-figures/data-

http://www.wcrf.org/int/cancer-facts-figures/data-specific-cancers/colorectal-cancer-statistics.%20Accessed%202017.01.10


 

CORNELIA NITIPIR et al. 

 

 

145 

specific-cancers/colorectal-cancer-statistics. 

Accessed 2017.01.10 

3. E. GIOVANNUCCI, D.M. HARLAN, M.C. 

ARCHER, R.M. BERGENSTAL, S.M. 

GAPSTUR, L.A. HABEL, M. POLLAK, J.G. 

REGENSTEINER, D. YEE. Diabetes and Cancer: 

A consensus report. Diabetes Care, 33(7):1674–

1685 (2010). doi:10.2337/dc10-0666 

4. P. VIGNERI, F. FRASCA, L. SCIACCA, G. 

PANDINI, R. VIGNERI. Diabetes and cancer. 

Endocr. Relat. Cancer, 16(4): 1103–1123 (2009). 

doi:10.1677/ERC-09-0087 

5. Q.T. NGUYEN, L. SANDERS, A.P. MICHAEL, 

S.R. ANDERSON, L.D. NGUYEN, Z.A. 

JOHNSON. Diabetes Medications and Cancer 

Risk: Review of the Literature.Am. Health Drug 

Benefits, 5(4): 221–229 (2012). 

6. A.E. STANCIU, A. ZAMFIR-CHIRU-ANTON, 

M.M. STANCIU, C.R. POPESCU, D.C. 

GHEORGHE. Serum Level of Matrix 

Metalloproteinase-9 in Patients with Head and 

Neck Squamous Cell Carcinoma. Clin. Lab., 

62(8): 1569–1574 (2016). doi: 

10.7754/Clin.Lab.2016.160139 

7. D. LEROITH, R. NOVOSYADLYY, E.J. 

GALLAGHER, D. LANN, A. VJAYAKUMAR, 

S. YAKAR. Obesity and Type 2 diabetes are 

associated with an increased risk of developing 

cancer and a worse prognosis; epidemiological 

and mechanistic evidence.Exp. Clin. Endocrinol. 

Diabetes, vol. 116, supplement 1: S4–S6 (2008). 

 doi: 10.1055/s-2008-1081488 

8. Cancer Facts & Statistics. (n.d.). American Cancer 

Society. Available from: 

https://cancerstatisticscenter.cancer.org/#/data-

analysis/module/dw1qthUo/filter/site/Colorectum?

type=barGraph. Accessed 2017.01.02 

9. WHO - Burden: mortality, morbidity and risk 

factors – Cancer - Available from: 

http://www.who.int/nmh/publications/ncd_report_

chapter1.pdf. Accessed 2017.01.10 

10. J. FERLAY, I. SOERIOMATARAM, R. 

DIKSHIT, S. ESER, C. MATHERS, M. 

REBELO, DM. PARKIN, D. FORMAN, F. 

BRAY. Cancer Incidence and Mortality 

Worldwide: sources, methods and major patterns 

in GLOBOCAN 2012. Int. J. Cancer, 136(5): 

E359–386 (2015).  doi: 10.1002/ijc.29210  

11. Pancreatic Cancer Incidence Statistics. Cancer 

Research UK. N.p., 01 Dec. 2016. Available from:  

http://www.cancerresearchuk.org/health-

professional/cancer-statistics/statistics-by-cancer-

type/pancreatic-cancer/incidence#heading-One. 

Accessed 2017.01.06 

12. D. LI, S.C.J. YEUNG, M.M. HASSAN, M. 

KONOPLEVA, J.L. ABBRUZZESE. Anti-

diabetic therapies affect risk of pancreatic cancer. 

Gastroenterology, 137(2): 482–488 (2009). 

 doi: 10.1053/j.gastro.2009.04.013 

13. Colorectal Cancer Facts & Figures. Available 

from: http://www.cancer.org/research/cancer-

facts-statistics/colorectal-cancer-facts-

figures.html. Accessed on 2017.01.10 

14. Statistics by cancer type. Cancer Research UK. 

Available from 

http://www.cancerresearchuk.org/health-

professional/cancer-statistics/statistics-by-cancer-

type. Accessed 2017.01.02 

15. G.W. HUANG, Y.M. TAO, X. DING. Endocan 

expression correlated with poor survival in human 

hepatocellular carcinoma. Dig. Dis. Sci., 54: 389–

394 (2009). doi: 10.1007/s10620-008-0346-3 

16. A.C. BORCZUK, L. SHAH, G.D. PEARSON, 

K.L. WALTER, L. WANG, J.H. AUSTIN, R.A. 

FRIEDMAN, C.A. POWELL. Molecular 

signatures in biopsy specimens of lung cancer. 

Am. J. Respir. Crit. Care Med., 170(2): 167–174 

(2004). doi:10.1164/rccm.200401-066OC 

17. A.E. STANCIU, A. ZAMFIR-CHIRU-ANTON, 

M.M. STANCIU, C.R. POPESCU, D.C. 

GHEORGHE. Imbalance between Matrix 

Metalloproteinases and Tissue Inhibitors of 

Metalloproteinases Promotes Invasion and 

Metastasis of Head and Neck Squamous Cell 

Carcinoma. Clin. Lab., 63(10): 1613–1620 

(2017).doi: 10.7754/Clin.Lab.2017.170339 

18. N. DE FREITAS CAIRES, B. LEGENDRE, E. 

PARMENTIER, A. SCHERPEREEL, A.  

TSICOPOULOS, D. MATHIEU, P. LASSALLE. 

Identification of a 14 kDa endocan fragment 

generated by cathepsin G, a novel circulating 

biomarker in patients with sepsis. J. Pharm. 

http://www.wcrf.org/int/cancer-facts-figures/data-specific-cancers/colorectal-cancer-statistics.%20Accessed%202017.01.10
http://www.wcrf.org/int/cancer-facts-figures/data-specific-cancers/colorectal-cancer-statistics.%20Accessed%202017.01.10
https://cancerstatisticscenter.cancer.org/#/data-analysis/module/dw1qthUo/filter/site/Colorectum?type=barGraph
https://cancerstatisticscenter.cancer.org/#/data-analysis/module/dw1qthUo/filter/site/Colorectum?type=barGraph
https://cancerstatisticscenter.cancer.org/#/data-analysis/module/dw1qthUo/filter/site/Colorectum?type=barGraph
http://www.who.int/nmh/publications/ncd_report_chapter1.pdf
http://www.who.int/nmh/publications/ncd_report_chapter1.pdf
http://www.cancerresearchuk.org/health-professional/cancer-statistics/statistics-by-cancer-type/pancreatic-cancer/incidence#heading-One
http://www.cancerresearchuk.org/health-professional/cancer-statistics/statistics-by-cancer-type/pancreatic-cancer/incidence#heading-One
http://www.cancerresearchuk.org/health-professional/cancer-statistics/statistics-by-cancer-type/pancreatic-cancer/incidence#heading-One
http://www.cancer.org/research/cancer-facts-statistics/colorectal-cancer-facts-figures.html
http://www.cancer.org/research/cancer-facts-statistics/colorectal-cancer-facts-figures.html
http://www.cancer.org/research/cancer-facts-statistics/colorectal-cancer-facts-figures.html
http://www.cancerresearchuk.org/health-professional/cancer-statistics/statistics-by-cancer-type.%20Accessed%202017.01.02
http://www.cancerresearchuk.org/health-professional/cancer-statistics/statistics-by-cancer-type.%20Accessed%202017.01.02
http://www.cancerresearchuk.org/health-professional/cancer-statistics/statistics-by-cancer-type.%20Accessed%202017.01.02


 

Type II Diabetes Mellitus and Digestive Tract Carcinoma 

 

 

146 

Biomed. Anal., 78–79: 45–51 (2013). doi: 

10.1016/j.jpba.2013.01.035 

19. O. ARCAN, W. BILD, A. CIOBICA, D.N. 

SERBAN, E. ANTON, F. PETRARIU, D. 

TIMOFTE, V. NASTASA. Angiotensin-(1-7) 

intracerebroventricular administration generates 

nociceptive effects in hot-plate task and decreased 

oxidative stress in the temporal lobe. Rom. 

Biotech. Lett., 19(5): 9763–9771 (2014).   

20. D. MIHAI, E. BRATILA, C. MEHEDINTU, C. 

BERCEANU, S.M. PITURU. The ethical aspects 

regarding cryopreserved embryos. Rom. J. Leg. 

Med., 25: 317–321 (2017). doi: 

10.4323/rjlm.2017.317  

21. T. VOIOSU, P. BALANESCU, A. BENGUS, A. 

VOIOSU, C.R. BAICUS, M. BARBU, A. 

LADARU, C. NITIPIR, B. MATEESCU, M. 

DICULESCU, R. VOIOSU. Serum endocan levels 

are increased in patients with inflammatory bowel 

disease. Clin. Lab., 60(3): 505–510 (2014).  

22. S. SARRAZIN, E. ADAM, M. LYON, F. 

DEPONTIEU, V. MOTTE, C. LANDOLFI, H.  

LORTAT-JACOB, D. BECHARD, P. 

LASSALLE, M. DELEHEDDE. Endocan or 

endothelial cell specific molecule-1 (ESM-1): a 

potential novel endothelial cell marker and a new 

target for cancer therapy. Biochim.Biophys. Acta., 

1765(1):25–37 (2006). doi: 

10.1016/j.bbcan.2005.08.004 

23. L. MAZILU, Z. NICULESCU, A. SUCEVEANU, 

et al. Ethical aspects of communication with 

cancer patients. Revista Romana De Bioetica, 

8(3):181-188(2010). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://apps.webofknowledge.com/DaisyOneClickSearch.do?product=WOS&search_mode=DaisyOneClickSearch&colName=WOS&SID=C6FAYR5IT7A6TwFPAsT&author_name=Mazilu,%20Laura&dais_id=1569516&excludeEventConfig=ExcludeIfFromFullRecPage
http://apps.webofknowledge.com/DaisyOneClickSearch.do?product=WOS&search_mode=DaisyOneClickSearch&colName=WOS&SID=C6FAYR5IT7A6TwFPAsT&author_name=Niculescu,%20Zizi&dais_id=5598321&excludeEventConfig=ExcludeIfFromFullRecPage
http://apps.webofknowledge.com/DaisyOneClickSearch.do?product=WOS&search_mode=DaisyOneClickSearch&colName=WOS&SID=C6FAYR5IT7A6TwFPAsT&author_name=Suceveanu,%20Andra-Iulia&dais_id=1320744&excludeEventConfig=ExcludeIfFromFullRecPage
http://apps.webofknowledge.com/DaisyOneClickSearch.do?product=WOS&search_mode=DaisyOneClickSearch&colName=WOS&SID=C6FAYR5IT7A6TwFPAsT&author_name=Suceveanu,%20Andra-Iulia&dais_id=1320744&excludeEventConfig=ExcludeIfFromFullRecPage
http://apps.webofknowledge.com/full_record.do?product=WOS&search_mode=CitationReport&qid=6&SID=C6FAYR5IT7A6TwFPAsT&page=1&doc=8
http://apps.webofknowledge.com/full_record.do?product=WOS&search_mode=CitationReport&qid=6&SID=C6FAYR5IT7A6TwFPAsT&page=1&doc=8
javascript:;

