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Background

 
 

BACKGROU ND 
 
 
GENERAL INTRODUCTION 

Diabetes mellitus is a condition of chronically raised blood glucose concentration caused by 

an absolute or relative lack of insulin in parallel with varying degrees of insufficient insulin 

action (Lillioja et al., 1993, Gerich, 1998, Weyer et al., 2001b). The two main types of 

diabetes are “type 1” and “type 2”. Type 2 diabetes (T2D) is the most common type of 

diabetes, representing more than 90% of cases in most western countries. The classification of 

diabetes will be discussed in the following sections but the focus of this thesis is on T2D.  

T2D is a progressive disease associated with several complications affecting all body organs. 

The major complications of diabetes are caused by affection of small blood vessels 

(microangiopathy) in the eyes, kidneys and nerves and large blood vessels (macroangiopathy 

or atherosclerosis) in the heart, brain and legs. These complications occur generally after 

several years of diabetes but it has been estimated that T2D may be present for up to 12 years 

before clinical diagnosis. During this period of undiagnosed and untreated diabetes, micro- 

and macrovascular disease progress and by the time of diagnosis a considerable proportion of 

patients have already developed retinopathy, nephropathy, neuropathy, and up to 50 % have 

cardiovascular disease (CVD) (Jones, 1997). The frequency of coronary heart disease and 

stroke is about 2-4 times higher in patients with diabetes and CVD is the most common cause 

of death in patients with T2D, accounting for about 2/3 of all-cause mortality (Haffner et al., 

1998).  

Diabetes is now a global problem with devastating human and social consequences and the 

costs for the care of diabetes and its complications have an overwhelming economic impact 

globally. Even though the disease is not curable, in many cases T2D and its complications can 

be prevented. T2D is such a major public health problem that there is now a UN resolution 

aiming to improve knowledge and increase awareness about the disease and to unify the 

world in the fight against diabetes (Silink, 2007). 

 

In this thesis we have presented a method for assessing insulin secretion and action in clinical 

practice. We have also evaluated effects and side effects of modern treatment alternatives in 

T2D with emphasis on potential effects on markers of CVD.  
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THE PREVALENCE OF TYPE 2 DIABETES 
 
Today more than 240 million people worldwide suffer from diabetes and each year another 7 

million people develop the disease. T2D accounts for 90-95% of all cases with diabetes in 

developed countries and for an even higher percentage in developing countries (Amos et al., 

1997). The prevalence of T2D varies widely in different populations ranging from over 50% 

in Pima Indians (Bennett et al., 1971, Knowler et al., 1978, Knowler et al., 1990) to about 

2.5% in some tribes in rural Africa (McLarty et al., 1989). European populations show a 

moderate prevalence of 5-10%. The prevalence in Scandinavian countries is relatively low, 

about 4-5% in Sweden (2002), but the prevalence is increasing dramatically worldwide (King 

and Rewers, 1993, King et al., 1998, Zimmet et al., 2001, Dunstan et al., 2002) and a steady 

increase has also been observed in Scandinavia (2003). Numbers of new cases are reaching 

epidemic proportions with the most striking increase in developing countries. The factors 

contributing to the rise in the prevalence of T2D are sedentary lifestyle with lack of physical 

activity and obesity, as a result of urbanisation. 

 

THE CLASSIFICATION AND DIAGNOSIS OF DIABETES 
 
The term diabetes mellitus covers a wide spectrum of diseases and several attempts have been 

made to present an international consensus on classification taking into consideration 

etiological types and clinical stages. The first widely accepted classification system of 

diabetes mellitus published by The World Health Organization (WHO) was in 1980 (1980) 

and, modified in 1985 (1985). This system classified diabetes into two major types of insulin 

dependent diabetes mellitus (IDDM) or type 1 diabetes and non-insulin dependent diabetes 

mellitus (NIDDM) or type 2 diabetes. In 1985, WHO recommended that the diagnosis of 

diabetes should be based on a 2-hour venous plasma glucose concentration of >11.1 mmol/l 

during an oral glucose tolerance test (OGTT), and/or a fasting plasma glucose (FPG) level of 

>7.8 mmol/l. 1n 1997, American Diabetes Association (ADA) introduced new criteria for 

diagnosis of diabetes with a lowered fasting plasma glucose of 7 mmol/l (1997). For 

simplicity ADA recommends the measurement of FPG while WHO recommends measuring 

both FPG and the 2-hour glucose. As more data on aetiology and the importance of 

intermediate non-diagnostic glucose values emerged, new diagnostic criteria and 

classification system was introduced by WHO in 1999 (Alberti and Zimmet, 1998). 
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Table 1. Comparison of 1999 WHO and 2003 ADA diagnostic criteria 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The major change recommended in these diagnostic criteria for diabetes mellitus was the 

lowering of the diagnostic value of fasting venous and capillary plasma glucose from > 7.8 to 

> 7.0 mmol/l based on several studies showing increased risk of micro- and macrovascular 

disease in persons with fasting plasma glucose concentration above this cut off (McCance et 

al., 1994, Charles et al., 1996). These most recent classifications by WHO and ADA use the 

terms type 1 and type 2 diabetes and have dropped the earlier used terms of insulin-dependent 

diabetes mellitus (IDDM) and non-insulin dependent diabetes mellitus (NIDDM) since these 

terms were confusing and resulted in misclassification of patients based on their treatment 

rather than on pathogenesis. Type 1 diabetes refers to a disease characterized by autoimmune 

destruction of β-cells and defect insulin secretion. T2D results from the interaction of genetic 

and environmental factors and the underlying pathophysiology is varying degrees of defects 

in insulin secretion and action. Impaired glucose tolerance (IGT) was considered a class in the 

earlier WHO classification. Impaired fasting glycaemia or impaired fasting hyperglycaemia 
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(IFG) was also introduced in the 1999 WHO classification, including individuals with fasting 

plasma glucose values of 6.1-6.9 mmol/l. The spectrum of diabetic disorders also includes 

other specific forms like MODY (maturity onset diabetes of the young), which will not be 

further addressed in this thesis (Alberti and Zimmet, 1998). In 2003, ADA reviewed its 

diagnostic criteria and recommended a plasma glucose level of 5.6 mmol/l as a new 

diagnostic threshold for IFG. Obviously the existing diagnostic cut off values for glucose are 

arbitrary and there are studies demonstrating increased risk for microvascular and 

cardiovascular disease at levels below those diagnostic of diabetes (McCance et al., 1994, 

Charles et al., 1996, Gerstein et al., 1999). In 2005 a joint WHO and International Diabetes 

Federation (IDF) Technical Advisory Group reviewed and updated the current WHO guide 

lines and recommended to maintain current fasting plasma glucose levels for definition of 

IFG because of lacking evidence for the benefits of lowering the FPG level for risk of diabetic 

complications (http://www.who.int/diabetes/publications)(Table 1). 

 

Lately, newer hypothesis concerning classification of diabetes have been presented. The 

difference between the two types of diabetes may be more apparent than real and the 

accelerator hypothesis proposed by Wilkin (Wilkin, 2001, Wilkin, 2007) suggests that type 1 

and 2 diabetes represent the extremes of a continuum and the difference lies in their rate of 

progression determined by accelerators in terms of constitution, adiposity and autoimmunity. 

 

DETERMINANTS OF TYPE 2 DIABETES 

 

Genetic factors 

A genetic susceptibility to T2D is well recognized. Twin studies demonstrate a higher 

concordance rate for T2D in identical twins ranging from 50 to 90% (Kaprio et al., 1992, 

Medici et al., 1999, Poulsen et al., 1999) than in dizygotic twins ranging from 25 to 40% (Lo 

et al., 1991). The lifetime risk for an offspring of a parent with T2D is about 40%, and higher 

if both parents have diabetes. The relative risk to a sibling of patients with T2D is about 3-

fold increased (Poulsen et al., 1999, Weijnen et al., 2002). There are also monogenic forms of 

diabetes e.g. MODY which account for < 5% of all cases with diabetes. Although they show 

some similarities to classical T2D, they develop at earlier age and show a strong dominant 

penetrance (Fajans, 1989, Karlsson and Groop, 2007). The new classifications of diabetes call 
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them genetically defined subgroups of diabetes. However, T2D is a paradigm for a complex, 

multifactorial polygenic disease where multiple genes interact with the environment to cause 

the disease. The rapid development of large-scale genotyping technologies has led to a 

breakthrough in the knowledge of genetics of T2D in recent years (Saxena et al., 2007). 

 

Environmental factors 

Although there is a strong genetic component to T2D, not all people who are genetically at 

risk develop the disease. This reflects the important role of the environment in the course of 

disease development. This fact is supported by the observation of rapid changes in the 

prevalence of diabetes in certain populations. The most striking changes have been observed 

in Pima Indians after a change to Western lifestyle. The prevalence of T2D increased by more 

than 40% over a ten years period in parallel with an increase in obesity (Knowler et al., 1990).  

T2D was also more common in Japanese migrants to US and their offspring than in their 

counterparts in Japan (Kawate et al., 1979). 

 

The strongest environmental risk factors for developing T2D are obesity (Knowler et al., 

1981, Bennett, 1992) and physical inactivity. Studies in several ethnic groups have shown that 

the prevalence of diabetes in the physically inactive subjects is about two to three times 

higher than among physically active people (Kriska et al., 1993). Consequently, several 

studies have demonstrated the effect of weight loss and physical activity in prevention of T2D 

(Pan et al., 1997, Tuomilehto et al., 2001, Knowler et al., 2002). 

 

METABOLIC DEFECTS IN THE DEVELOPMENT OF TYPE 2 DIABETES 

 
The fundamental defects in T2D are impaired insulin secretion and action in peripheral 

tissues. This defective sensitivity to insulin is expressed as increased gluconeogenesis in the 

liver and reduced glucose uptake under insulinized conditions in muscles and adipose tissue. 

In 1981 Bergman suggested (Bergman et al., 1981) that in subjects with normal glucose 

tolerance (NGT) insulin secretion is inversely related to insulin sensitivity so that the product 

of these both variables is a constant (disposition index, DI) in order to maintain normal 

glucose levels. This has been confirmed in several cross-sectional studies of individuals with 
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NGT (Kahn et al., 1993). In other words, the degree of insulin secretion is tightly regulated by 

the level of insulin sensitivity. 

 

 

 
 

Figure 1.  Reciprocal relationship between β-cell function and tissue insulin sensitivity. 
(Reprinted from “ Atlas of Clinical Endocrinology: Diabetes” by Gerich J, Szoke E. Edited by Jay S. Skyler. 

©2006 Current Medicine Group LLC. With permission). 
 

Patients who develop IGT or T2D have an inadequate β-cell compensation for insulin 

resistance in that for any degree of reduced tissue insulin sensitivity, the β-cell response is 

below normal (Weyer et al., 1999, Kahn, 2001, Pratley and Weyer, 2001)(figure 1). In non-

diabetic individuals, insulin suppresses hepatic glucose production, stimulates glucose uptake 

into muscle and adipose tissue, and suppresses lipolysis in adipose tissue. When these tissues 

become insulin resistant, hepatic glucose production increases, glucose uptake is decreased, 

and lipolysis is enhanced. Increased free fatty acids (FFAs) from lipolysis stimulate cellular 

uptake of FFAs and lipid oxidation. In muscle, the increased FFA availability accelerates fat 

oxidation, resulting in decreased insulin-mediated glucose uptake and disposal. In the liver, 

elevated FFAs stimulate gluconeogenesis and increase hepatic glucose output. When β-cell 



 
 

 15 

          Background 

 
dysfunction is also present, insulin resistance in the target tissues leads to hyperglycaemia and 

the development of T2D (figure 2). 

 

 

 
 

Figure 2. Defects in the pancreas and target tissues for insulin action in type 2 diabetes 
(Reprinted from “ Atlas of Clinical Endocrinology: Diabetes” by Marks J. Edited by Jay S. Skyler. ©2006 

Current Medicine Group LLC. With permission). 
 

 

Insulin secretion 
 
Insulin secretion is regulated by several factors consisting of nutrients, endocrine peptides, 

gastrointestinal hormones and autonomous nervous system (Ahren, 1999). The major nutrient 

stimulating insulin secretion under normal conditions is glucose. In response to an acute 

elevation of blood glucose concentrations, insulin is secreted in a biphasic manner. The early 

response or first phase insulin secretion (FPIR) lasts for approximately 10 minutes and is 

believed to represent the release of insulin from mature secretory granules in close proximity 

to the β-cell plasma membrane, i.e. a rapidly releasable pool. This phase is followed by a 

slower, second phase of insulin secretion that can last for hours. This response is due to 
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prolonged stimulation of β-cells and represents partly mobilizing insulin granules from a 

storage pool to the rapidly releasable pool as well as increased de novo insulin synthesis 

(DeFronzo et al., 1979, Elahi, 1996, Rorsman, 1997). 

 

Impaired insulin secretion in T2D 

The complex of β-cell dysfunction and insulin resistance is present well before the 

development of hyperglycaemia and clinical diagnosis of T2D (Eriksson et al., 1989). There 

has been a long debate regarding the relative contribution of β-cell dysfunction and insulin 

resistance to the pathogenesis of T2D (Taylor et al., 1994, Cerasi, 1995, Gerich, 1998, 

Ferrannini, 1998). Patients with T2D often appear to have normal β-cell function, which 

usually is a corollary of the existing feedback connections between insulin secretion and 

insulin action and that in many studies, these parameters have not been evaluated together.  

β-cell dysfunction in T2D affects different components. The FPIR is decreased or lost 

(Brunzell et al., 1976) along with a reduced maximal secretory capacity (Ward et al., 1984, 

Van Haeften et al., 1991). Also the pulsatility of insulin secretion is deranged (Lang et al., 

1981, Polonsky et al., 1988) and finally there is an abnormality in the conversion of proinsulin 

to insulin (Ward et al., 1987, Yoshioka et al., 1988, Saad et al., 1990, Kahn and Halban, 1997, 

Nagi et al., 1998). A progressive loss of β-cell function has been demonstrated to exist many 

years before the debut of clinical T2D (1995, Lyssenko et al., 2005). This deterioration 

continues during the course of different therapies (figure 3). 

 

       

 

 

 

 

 

 

 

 

 

Figure 3. Progressive decline 
of β-cell function in the 
UKPDS. Year 0 represents 
time of diagnosis of T2D. 
 
(Reprinted from “ Current Diabetes 

Reports, 1(2):106-111. Current 

Science, Inc.” ©2006 Current 

Medicine Group LLC. With 

permission). 
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Several mechanisms have been proposed to contribute to this progressive deterioration of β-

cell function, the most important ones being glucose desensitization or glucose toxicity 

(Leahy et al., 1986), elevated levels of free fatty acids (FFA) or lipotoxicity (Unger, 1995) 

and the effects of amyloid fibril formation by islet amyloid polypeptide (IAPP)(Clark et al., 

1990). 

 

Methods for estimation of insulin secretion 

Evaluation of β-cell function is crucial for the understanding of the pathogenesis of T2D since 

an absolute or relative defect in insulin secretion is one of the major defects in T2D. However, 

this is not simple since several factors affect β-cell function and should be taken into account. 

For instance, insulin secretion is affected by the degree of insulin sensitivity as well as by the 

level of glucose at which the measurements take place along with differences in insulin 

secretion in response to different mode of administration of glucose. The most commonly 

used methods for estimation of β-cell function are discussed below. The glucagon-stimulated 

C-peptide test has been employed in this thesis to measure the residual β-cell capacity and is 

discussed more in detail in the methods section. 

 

Hyperglycaemic clamp 

This method is the “golden standard” for the measurement of β-cell function and provides 

estimates of both first- and second phase insulin response at glucose levels that can be 

matched between groups (DeFronzo et al., 1979). A bolus dose of glucose is injected 

intravenously followed by a constant infusion of glucose to achieve any desired glycaemic 

level. During the following three hours the plasma insulin levels are monitored. The area 

under the curve during the first ten minutes reflects FPIR and the area under the curve during 

the following clamp period reflects the late insulin response. These measures have also been 

used to characterize pre-diabetic states (figure 4). The problem is that the hyperglycaemic 

clamp is time- and personnel consuming and cannot be applied in large-scale studies. 

Therefore alternative methods have been searched for epidemiological studies and for use in 

clinical practice. 
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Test meals  

The idea with the meal tests is to measure β-cell function under normal life and physiological 

conditions. In the multiple test meal model subjects receive three standardized meals over a 

period of 14-15 hours and blood samples are drawn for measurement of glucose, insulin and 

C-peptide. The insulin secretory profile and the indices of β-cell function are derived from 

glucose and C-peptide dynamics (Mari et al., 2002). 

 
 

 
 

Figure 4. Plasma glucose and insulin concentrations in hyperglycaemic clamp experiment, 

demonstrating the biphasic insulin response to elevation of plasma glucose concentration. A 

reduction in both early (first-phase) and late (second-phase) insulin release is demonstrated in 

this figure in subjects with normal glucose tolerance and a family history of T2D relative to a 

matched group without a family history of T2D. 
(Reprinted from “ Atlas of Clinical Endocrinology: Diabetes” by Gerich J, Szoke E. Edited by Jay S. Skyler. 

©2006 Current Medicine Group LLC. With permission). 
 



 
 

 19 

Background 

 
Oral glucose tolerance test (OGTT) 

In subjects with T2D and IGT there is a decrease in early insulin response after an oral load of 

75-gram glucose while insulin values after two hours can be normal or elevated. The ratio of 

insulin to glucose 30 minutes after administration of oral glucose load is called “insulinogenic 

index” and has been used as a surrogate marker of insulin secretion and has been shown to 

predict future development of diabetes (Phillips et al., 1994, Haffner et al., 1995, Hanson et 

al., 2000). The usefulness of OGTT is limited because of great intra-individual variation, 

partly due to day-to-day variability in gastrointestinal function and a poor reproducibility (Ko 

et al., 1998, Sievenpiper et al., 2001).  

 

Intravenous glucose tolerance test (IVGTT) 

This method measures β-cell response to 25 gram of glucose injected intravenously. The area 

under the curve during the first ten minutes following glucose injection represents FPIR and is 

impaired in conditions of abnormal glucose tolerance (Perley and Kipnis, 1967, Brunzell et 

al., 1976, Bourey et al., 1993). Loss of FPIR is one of the earliest defects seen in T2D 

(Lundgren et al., 1990, Skarfors et al., 1991, Lillioja et al., 1993).  

 

Glucose-dependent arginine stimulation test 

The early insulin response to glucose stimulation is impaired when β-cells still can respond to 

other stimuli such as glucagon, arginine, secretin and tolbutamide suggensting a defective 

glucose sensing (Robertson and Porte, 1973, Pfeifer et al., 1981). Elevated glucose levels 

stimulate the β-cell response to non-glucose secretagogues causing an increased insulin 

response or so called glucose potentiation (Halter et al., 1979). The arginine stimulation test 

measures the insulin and glucagon responses to intravenously administered arginine at three 

different glucose levels; fasting, 14mmol/l and > 25 mmol/l glucose, thereby giving 

information on several aspects of β-cell function such as the FPIR to arginine at fasting 

glucose, the maximal β-cell secretory capacity, the β-cell sensitivity to glucose and the 

glucose potentiation of insulin secretion (Ward et al., 1984, Larsson and Ahren, 1998). This 

method is also time-consuming and labour-intensive and unsuitable for large-scale studies.  
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Glucagon-stimulated C-peptide test 

Intravenous bolus injection of 1 mg glucagon has been widely used to assess endogenous 

insulin secretion for clinical or research purposes. Plasma C-peptide level is usually measured 

immediately before and six minutes after glucagon injection. The incremental C-peptide 

response is a measure of residual β-cell function and shows good intra-individual 

reproducibility (Faber and Binder, 1977). Measuring C-peptide rather than insulin has also the 

advantage of circumventing the hepatic extraction of insulin and has been shown to be more 

reproducible than insulin measurements (Gjessing et al., 1987, Gottsater et al., 1992). Dose-

response studies have shown an equal effect of 0.5 mg glucagon but with reduced side effects 

in form of nausea (Ahren et al., 1987). In this thesis we have chosen the low dose glucagon-

stimulated C-peptide test to measure residual β-cell function. 

 
 
Insulin resistance 
 
The isolation of insulin in 1921 was followed by its use in the treatment of diabetes. There 

were consequently observations of ineffectiveness of insulin to regulate blood glucose in 

some individuals and this lack of insulin effect was termed “insulin resistance”. In 1936 

Himsworth suggested that some people with diabetes were hyperglycaemic due to resistance 

to the action of insulin rather than to lack of insulin (Himsworth, 1949). This has been later 

confirmed by the observation of hyperinsulinaemia in obese and T2D subjects (Yalow and 

Berson, 1960). After the introduction of the clamp technique, several studies showed an 

increased insulin resistance in patients with T2D (DeFronzo et al., 1979). 

 
Insulin resistance in type 2 diabetes 

Even though insulin has a wide variety of effects on glucose-, lipid and protein metabolism as 

well as on vascular function, electrolyte balance and autonomic nervous system, the term 

“insulin resistance” has been considered mainly in the context of glucose metabolism. Insulin 

resistance is a key feature in the pathogenesis of different stages of glucose intolerance and 

T2D (Haffner et al., 1997, Arner et al., 1991). In the general population, insulin resistance 

tends to cluster with obesity, glucose intolerance, hypertension and dyslipidaemia (Ferrannini, 

1993, Ferrannini et al., 1997). It is also being increasingly recognized that insulin resistance is 

important in the progression of cardiovascular disease (Reaven, 1988). Insulin resistance 
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manifests as 1) decreased insulin mediated glucose transport and metabolism in skeletal 

muscles and adipocytes and 2) impaired suppression of hepatic glucose output. Insulin 

resistance is associated with adiposity (Ferrannini et al., 1997), especially visceral adiposity 

(Banerji et al., 1995, Boyko et al., 1996). Adipose tissue has in recent years been viewed as a 

major endocrine organ, secreting multiple metabolically active proteins termed adipokines 

(Chandran et al., 2003). Adiponectin, a protein synthesized by adipose tissue has gained 

attention for its role in glucose and lipid metabolism. Also, multiple studies have shown 

relationship between adiponectin and insulin sensitivity (Weyer et al., 2001a, Steffes et al., 

2004). Low plasma adiponectin levels have been associated with coronary artery disease 

(Pischon et al., 2004, Dekker et al., 2008). One group of recently developed anti-diabetes 

drugs, namely thiazolidinediones (TZDs) target insulin resistance component of T2D. In this 

thesis, the effect of a TZD (pioglitazone) and a long-acting insulin (glargine) has been 

investigated on insulin sensitivity and on plasma adiponectin levels.  

 

Methods for estimation of whole body insulin sensitivity 

In the studies of pre-diabetic and diabetic state, qualitative and quantitative assessment of 

insulin resistance is required. The most commonly used methods for estimation of insulin 

sensitivity are discussed below. The insulin tolerance test is employed in this thesis to 

measure the degree of insulin sensitivity and is further discussed in the methods section. 

 

Euglycaemic, hyperinsulinaemic clamp 
 
This method is regarded as the “golden standard” for the measurement of insulin sensitivity in 

vivo (DeFronzo et al., 1979) and all other methods are validated against it (figure 5). 

Exogenous insulin is infused in a primed-constant format to raise plasma insulin 

concentrations to any desired level. As peripherally infused insulin is cleared rapidly from the 

plasma, a stable hyperinsulinaemic plateau is reached within 20 minutes. Exogenous glucose 

is infused simultaneously to prevent insulin-induced hypoglycaemia. The glucose infusion 

rate is adjusted every 5 to 10 minutes under the guidance of on-line plasma glucose 

measurements and plasma glucose concentration is clamped at the normal fasting or any other 

desired levels. During the second hour of a 2-hour clamp study, endogenous glucose release 

generally is suppressed, and the glucose infusion rate equals the total amount of glucose taken 

up by all tissues in the body. Glucose infusion rate during the clamp is an index of insulin 
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sensitivity (M-value). Because insulin suppresses endogenous glucose output and increases 

glucose disposal, the infusion rate is equal to the sum of increase in glucose disposal 

(peripheral insulin sensitivity) and suppression of endogenous glucose production (hepatic 

insulin sensitivity) under euglycaemic conditions. The clamp can be combined with a number 

of other procedures to enhance the information content of the study.  For instance, if labelled 

glucose (3H-3-glucose) is infused, then the amount of glucose produced by the liver can be 

calculated, allowing assessment of the hepatic insulin resistance.  

 

 
 

Figure 5. Euglycaemic, hyperinsulinaemic clamp. 
(Reprinted from “ Atlas of Clinical Endocrinology: Diabetes” by Ferrannini E. Edited by Jay S. Skyler. ©2006 

Current Medicine Group LLC. With permission). 
 

The euglycaemic, hyperinsulinaemic clamp is highly reproducible (CV≈10%). Similarly to 

the hyperglycaemic clamp, the euglycaemic clamp is also very costly, technically advanced 

and labour-intensive method and therefore not suitable for studies of large patient groups.  
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The minimal model 

While the euglycaemic clamp method measures the effect of insulin on glucose uptake at 

steady state, the minimal model or frequently sampled intravenous glucose tolerance test 

(FSIGT), proposed by Bergman (Bergman et al., 1979) measures insulin action from a 

dynamic relationship between glucose and insulin. This model is a development of the 

IVGTT accounting for both insulin and glucose concentrations during the IVGTT by using a 

simplified mathematical representation of the glucose-insulin relationships. After basal 

sampling, glucose is injected and frequent sampling is begun. In the modified protocols, at 20 

minutes a bolus of insulin or tolbutamide is injected and the frequent sampling for 

measurement of plasma glucose and insulin concentrations is continued until three hours. 

Using the program MINMOD, a set of values expressing insulin sensitivity and β-cell 

function are calculated. The measure of insulin sensitivity derived from this model shows a 

good correlation with insulin sensitivity derived from euglycaemic clamp (Bergman et al., 

1987). The model has been widely used in a large number of clinical investigations. However, 

the main limitation of this method is that this technique requires endogenous insulin 

production and is therefore not applicable in subjects with T2D who have defective insulin 

secretion. Giving exogenous insulin or tolbutamide modifies the technique and allows it to be 

used in subjects with T2D (Finegood et al., 1990).  

 

Insulin tolerance test (ITT) 

This was the first test developed to measure insulin sensitivity in vivo (Horgaard, 1929). The 

ITT consists of a bolus intravenous injection of rapid acting insulin and measurements of 

plasma glucose during following minutes. Both the amount of insulin given per kg 

bodyweight (usually 0.05-0.15 IU/kg) and the length of the test (10-40 minutes) can vary in 

different protocols. The plasma glucose concentrations after insulin injection are plotted on a 

semi logarithmic scale and, in most cases, a linear decline is observed. A greater slope of this 

linear decline (KITT) represents better insulin sensitivity, which is simply calculated from the 

first order rate constant for disappearance rate of glucose estimated from the slope of the 

regression line of the logarithm of blood glucose against time (KITT = 0.693 / plasma glucose 

halftime). The measure of insulin sensitivity derived from ITT (KITT) shows close correlation 

with the values for glucose disappearance rate from euglycaemic clamp (M-value) in normal 

and diabetic subjects (Bonora et al., 1989). The main problems with the ITT are the risk of 
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hypoglycaemia and the possibility of secretion of counter-regulatory hormones in response to 

it. In this thesis the insulin tolerance test is used for assessment of insulin sensitivity. 

 

Surrogate measures of insulin sensitivity 

Several surrogate measures of insulin sensitivity have been developed. The most frequently 

applied methods are those measuring insulin sensitivity based on fasting levels of glucose and 

insulin, and those based on the OGTT.  

 

The frequently used homeostasis model assessment (HOMA) (Matthews et al., 1985) 

represents insulin resistance as proportional to the inverse of the product of fasting insulin and 

fasting glucose [(insulin * glucose)/22.5]. The model assumes that the basal insulin levels are 

directly proportional to insulin resistance. These interpretations may not be applicable when 

comparing groups with different β-cell function.  

 

An insulin sensitivity index (ISI) can be calculated from the insulin and glucose values during 

an OGTT. This index has been shown to correlate with the euglycaemic clamp-derived insulin 

sensitivity (M-value) (Gutt et al., 2000). The OGTT derived indices of insulin sensitivity have 

own limitations and estimates of insulin sensitivity and β-cell function derived by the OGTT 

do not reproduce the hyperbolic relationship (Albareda et al., 2000). The measures are less 

valid in subjects with impaired β-cell function, since low insulin levels reflect the defective β-

cell secretory capacity rather than insulin sensitivity.  

 

TREATMENT OF TYPE 2 DIABETES 

 

The ultimate objective in diabetes treatment is prevention (Mudaliar and Henry, 2001). 

It cannot be enough emphasized that the corner stone of management of T2D is modification 

of lifestyle. The majority of patients with T2D are overweight and show metabolic features of 

insulin resistance. Since even modest weight loss is associated with a reduction in insulin 

resistance and perhaps even an improvement in β-cell function (Goldstein, 1992), it is 

generally accepted that total energy should be reduced in order to achieve weight reduction. 

While the composition of an optimal diet remains a subject for debate, there is now 

considerable evidence to support the suggestion that a diet low in fat and relatively high in 
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wholegrain and fibre-rich carbohydrate is appropriate for achieving and maintaining weight 

reduction (Miller et al., 1990, Prewitt et al., 1991).  

 

Regular physical activity enhances weight loss in addition to beneficial effects on insulin 

sensitivity, lipid profile and blood pressure (Hughes et al., 1993, Barnard et al., 1992) and is 

associated with a reduction in mortality (Moy et al., 1993). In this chapter only the 

pharmacologic treatment of T2D will be discussed (Figure 6). 

 

There is plenty of evidence that achieving specific glycaemic goals can substantially reduce 

morbidity (1999). Maintaining glycaemic levels, as close to normal range as possible can 

reduce microvascular complications (1998b, 1998a) but the beneficial effect on 

macrovascular complications is not as clear and under investigation (2005, Buse et al., 2007). 

T2D is associated with other abnormalities such as dyslipidaemia, hypertension, obesity, 

insulin resistance and hypercoagulability and these problems also need to be addressed to 

reduce complications. Different glucose lowering agents vary in their mechanisms of action 

thereby targeting different underlying defects of T2D but they also show differences in safety 

profile and tolerability as discussed below. Also cost is an important factor in the choice of 

therapy.  

 

T2D is a progressive disease and there is a need for escalation of therapy by sequentially 

adding new glucose lowering agents to achieve and maintain glycaemic control. In recent 

years, several classes of drugs have been developed that target new pathways of potential 

importance for T2D. The efficacy and safety of these drugs is still under intensive research. 

 

In this thesis, the thiazolidinedione pioglitazone and the long-acting insulin analogue glargine 

have been investigated for their roles in the treatment of T2D. 

 

Biguanides 

Metformin is currently the only available drug belonging to the family of biguanides in most 

parts of the world. The exact cellular mechanism of action of metformin is not well known. 

There are evidences suggesting that activation of the enzyme adenosine monophosphate-

activated protein kinase (AMPK) in hepatocytes, an important enzyme in the metabolism of 
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FFA and glucose may partly explain the mechanism of action of metformin (Zhou et al., 

2001). 

 

 
 

Figure 6. Anti-diabetic drugs and their mechanisms of action 
(Reprinted from “ Atlas of Clinical Endocrinology: Diabetes” by Marks J. Edited by Jay S. Skyler. ©2006 

Current Medicine Group LLC. With permission). 

 

Metformin is effective in lowering fasting glycaemia. In monotherapy metformin lowers 

HbA1c levels by approximately 1.5%. Metformin is shown to improve insulin sensitivity in 

the liver, skeletal muscle and adipose tissue by reducing gluconeogenesis in the liver and 

enhancing glucose uptake by the peripheral tissues and liver. Metformin is specially effective 

in obese individuals and associated with significant weight reduction (DeFronzo et al., 1991, 

Stumvoll et al., 1995). The main side effect of metformin is gastrointestinal discomfort. There 

is no hypoglycaemia induced by metformin. Lactic acidosis is a quite rare but potentially fatal 

side effect that occurs mostly in patients with concurrent illnesses (Brown et al., 1998, Misbin 

et al., 1998) and limits the use of it in patients with T2D and nephropathy, hepatic 

dysfunction, congestive heart failure and advanced age. 
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The UKPDS demonstrated improvement of insulin resistance with metformin and in a 

subgroup analysis metformin was associated with a significant reduction in diabetes-related 

macrovascular endpoints and all-cause mortality (1998a). These and other results caused a 

substantial increase in the use of metformin worldwide and metformin is now the drug of 

choice for the first-line treatment of T2D. Metformin is also the most cost-effective glucose-

lowering agent available. 

 

Sulfonylureas 

Sulfonylureas (SUs) act by enhancing endogenous insulin secretion. They exert their insulin-

releasing effect mainly by binding to the sulfonylurea receptor (SUR) of the pancreatic β-cell, 

inhibiting ATP-sensitive potassium channels (Ashcroft and Rorsman, 1989). The insulin 

release is not modified by prevailing plasma glucose and there is a substantial risk for 

hypoglycaemia, the main side effect with this class of drugs. Newer SUs are more short acting 

and have a relatively lower risk for hypoglycaemia (Tessier et al., 1994, Holstein et al., 2001). 

SUs are as effective as metformin in decreasing HbA1c (Groop, 1992, Campbell and Howlett, 

1995) but a weight gain of about 2 kg is common with the initiation of SU therapy. University 

Group Diabetes Program (UGDP) raised concerns about an increase in CVD mortality in 

patients with T2D treated with SUs (Prout, 1971, Karam et al., 1975). These results were not 

confirmed by UKPDS (1998b). The European Diabetes Policy Group of the International 

Diabetes Federation (IDF) has recognized metformin or SUs as the first choice of drug 

therapy in T2D.  Considering the different mechanisms of action of metformin (primarily 

affecting insulin resistance) and SUs (primarily affecting defective insulin secretion) this 

combination may be rational. SUs are also the least expensive hypoglycaemic agents 

available after metformin.  

 

Meglitinides or glinides 

Meglitinides are very short-acting insulin secretogogues, which like SUs stimulate insulin 

secretion by binding to a different site within the SUR (Malaisse, 2003). Meglitinides act to 

some extent in a glucose-dependent way and thereby exert a lower risk for hypoglycaemia. 

The efficacy of meglitinides in lowering hyperglycaemia is comparable to that of metformin 

and SUs. The weight gain associated with this class of drugs is similar to that of SUs. While 
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SUs lower glucose values even between meals meglitinides have a better effect on 

postprandial hyperglycaemia (Gerich et al., 2005). 

 

α-Glucosidase inhibitors  

Normally, carbohydrates are rapidly absorbed in the first half of the small intestine. α-

Glucosidase inhibitors reduce the rate of digestion of polysaccharides in the proximal small 

intestine, lowering postprandial glucose levels. Consequently, increased transport of 

carbohydrates to colon results in increased gas production and gastrointestinal symptoms. 

This side effect is the reason why up to 45% of patients treated with α-Glucosidase inhibitors 

discontinue medication. The effect of α-Glucosidase inhibitors on HbA1c is more moderate, 

causing a mean decrease of about 0.7%. There is no weight gain and no hypoglycaemia 

associated with these drugs (van de Laar et al., 2005).   

 

Thiazolidinediones 

Thiazolidinediones (TZDs) or glitazones are synthetic agonists of peroxisome-proliferator 

activated receptor γ (PPARγ)(Lehmann et al., 1995, Henry, 1997). PPARγ are nuclear 

receptors, composed of three major isoforms (α, β and γ). PPARγ is a transcription factor, 

which when activated by TZDs (or other unknown ligands), promote transcription of a 

number of genes involved in fatty acid and glucose metabolism and thereby enhancing action 

of insulin (Saltiel and Olefsky, 1996). PPARγ is also essential for normal adipocyte 

differentiation and proliferation (Lemberger et al., 1996). PPARγ is expressed in key target 

tissues for insulin action, most abundantly in adipose tissue but also in liver, skeletal muscle, 

pancreatic β-cells, vascular endothelium and macrophages (Dubois et al., 2000, Willson et al., 

2001). The glucose-lowering effect of TZDs is attributed to increased peripheral glucose 

disposal (Nolan et al., 1994, Miyazaki et al., 2001, Miyazaki et al., 2002a) and decreased 

hepatic glucose output (Miyazaki et al., 2001, Miyazaki et al., 2002a). There is also evidence 

of increased insulin secretory response in subjects with T2D following treatment with TZDs 

(Miyazaki et al., 2002b, Wallace et al., 2004). TZDs have been shown to cause redistribution 

of fat from hepatic and visceral adipose tissue to subcutaneous adipose tissue, and thereby 

possibly protecting liver, skeletal muscle and pancreatic β-cells from lipotoxicity (Miyazaki et 

al., 2002a, Shadid and Jensen, 2003, Smith et al., 2005, Rasouli et al., 2005).  
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Used in monotherapy TZDs cause a decrease in HbA1c of about 0.5-1.5% (Aronoff et al., 

2000, Rosenblatt et al., 2001, Scherbaum and Goke, 2002, Herz et al., 2003) and the effect is 

comparable with that of metformin and/or SUs (Einhorn et al., 2000, Hanefeld et al., 2004). 

TZDs seem to have additional effect when combined with metformin and/or SUs (Kipnes 

2001, Hanefeld 2004). It is important to keep in mind that these drugs enhance the effect of 

insulin but do not replace insulin. Therefore, the effect is limited in late stages of 

insulinopaenic T2D.  

The most common adverse effects of TZDs are weight gain and fluid retention. The fluid 

retention manifests usually as peripheral oedema but development or worsening of heart 

failure is also attributed to the use of TZDs (Dormandy et al., 2005, Singh et al., 2007).  

Two TZDs are currently approved for treatment of hyperglycaemia in T2D, rosiglitazone and 

pioglitazone, which are both potent and highly selective agonists for PPARγ. Pioglitazone has 

in addition shown some minor activation of PPARα (Forman et al., 1995, Lehmann et al., 

1995). This activation has been linked to lowering of plasma triglycerides (TG) levels and a 

more beneficial effect of pioglitazone on lipid profile (Goldberg et al., 2005). PPARα 

activation also has anti-inflammatory and preventive effects on arteriosclerosis (Rubins et al., 

1999, Duez et al., 2002). TZDs have also been shown to increase adiponectin levels (Forst et 

al., 2005, Pfutzner et al., 2005, Dorkhan et al., 2006), which are reduced in obesity and 

negatively correlated to insulin resistance and development of arteriosclerosis.  

TZDs are relatively new drugs. Rosiglitazone and pioglitazone have been on the market in the 

United States since 1999 and their effects and side effects have been and continue to be 

subject for intensive research. Recent data suggest that rosiglitazone therapy may result in an 

increased risk of myocardial infarction (Nissen and Wolski, 2007). Therefore, caution is 

adviced if prescribing rosiglitazone to patients with or at risk of ischaemic heart disease. In 

contrast, the PROactive Study (PROspective pioglitAzone Clinical Trial In macroVascular 

Events) demonstrated a reduction in composite cardiovascular endpoints with pioglitazone 

therapy in T2D patients who had a high risk of macrovascular events (Dormandy et al., 2005). 

Notably, this was associated with an increase in prevalence of heart failure. The effect of 

pioglitazone on glycaemic control, measures of β-cell function and insulin sensitivity and 

cardiac load are being investigated in this thesis. Another less known side effect of TZDs, 

namely the effect on eye protrusion is also investigated in this thesis.  
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Insulins 

Insulin is the oldest of available treatment modalities for diabetes hyperglycaemia and clearly 

the most effective one. The most common side effects of insulin therapy are weight gain and 

hypoglycaemia. The need for injections is though a barrier for insulin therapy. The risk of 

hypoglycaemia is reduced but not absent using long-acting insulin analogues. In the treatment 

of T2D, long-acting insulin can be added to lifestyle and metformin or at any stage during the 

treatment when glycaemic goals cannot be achieved by other means. Eventually, with the 

progress of β-cell deficiency, patients may also require prandial therapy with rapid-acting 

insulins (Nathan et al., 2008). Insulin glargine is a very long-acting human insulin analogue 

that has been on the market in Sweden since 2003. The effect of insulin glargine on β-cell 

function, insulin sensitivity and cardiac load are compared to those of pioglitazone in this 

thesis.  

 

Drugs affecting the incretin pathway 

A new class of drugs that have been approved for use in the US since 2005 and in Sweden 

since 2007 are glucagon-like peptide 1 (GLP-1) agonists (incretin mimetics) and dipeptidyl 

peptidase-4 (DPP- IV) inhibitors (incretin enhancers). These compounds stimulate 

endogenous insulin secretion in a glucose dependent manner by mimicking the effect of 

incretin hormones or by inhibiting the degradation of endogenous incretins. GLP-1 agonists 

need to be injected subcutaneously while DPP-IV inhibitors are administered orally (Ahren 

and Schmitz, 2004).  

 

GLYCAEMIC GOALS IN TYPE 2 DIABETES 

 

Epidemiological data (Klein et al., 1988, Chase et al., 1989) along with results from UKPDS 

(1998b, 1998a) and Kumamoto study (Ohkubo et al., 1995) support that reducing glycaemia 

is an effective means to reduce long-term complications. ADA recommends that treatment 

should aim at lowering HbA1c < 7% (care.diabetesjournals.org/cgi/content/full/31/Supplement_1). 

In essence, HbA1c should be as close to normal (< 6%) as possible without significant 

hypoglycaemia. However, the upper limit of non-diabetic range is 6.1% NGSP (the National 

Glycohemoglobin Standardisation Program in the United States). In Europe the corresponding 

HbA1c target is slightly lower, < 6.5% (www.easd.org)- IDF (www.idf.org). These goals may 
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not be achievable without significant increased risk of hypoglycaemia in some patients and 

therapy always needs to be individually tailored. These goals have been questioned by the 

recent results from the ACCORD (Action to Control Cardiovascular Risk in Diabetes) trial 

(Buse et al., 2007), which aimed to reduce HbA1c to levels seen in healthy individuals. The 

National Heart Lung and Blood Institute terminated the intensive glycaemic control arm of 

the study due to a surprising 20% increase in the mortality rate irrespectively of mode of 

therapy. Data from other studies investigating the effect on cardiovascular risk of a more 

aggressive approach to blood glucose levels should also be taken into consideration (Mellbin 

et al., 2008, Gaede et al., 2008). The results of ADVANCE (Action in Diabetes and Vascular 

Disease) study (2005) are expected to be presented later this year. 

 

COMBINATION THERAPY IN TYPE 2 DIABETES 

 

Given the progressive nature of T2D, glucose lowering therapy needs to be intensified by 

time in order to meet the glycaemic goals. The current consensus (Nathan et al., 2008) is that 

metformin therapy should be initiated together with lifestyle intervention at diagnosis. When 

HbA1c goal is not achieved by these means, one can consider to add SU, TZD or basal insulin. 

If this combination fails to achieve glycaemic goals, a third agent can be added i.e. either 

insulin, TZD or SU or the insulin regimen can be intensified. When prandial insulin injections 

are started, SU or glinides may be discontinued. The combination of glucose lowering agents 

with different mode of actions may have the best effect. However, even if the combination of 

insulin and TZD is very effective, this combination is currently not recommended in Europe 

due to its high risk of fluid retention and heart failure. 
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AIMS 

 

 
1. To test and validate a new method for independent assessment of β-cell function and 

insulin sensitivity at the same occasion for metabolic studies in clinical practice. 

 

 

2. To investigate the effect of adding pioglitazone to metformin and SU/meglitinide in 

patients with T2D not achieving glycaemic goals.  

 

 

3. To examine the effect of pioglitazone therapy on eye protrusion. 

 

 

4. To compare the effects and side effects of adding pioglitazone or insulin glargine to 

metformin and SU/meglitinide in patients with T2D. 
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SUBJECTS,  STUDY DESIGN AND METHODS 

 
Subjects 

Subjects in different protocols of paper I ranged from healthy control subjects with NGT to 

patients with T2D and inadequate glycaemic control during treatment with oral glucose-

lowering agents. Subjects were classified into different stages of glucose tolerance according 

to the WHO 1999 criteria. The number of subjects is presented for each protocol in the study 

design section. 

Subjects in papers II-IV are patients with T2D (n = 54, 36 and 36 respectively), inadequately 

controlled on treatment with metformin and SU/meglitinide. Inadequate glycaemic control in 

papers II & III was defined as HbA1c values > 6.5% as measured by the Swedish Mono-S 

method (≈ 7.2% NGSP) (Miedema, 2004) based on the Swedish national guidelines at the 

study time. In paper IV the cut-off value was lowered to 6.2% (≈ 7% NGSP) to make the 

study better comparable with similar international studies and also because the Swedish 

national guidelines were assumed to be revised to adopt lower glycaemic goals. The main 

exclusion criterion was signs of congestive heart failure according to NYHA (New York heart 

association) II-IV.  

 

Study design  

Study I included the five protocols presented below: 

1. Ten subjects with NGT underwent in random order: glucagon-stimulated C-peptide 

test, ITT, ITT followed by the glucagon-stimulated C-peptide test, and glucagon- 

stimulated C-peptide test followed by the ITT (GITT). The tests were carried out on 

four separate days at least one week apart in order to investigate if and how the two 

tests could be combined. 

2. Nine patients with T2D participated in GITT twice at one week’s interval in order to 

assess the reproducibility of the test.  

3. Twenty subjects (10 T2D, 2 IFG, 8 NGT) participated in a Botnia clamp and a GITT 

one week apart in order to compare measures of insulin sensitivity obtained from both 

tests. 
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4. Eight subjects with NGT were compared with six drug-naïve patients with T2D and 

11 patients with T2D and drug failure, defined as HbA1c > 6.5% in spite of treatment 

with metformin and SU/meglitinide to assess the discriminative capacity of the GITT. 

5. In 17 patients with T2D, insulin sensitivity (KITT) was calculated using all time point 

samples and also using only a reduced number of samples during the GITT in order to 

see if the number of samples and the duration of the test could be decreased. 

Studies II & III were open-label, with a 26-week prospective follow-up period. Patients 

served as their own controls by comparing with their pre-interventional values. Patients 

received 30 mg pioglitazone once daily in addition to ongoing therapy with metformin and 

SU/meglitinide. The pioglitazone dose was increased to 45 mg/day after 16 weeks if HbA1c 

was > 6.5%. At the end of the study one third of patients were randomized to be followed 

with HbA1c measurements for another three months after withdrawal of pioglitazone but with 

unchanged previous medication.  

Study IV was a randomized, open-label 26-week prospective study. Patients inadequately 

controlled on metformin and SU/meglitinide were randomized to receive add-on therapy with 

insulin glargine or pioglitazone for 26 weeks. Insulin was up-titrated to achieve fasting 

plasma glucose < 6 mmol/l. Pioglitazone was increased to 45 mg/day after 16 weeks if HbA1c 

> 6.2 %. β-cell function and insulin sensitivity were assessed by measuring proinsulin and 

adiponectin, and in a subgroup using a combined glucagon-stimulated C-peptide test and 

insulin tolerance test (GITT).  

 

Methods 

Anthropometrics: 

Height, weight and waist to hip ratio (WHR) were measured in all subjects at inclusion. 

In paper I fat free mass (FFM) was measured on the first test day with a bioelectrical 

impedance method (Segal et al., 1988). 

In papers II-IV weight was measured at 8, 16 and 26 weeks follow up visits. WHR was also 

measured after 26 weeks. 

 

Blood sampling: 

Blood samples for fasting concentrations at all the investigations were drawn after an 

overnight fast while anti-diabetic medication was postponed until the sampling and the tests 
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were completed. Blood samples for the measurement of BNP and NT-proBNP were collected 

after at least 10 minutes rest in the supine position. Samples of insulin, C-peptide, NT-

proBNP and adiponectin were centrifuged immediately and stored at -80º C to be analysed at 

the end of the study. 

 

Botnia Clamp (paper I): This test was earlier designed to obtain independent measures of 

insulin secretion and insulin sensitivity at the same occasion (Tripathy et al., 2003). In brief, 

0.3g/kg body weight of a 20% glucose solution was given at time 0. Blood samples for the 

measurement of serum insulin and plasma glucose were obtained at –10, 0, 2, 4, 6, 8, 10, 20, 

40, 50, 60, 120 and 180 minutes. The incremental trapezoidal area during the first 10 minutes 

of the test was called the first phase insulin response (FPIR). After 60 minutes, a priming dose 

of insulin was given followed by an infusion (infusion rate 45mU/m2) of short acting human 

insulin (Actrapid, Novo Nordisk, Denmark) and continued for 120 minutes. Blood samples 

for the measurement of plasma glucose were obtained at 5 minutes intervals throughout the 

clamp. A variable infusion of 20% glucose was started to maintain plasma glucose 

concentration unchanged at 5.5 mmol/l with a CV of 6%. Insulin sensitivity (M-value) was 

calculated from the glucose infusion rates during the last 60 minutes of the euglycaemic 

clamp and expressed as mg/(kg FFM x minute). 

 

Glucagon-stimulated C-peptide test (paper I): Following basal sampling (-5, 0 minute), 0.5 

mg of intravenous glucagon was given at time 0, and plasma glucose, serum C-peptide and 

insulin values were measured at –5, 0 and 6 minutes. 

 

ITT (paper I): 0.05 U/kg of short acting insulin (Actrapid 100 IU/ml, Novo Nordisk, 

Gentofte, Denmark), diluted to 10 IU/ml with saline was given at time 0 and the plasma 

glucose concentrations were measured at 0,1,3,5,7,9,11,13,15 and 20 minutes. 

 

ITT followed by a glucagon-stimulated C-peptide test on the same day (Paper I): The ITT 

was performed as described above, but at 20 min. the iv. Injection of glucagon was given. 

Blood samples for the measurement of plasma glucose were taken at –5,0,1,3,5,7,9,11,13,15 

and 20 minutes and for serum C-peptide and insulin at 0, 20, and 26 minutes. 

 



 
 

 36 

Subjects, study design and methods

 
Glucagon-stimulated C-peptide test followed by ITT on the same day (GITT) (papers I & 

IV): A bolus of 0.5 mg glucagon was given intravenously at time 0 and a blood sample for the 

measurement of plasma glucose and serum C-peptide and insulin were taken 6 minutes later. 

At 30 minute, a bolus injection of 0.05 U/kg of Actrapid insulin was given and blood samples 

for the measurement of plasma glucose were taken at 30,31,33,35,37,39,41,43,45, 50 and 60 

minutes. The incremental C-peptide response at 6 min was used as a marker of β-cell 

function. For insulin sensitivity, the first order rate constant for glucose disappearance, the 

KITT, was estimated from the slope of regression line of ln plasma glucose compared with the 

time using the formula KITT = ln 2/T ½ x100 from 0 to 30 minutes after the insulin bolus. Since 

a hyperbolic relationship between β-cell function and insulin sensitivity is a prerequisite for 

estimating disposition index (DI) we investigated the existence of the hyperbolic relationship 

between insulin sensitivity and β-cell function in GITT using complete GITT data from 24 

Subjects with NGT. DI was then calculated as product of the KITT and the incremental C-

peptide response at 6 minutes. 

 

Exophthalmometry (paper III): 

The degree of eye protrusion was measured at inclusion and at the end of study i.e. after 26 

weeks of therapy with pioglitazone. The measurements were performed by the same 

investigator (MD), using the same Kahn’s exophtalmometer. Also the same inter-eye distance 

of the instrument was used for both measurements in given patient. At the second 

measurement the investigator was not aware of the previous measures of eye protrusion. The 

CV for repeated measurements in the same patient for the investigator (MD) was 3.7% for the 

right eye and 3.4% for the left eye. 

 

Assays: 

HbA1c was analysed using the Variant II chromatographic method from Bio-Rad with a CV 

of 3.0% at HbA1c 4.4%- 8.8% (ref. 4-5.3%) measured by Swedish Mono-S (high 

performance ion-exchange liquid chromatography).  

Insulin concentrations were measured with a double antibody ELISA assay (DAKO, 

Cambridgeshire, United Kingdom) with an inter-assay CV of 8 %. C-peptide concentrations 

were measured by radioimmunoassay (LINCO, Missouri,USA). The lower limit of detection 

for C-peptide was 0.03 nmol/l; the intra-assay CV was 4.5% and the inter assay CV 3.2%. 
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Proinsulin was analysed using an ELISA assay (DakoCytomation Total Proinsulin) with an 

inter-assay CV of 7%.   

Adiponectin was analysed using The Linco Research Adiponectin RIA assay (St. Charles, 

Missouri, USA). The limit of sensitivity for the assay was 1 ng/ml and both the inter- and 

intra-assay coefficients of variation were < 10%. 

BNP was measured with an immunoassay system from Beckman (Biosite, Ca, USA) with a 

CV of 3.5%. NT-proBNP was analysed using a competitive Enzyme Immuno Assay 

(Biomedica laboratories, Vienna, Austria) with an inter-assay CV of 6.5% and intra-assay CV 

of 4.4% (paper II) and an immunometric method (Hitachi Modular-E, Roche) with a CV of 

4.4% (paper IV). 

Cystatin C was measured by an automated particle-enhanced turbidometric assay (Dade 

Behring) and a calibrator obtained from DakoCytomation (Glostrup, Denmark).  

 

Statistical analyses: 

Data are expressed as means ± SD, unless otherwise stated. All statistical tests were two-sided 

and p-values < 0.05 were considered significant. Analyses were carried out using the SPSS 

statistical software, versions 12.02 (papers I-III) & 15 (paper IV), Microsoft office Excel 

2003 (papers I-IV), Eviews version 4.0 statistical software (paper II) and NCSS statistical 

software (Number cruncher statistical system, version- 6, Cork, Ireland) (paper I). 

In paper I statistical analyses included Mann Whitney’s test for comparison between group 

means, and Spearman rank correlation for testing of relations. The coefficients of variation 

(CVs) for the measures of insulin sensitivity (KITT) and insulin secretion (C-peptide) for each 

subject were calculated individually from each set of repeated tests. To investigate whether 

the relationship between C-peptide response and KITT was hyperbolic (X x Y= Constant), we 

estimated the ln (C-peptide response) as a linear function of ln (KITT) using regression (Kahn 

et al., 1993, Utzschneider et al., 2006). 

In paper II differences over time of normally distributed variables were tested by paired t-test 

and of non-normally distributed variables by Wilcoxon rank test. Differences between group 

means were tested by unpaired-test or Mann-Whitney rank sum test, where appropriate. 

In paper III significance of differences in patients’ characteristics (age, BMI, HbA1c, 

adiponectin) between subgroups was analyzed by non-parametric Wilcoxon test. The 

Wilcoxon signed ranks test was used to compare increase in eye protrusion before and after 
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six months of treatment with pioglitazone. A > 2 mm change in eye protrusion measured by 

the Krahn exophthalmometer was considered as a significant change (Mourits et al., 1989, 

Bartalena et al., 2000, Asman, 2003). Logistic regression analysis was used to determine 

factors that predicted a significant change in eye protrusion. Change in eye protrusion of > 2 

mm was considered as dependent variable and baseline characteristics (age, sex, BMI, 

smoking, presence of thyroid disturbance and adiponectin levels) as well as pioglitazone dose 

as independent variables.  

In paper IV analysis of variance (ANOVA) was used to test differences in changes of 

measured variables between treatment groups. Since there was a slight difference in the effect 

on HbA1c between the two treatment arms, changes in HbA1c was used as a covariate in 

analysis of covariance (ANCOVA). Non-normally distributed data were log-transformed. 
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RESULTS 
 

Paper I: Independent measures of insulin secretion and insulin sensitivity during the same 

test; the glucagon-insulin tolerance test (GITT) 
 
1. The KITT measured on three different occasions in individuals with NGT did not differ 

regardless of whether the ITT preceded or followed the glucagon test. The mean CV for KITT 

calculated from 3 different days was 13%. On the other hand, C-peptide response to glucagon 

was significantly lower when it was preceded by the ITT. 

 

2. The mean CV for KITT calculated from GITT at two different test days was 22% and for the 

C-peptide response 23% in patients with T2D. 

 

3. The KITT correlated strongly with the M-value obtained during the Botnia clamp (r=0.87, r2 

= 0.75, p<0.001) in both diabetic and non-diabetic subjects. The C-peptide response to 

glucagon did not correlate with the FPIR measured during the Botnia clamp (r=0.09, p=ns).  

 

4. In 24 subjects with NGT the C-peptide responses to glucagon plotted against the KITT 

values showed the expected hyperbolic relationship as reported by Kahn et al. (Kahn et al., 

1993). The correlation between the log-transformed C-peptide responses and the log-

transformed KITT values was equal to -0.59, p = 0.004. The slope of the curve, when we 

plotted the log-transformed C-peptide responses against the log-transformed KITT, was equal 

to -1.37 + 0.82 and we could not reject the null hypothesis of the coefficient being equal to –1 

(p = 0.366), supporting a hyperbolic relationship between the two variables. We therefore 

used these measurements to calculate the DI as the product of KITT and C-peptide response at 

6 minutes. The DI was significantly lower in patients with T2D and drug failure than in drug-

naïve patients with T2D who in turn, had lower values compared with individuals with NGT 

(figure 7). 

 

5. To test whether the number of glucose measurements needed during the test could be 

reduced, we recalculated the KITT values in 17 patients with T2D using different approaches.  
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KITT values calculated based on measurements at 0,1,3,5,7,9,11,13,15, 20 and 30 minutes 

were compared to values calculated using fewer measurements. There was no benefit of 

extending the sampling beyond 20 minutes and the number of glucose samples could also be 

reduced to four without any significant changes of KITT values (0-30 vs 0,5,11,20 min. = 1.18 

+ 0.15 vs. 1.18 + 0.16, p=0.96, CV= 11%). 
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Figure 7. (A) KITT, (B) C-peptide response and (C) Disposition Index calculated from GITT 
in 8 subjects with normal glucose tolerance (NGT), 6 drug-naïve patients with type 2 diabetes 
(T2D) and 11 patients with type 2 diabetes and secondary drug failure as a product of C-
peptide response and KITT .The p-value for differences in DI between groups was significant 
after adjustment for age, sex and BMI (NGT vs. drug naïve T2D, p = 0.038, drug naïve T2D 
vs. drug failure, p = 0.022). 
 
 

In conclusion, the GITT provides simple, reproducible and independent measures of insulin- 

secretion and sensitivity on the same occasion for metabolic studies in clinical practice, 

especially in patients with T2D. 
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Paper II: Glycaemic and non-glycaemic effects of pioglitazone in triple oral therapy of 

patients with type 2 diabetes 
 

Metabolic effects 

After 26 weeks of treatment with pioglitazone, HbA1c decreased from 7.8 + 0.9 to 6.3 + 0.9, p 

< 0.001 with a greater decrease in women, p=0.029. While forty-three patients (80%) had at 

start HbA1c > 7%, thirty-three (61%) reached the goal of HbA1c < 6.5%. In the 18 patients, 

who were followed off-pioglitazone, HbA1c increased after three months from 6.1 + 0.73 to 

7.1 + 0.9, p < 0.001. Triple therapy was associated with an increase in HDL (1.06 + 0.23 to 

1.11 + 0.29 mmol/l; p = 0.029) and decrease in triglycerides (1.9 + 0.9 to 1.6 + 0.8 mmol/l; p 

= 0.008) concentrations whereas total cholesterol concentrations remained unchanged.  

 

There was a highly significant decrease in proinsulin (45.7 + 38.7 to 30.9 + 27.2 pmol/l, p = 

0.001) (figure 8) and proinsulin to insulin ratio (0.89 + 0.66 to 0.66 + 0.53, p < 0.001) without 

any significant changes in insulin levels. Adiponectin levels, which were used as surrogate 

markers of insulin sensitivity, increased more than two fold (6.1 + 2.8 to 13.2 + 5.8 µg/ml, p < 

0,001) (figure 8) and the increase correlated with the decrease in HbA1c (r = -0.45, p = 0.001). 

Further analyses after publication revealed that the changes in adiponectin also correlated 

with the changes in HDL (r = 0.29, p = 0.042). 

 

Side effects  

During the study there was a significant weight gain from 90 + 15 to 94 + 16 kg (p < 0.001) 

corresponding to an increase in BMI from 31 + 4 to 32 + 4 kg/m2 (p < 0.001). Despite the 

increase in BMI there was a significant decrease in waist-to-hip ratio (WHR) from 1.03 + 

0.08 to 1.00 + 0.06 (p = 0.002) that was due to smaller increase in waist (+1.6 cm; p = 0.026) 

than hip (+4.9 cm; p < 0.001) circumference. The most common side effect was oedema 

reported by ten patients (19%), in four (7%) of them transient. Twelve patients (22%) 

experienced mild hypoglycaemia; none of them required assistance but these patients had 

because of hypoglycaemic episodes to reduce the dose of sulfonylurea. Alanin-

aminotransferase (ALT) was monitored as a safety parameter but there was actually a 

decrease in ALT levels (0.5 + 0.3 to 0.4 + 0.1µkat/l, p < 0.001).  
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Nt-proBNP levels increased significantly after 26 weeks of treatment with pioglitazone from 

487.3 + 252.2 to 657.8 + 392.1 pmol/l (p < 0,001)(figure 8). The elevation in Nt-proBNP was 

still significant after exclusion of patients with known cardiovascular disease from the 

analysis, from 447.2 + 223.6 to 638.8 + 385.7 ng/l (p = 0,002). There was also a significant 

decrease in haemoglobin concentrations from 139 + 11  to 131 + 13 g/l (p < 0.001). In the 37 

patients without known cardiovascular disease the change in Nt-proBNP correlated negatively 

with the change in haemoglobin (r = -0.353, p = 0.032).  

At the same time there was an increase in Cystatin C from 0.96 + 0.20 g/l to 1.02 + 0.21 g/l, 

(p = 0.004) which corresponded to a 6.8 + 0.18% change in GFR as calculated from the 

cystatin C values (Grubb et al., 2005). The individual changes in GFR and Nt-proBNP did not 

correlate with each other (r2 = 0.02).  

 

 

Figure 8. Changes in proinsulin, adiponectin and NT-proBNP during 26 weeks of therapy 

with pioglitazone. To be compared with figure 9. 

 

 

In conclusion, pioglitazone was effective as add-on to metformin + SU/meglitinide in 

achieving glycaemic targets. Pioglitazone also improved measures of β-cell function as well 

as insulin sensitivity but there was evidences of fluid retention and increased cardiac load. 
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Paper III: Treatment with a thiazolidinedione increases eye protrusion in a subgroup of 

patients with type 2 diabetes. 

 

In all 36 subjects there was a median change in eye protrusion of 1 mm (interquartile range 2 

mm) for the right eye, p < 0,001 and 1 mm (interquartile range 1 mm) for the left eye, p = 

0,011. Patients were divided into two subgroups based upon whether they showed an increase 

in eye protrusion of 2 mm or more (Group A, n=13) or not (Group B, N=23). The increase in 

eye protrusion (mean + SD) was significantly larger in group A (17.3 + 3 to 19.5 + 3.1 mm in 

right eye and 17.4 + 2.9 to 18.9 + 2.8 mm in left eye) than in group B (17.5 + 2.5 to 17.7 + 2.3 

mm in right eye and 17.6 + 2.5 to 17.6 + 2.5 mm in left eye) (p right < 0.001, p left = 0.001). In 

13 patients (group A) eye protrusion increased by 2 mm or more in right or left eye (p right = 

0.001, p left = 0.002) while the change in eye protrusion in 23 other patients (group B) was not 

significant (p right = 0.433, p left = 0.928), (p between groups=0.036). There was a strong correlation 

between the degree of changes in eye protrusion between right and left eye (r = 0.66, p < 

0.001). None of the patients noticed changes in the appearance of their eyes, nor did they 

report any other eye symptoms. 

 

Group A and B did not differ regarding weight gain or glycaemic control measured as HbA1c. 

The group with the greatest increase in eye protrusion (group A) had lower adiponectin levels 

at baseline as well as after treatment with pioglitazone. The sex-adjusted increases in 

adiponectin levels in group A and B were similar after six months (118%). In group A, 

patients with previous or present thyroid disturbance were more frequent. 

Logistic regression analysis, including change in eye protrusion of > 2 mm as dependent 

variable and baseline characteristics (age, sex, BMI, smoking, presence of thyroid disturbance 

and adiponectin levels) as well as pioglitazone dose as independent variables was applied. 

Presence of thyroid disturbance, low adiponectin levels and pioglitazone dose were factors 

that predicted a significant change in eye protrusion.  

 

In conclusion, treatment with pioglitazone induced an increase in proptosis in a subgroup of 

patients with T2D. This subgroup showed lower plasma concentration of adiponectin and 

more frequent thyroid disturbance, and was treated with higher doses of pioglitazone. 
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Paper IV: Effects and side effects of adding insulin glargine or pioglitazone to oral anti-

diabetic therapy in patients with type 2 diabetes 

 

Metabolic effects 

After 26 weeks of treatment, the reduction in HbA1c was slightly greater in the insulin 

glargine than in the pioglitazone group (8.2+1.3 to 6+0.7 vs. 8.1+1.4 to 6.8+1.1, p= 0.050); 

therefore change in HbA1c was used as covariate when analysing changes in other variables. 

Baseline HbA1c correlated inversely with reduction in HbA1c in all subjects (r = -0,72) as well 

as in the glargine (r = -0.9) and pioglitazone (r = -0.61) group (all p < 0.01) separately. 

Pioglitazone, but not insulin glargine resulted in an increase in HDL concentrations 

(1.10+0.24 to 1.24+0.3 mmol/l, p<0.01 vs. 1.08+0.35 to 1.04+0.33 mmo/l, p=ns, p between 

groups <0.01). 

 

Insulin glargine resulted in a greater reduction in proinsulin concentrations than pioglitazone 

(-55 % vs. –25 %, p<0.01) (figure 9). This was accompanied by a decrease in fasting insulin 

concentrations in both groups. HOMA β-cell also improved in the insulin glargine group but 

did not reach significance level in the pioglitazone group. However, there was no significant 

change in the C-peptide response to glucagon in any of the two treatment subgroups that 

underwent a second GITT at the end of the study.  

Both treatments resulted in an improvement in insulin resistance as evidenced by a reduction 

in the HOMA-IR index without difference between the groups. There was a doubling of 

serum adiponectin levels in the pioglitazone group (7.5+3.7 to 15+10 μg/ml, p<0.01) in 

contrast to a significant decrease in the insulin glargine group (8.7+4 to 7.6+3 μgml, p=0.04), 

(p between groups <0.01) (figure 9), that correlated with changes in HDL in the whole group 

(r = 0.34, p = 0.045). There was a trend towards increased insulin sensitivity measured during 

the ITT (KITT) in both subgroups without any significant difference between them.  

 

Side effects 

There was a similar weight gain in both groups. None of the subjects developed clinical heart 

failure. More hypoglycaemic episodes were reported in the insulin glargine than in the 

pioglitazone group (n = 5 vs. 1, p=0.053) but none of them was severe requiring assistance.  
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BNP and NT-proBNP correlated strongly both at start (r = 0.71, p < 0.01) and at the end of 

the study (r = 0.72, p < 0.01). There was a doubling of BNP and NT-proBNP concentrations 

in the pioglitazone group (6.6+5.2 to 13.7+16.1 resp. 27+45 to 52+102 pmol/l) but no change 

in the glargine group (8.8+11.6 to 8.6+10.6 resp. 31+44 to 23+22 pmol/l) (p between groups 

for BNP and NT-proBNP = 0.03) (figure 9) with large inter-individual differences between 

subjects. The changes in BNP and NT-proBNP were also correlated (r=0.79, p<0.01). The 

increase in BNP and NT-proBNP correlated inversely with the changes in haemoglobin (r = - 

0.34, p = 0.045 and r = - 0.43, p<0.01) in the whole group. The inverse correlation between 

increase in NT-proBNP and the change in haemoglobin was even greater in the group treated 

with pioglitazone (r = -0.53, p=0.03) while there was no correlation in the group treated with 

insulin glargine (r = -0.003, p = 0.99).  The NT-proBNP values at base line correlated strongly 

with changes from baseline during treatment with pioglitazone (r = 0.9, p < 0.01). 

 

 

Figure 9. Changes in proinsulin, adiponectin and NT-proBNP during 26 weeks of therapy 

with pioglitazone vs. insulin glargine. To be compared with figure 8.        

     = Week 0,        = week 26. 

 

In conclusion, there are characteristic differences in the effects of insulin glargine versus 

pioglitazone on measures of β-cell function and insulin sensitivity as well as on cardiac load 

with some beneficial effects of each treatment alternative.
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DISCUSSION 

 
How to measure β-cell function and insulin sensitivity in clinical practice? 

It is still an open issue whether assessment of insulin secretion and insulin action would help 

in the choice of treatment in patients with T2D. One reason might be that there are few studies 

which have applied such measurements, most likely because available measurements are 

either not sensitive enough or too cumbersome for clinical practice. 

For this purpose we have evaluated a modified and simplified combination of two established 

tests for independent measurements of residual β-cell function and insulin sensitivity at the 

same time, namely the combined glucagon-stimulated C-peptide test and the insulin tolerance 

test (GITT).  

Our results demonstrates the expected relationship between β-cell function and insulin 

sensitivity when combining these two tests, allowing for evaluation of β-cell function adjusted 

for the degree of insulin sensitivity and calculating the disposition index (DI). Several studies 

have demonstrated the additive value of DI in the prediction- and definition of the pathology 

of T2D (Lyssenko et al., 2005, Nittala et al., 2006, Palmer et al., 2006). The test showed also 

good reproducibility.  

 

One problem with β-cells of patients with T2D is that they do not longer respond to glucose, 

therefore tests using different glucose stimuli are not always informative in T2D. Glucagon, 

on the other hand, stimulates insulin secretion by bypassing glucose metabolism causing 

depolarisation of the β-cell (Ahren et al., 1987). This makes the GITT more useful in diabetic 

patients who have lost their early insulin response to iv glucose.  

 

The main problem with the ITT has been the risk of hypoglycaemia and activation of counter 

regulatory mechanisms. A low dose of insulin in our study was chosen in order to prevent 

hypoglycaemia and none of the patients with abnormal glucose tolerance in our study 

developed hypoglycaemia. Also the counter regulatory mechanisms due to hypoglycaemia are 

shown to start after 20 minutes following insulin injection (Gerich et al., 1980). The shorter 

duration of the test enables us to prevent these unwanted interactions with the test results. 
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In conclusion, GITT is a simple, reproducible and feasible method for independent 

assessment of β-cell function and insulin sensitivity at the same time in clinical practice. It 

takes about 50 minutes and five venous samples are needed. Our hope is that the 

manufacturers could produce a “GITT-kit” including 0.5 mg of glucagon, diluted rapid acting 

insulin along with a protocol for registration of anthropometric data and the dose of insulin 

and results of glucose and C-peptide measurements. This could facilitate the performance of 

the test for instance at primary care centers and make it possible to obtain more standardized 

and comparable results from the future studies. 

 

 

To substitute or sensitise when choosing add-on treatment in T2D 

The progressive nature of T2D is reflected in studies by a consistent and steady increase in 

HbA1c over time independent of the mode of treatment. This in turn is associated with 

enhanced risk of micro-and macrovascular complications. Combination therapy in order to 

meet glycaemic goals is inevitable. The failure to maintain glycaemic control is a 

consequence of deterioration of both insulin secretion and insulin sensitivity (hepatic and 

peripheral). 

At the time our first interventional study started, the recommended treatment strategy of T2D 

was to start with metformin and add a SU/meglitinide (or vice versa) and when this 

combination therapy failed, to add or replace SU/meglitinide with insulin. Although TZDs 

had been tested in combination with metformin or SU/meglitinide, there were virtually no 

studies of their efficacy in triple therapy. Since metformin had been proposed to exert its 

effect mainly on hepatic insulin resistance and SU/meglitinide on insulin release from β-cells 

and TZDs were postulated to have their main effect on peripheral insulin resistance, the 

combination of these three classes of drugs seemed appealing. However, there was concern 

raised about fluid retention, increased cardiac load and risk of heart failure but there were no 

agreements on how to monitor the development of these side effects. Treatment with insulin 

is also accompanied by weight gain and fluid retention. In 2003, the first extra long acting 

insulin, insulin glargine, was commercially available in Sweden and we started our 

randomized study, comparing the effect of pioglitazone versus insulin glargine on glycaemic 

control, β-cell function, insulin sensitivity and surrogate measures of cardiac load. 
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Both pioglitazone and insulin glargine were effective in achieving glycaemic goals when used 

as part of triple therapy in patients with T2D who failed to maintain optimal glycaemic 

control during treatment with metformin and SU/meglitinide. The effect of pioglitazone on 

HbA1c was somewhat greater in study II than in study IV in spite of lower HbA1c levels at 

baseline of study II. This might have partly been due to a greater proportion of women in 

study II (43% vs. 24%), since TZDs are known to have better effect on HbA1c in women, 

most likely due to a greater amount of body fat. This was also confirmed in our study II. 

Treatment with insulin glargine resulted in a greater reduction in HbA1c levels than 

pioglitazone (paper IV). Studies comparing TZD and long acting insulins have yielded 

discrepant results (Rosenstock et al., 2006, Triplitt et al., 2006), which most likely can be 

ascribed to different titration schedules. While the maximum effect of TZD is limited to the 

maximum dose, there is no maximum dose for titration of insulin but this will in turn increase 

risk of hypoglycaemia. Also, the dose of insulin is easy to adjust based on fasting glucose 

levels, which is not the case with oral hypoglycaemic agents. 

 

Effect on β-cell function 

In cross sectional studies, both proinsulin and the proinsulin to insulin ratio have been 

considered as markers for impaired β-cell function (Mykkanen et al., 1997, Mykkanen et al., 

1999). Elevated proinsulin levels predict cardiovascular- morbidity and mortality (Zethelius et 

al., 2002, Zethelius et al., 2005). We observed positive effects of pioglitazone on surrogate 

measures of β-cell function as measured by proinsulin/insulin (paper II) or proinsulin (paper 

II & IV). However, this effect was greater in the group treated with insulin glargine (paper 

IV). Whether the lower proinsulin concentrations seen after insulin glargine really represent 

an improvement in β-cell function as a result of replacement therapy, or suppression of 

endogenous insulin secretion by exogenous insulin cannot be deduced from the results. As 

measured by HOMA β-cell index, the improvement in the pioglitazone group did not reach 

significance while it did in the insulin glargine group. This could favour the explanation of an 

actual improvement in β-cell function but whether this is translated to long-term β-cell 

preservation is not known. In the subgroups that underwent a second GITT, there was no 

significant change in the C-peptide response to glucagon after six months treatment with 

pioglitazone or insulin glargine. 
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In a study of diet-treated patients with T2D, treatment with pioglitazone caused a dose-

dependent enhancement of β-cell function as measured by insulinogenic index during an 

OGTT (Miyazaki et al., 2002b). In another study of diet-treated patients with T2D, the 

improvement in HOMA β-cell index after treatment with pioglitazone was not accompanied 

by change in stimulated β-cell function as determined by hyperglycaemic clamp (Wallace et 

al., 2004). The subjects in our study had at baseline low residual β-cell function as measured 

by C-peptide response to glucagon (0.36+0.17 nmol/l). According to older suggestions, a C-

peptide response to glucagon < 0.6 nmol/l predict insulin requirement (Madsbad et al., 1981, 

Gjessing et al., 1988, Hother-Nielsen et al., 1988). No other studies have compared the effects 

of an insulin sensitizer and insulin on proinsulin levels. Although both treatment regimes 

seem to reduce β-cell stress, insulin seems to be superior in this regard. 

 

Effect on insulin sensitivity 

Low adiponectin levels are associated with insulin resistance and cardiovascular disease 

(Weyer et al., 2001a, Steffes et al., 2004, Pischon et al., 2004, Dekker et al., 2008). Here we 

observed beneficial effects of pioglitazone on plasma adiponectin levels (papers II & IV) but 

surprisingly, there was a significant decrease in adiponectin levels in the group treated with 

insulin glargine (paper IV). Similar effects by insulin on adiponectin levels were proposed in 

a study by Basu et al using hyperglycaemic clamp (Basu et al., 2007). It has also been known 

that even if metformin exerts similar effects on insulin sensitivity as TZDs, metformin has no 

effect on adiponectin levels (Putz, 2004). An association has been shown between hepatic fat 

content and plasma adiponectin concentration (Bajaj et al., 2004, Kotronen et al., 2008, 

Juurinen et al., 2008). Therefore, the differences in the effect on adiponectin observed with 

different classes of drugs could potentially be attributed to their different effect on the hepatic 

fat content, as particularly TZDs have been shown to cause a redistribution of fat from viscera 

and liver to subcutaneous adipose tissue (Shadid and Jensen, 2003).  

Insulin sensitivity as measured by HOMA-IR and KITT was enhanced after treatment with 

insulin glargine and pioglitazone but there was no significant correlation between changes in 

adiponectin, HOMA-IR and KITT in our study (paper IV). In a study of diet-treated patients 

with T2D (Wallace et al., 2004) there was a weak correlation between adiponectin and 

insulin-stimulted glucose uptake (M/I = quantity of glucose metabolised/unit of plasma 
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insulin concentration) assessed during hyperinsulinaemic clamp. Even though adiponectin is 

associated with insulin resistance, it is not known what component of insulin resistance it 

reflects. HOMA-IR reflects mostly changes in fasting plasma glucose and insulin whereas 

KITT reflects whole body insulin sensitivity. However, the small study size limits in-depth 

interpretations.  

 

Effect on natriuretic peptides 

Brain natriuretic peptide (BNP) is a peptide hormone released from the cardiac ventricles in 

response to pressure and volume overload. Among the various biomarkers applied to assess 

the risk of heart failure and coronary artery disease BNP, and the inactive, more stable N-

terminal fragment of its prohormone (NT-proBNP) have generated a lot of attention in recent 

years. Both predict morbidity and mortality in patients with heart failure and acute coronary 

syndromes (Daniels and Maisel, 2007, Masson and Latini, 2008, Omland and de Lemos, 

2008). NT-proBNP has also been shown to be independent risk marker for cardiovascular 

disease in patients with diabetes (Tarnow et al., 2005, Gaede et al., 2005). The circulating 

concentrations of BNP correlates with severity of heart failure assessed by echocardiography 

(Doust et al., 2004). Prior to our first study Ogawa et al had shown that pioglitazone could 

cause an increase in circulating BNP concentrations (Ogawa et al., 2003). In our studies 

(papers I & IV) there was a consistent increase in natriuretic peptides during treatment with 

pioglitazone. This was not the case in the group treated with insulin glargine even though the 

degree of weight gain and haemodilution (decrease in haemoglobin) seemed to be similar in 

both groups (paper IV). Patients with stages (II) III-IV of heart failure according to NYHA 

are not recommended treatment with pioglitazone due to the risk for induction or worsening 

of heart failure as a result of fluid retention. Accordingly, in most trials, including the 

PROactive study, the inclusion/exclusion of patients has been based on NYHA classification, 

which does not distinguish between symptoms due to coronary heart disease or heart failure. 

Diastolic dysfunction is present early in the course of T2D (Poirier et al., 2001) but hardly 

detected by the NYHA classification. Measurement of natriuretic peptides and haemoglobin 

in addition to monitoring of weight and clinical symptoms seems to be helpful in the 

monitoring of patients on TZD therapy. Echocardiography is however usually required for a 

proper diagnosis of heart failure. The high intra-individual variability in measurements of 

natriuretic peptides hampers their clinical use. 
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Some additional aspects: effect on lipids, risk of fractures, patient satisfaction  

In keeping with previous studies pioglitazone was associated with a more beneficial lipid 

profile, particularly an increase in HDL (papers II & IV). Another important aspect to be 

taken into account is the patients’ preferences. It is sometimes assumed that patients will 

rather take a pill than an injection. Our patients’ response to DTSQ (diabetes Treatment 

Satisfaction Questionnaire) (Bradley, 1994, Bradley and Speight, 2002) showed an equal 

degree of satisfaction with both treatments (paper IV)(figure 10, original questions in 

Appendix 1).  
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TZD therapy has also been associated with increased risk of fractures and osteoporosis 

(Schwartz et al., 2006). These aspects developed after initiation of our studies and were not 

monitored.  

 
 

Thiazolidinedione Associated Retrobulbar Adipogenesis  
 
Thyroid-associated ophthalmopathy (TAO) or Graves’ ophthalmopathy (GO) is an 

autoimmune disorder associated primarily with Graves’ disease. TAO is the most common 

cause of unilateral or bilateral proptosis in adults and can seriously decrease quality of life. 

The signs and symptoms of TAO result from varying degrees of inflammation in the orbit and 

increased volume of the orbital contents, including adipose, connective and extra ocular 

muscle tissues. Orbital adipogenesis is a characteristic of TAO. In vitro studies have 

demonstrated that PPARγ agonists contribute to the adipogenesis of orbital fibroblasts and 

Figure 10. 
The degree of satisfaction 
with treatment assessed by 

DTSQ 
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that TZDs can promote adipose tissue growth by activating the PPARγ receptor in 

predpredominantly subcutaneous and orbital preadipocytes (Adams et al., 1997). In cultured 

retrobulbar preadipocytes, PPARγ agonists caused a 2- to 13-fold increase, and a PPARγ 

antagonist a 2- to 7- fold reduction, in adipogenesis (Starkey et al., 2003). As a result of these 

observations, concern has been raised about the use of PPARγ agonists in patients with TAO 

(Smith et al., 2002).  

 

With this notion and with the information from one case report showing worsening of 

ophthalmopathy after treatment with pioglitazone (Starkey et al., 2003) we decided to 

examine whether treatment with pioglitazone caused a systematic change in the degree of eye 

protrusion.  

 

Our results demonstrated a significant increase of eye protrusion in a subgroup of patients 

treated with pioglitazone during six months. The predisposing factors for increased eye 

protrusion showed to be low adiponectin levels, thyroid disturbance and higher dose of 

pioglitazone. Our results were supported by another case report of a patient with congenitally 

prominent globes – but without thyroid disease- who responded with increased proptosis after 

treatment with rosiglitazone for concomitant T2D (Levin et al., 2005). Also Lee et al. reported 

in 2007 another case of worsening of TAO after treatment with rosiglitazone (Lee et al., 

2007). 

 

The mechanism of TAO is complex and the pathogenesis still incompletely understood. 

Inflammatory processes are involved leading to expansion of retrobulbar structures. Anti-

inflammatory treatment with steroids represents the main therapy for TAO in addition to 

surgery (Bartalena et al., 2000). TZDs are known to be involved in both modulation of 

inflammatory responses and adipocyte differentiation and growth. 

 

Two other studies should be quoted in this context. The chemokine CXCL10 play an 

important role in the initial phases of autoimmune thyroid disorders. Human thyrocytes 

produce large amounts of CXCL10 when stimulated by IFNγ- and TNFα. Antonelli et al. 

showed higher serum levels of CXCL10 in patients with Graves’ disease and Graves’ 

ophthalmopathy (GO) than matched controls. Treatment of thyrocytes and retrobulbar cell 
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types with the PPARγ agonist, rosiglitazone, dose-dependently suppressed IFNγ- plus TNFα-

induced CXCL10 release. The authors concluded that in GO, thyrocytes and retrobulbar cell 

types participate in the self-perpetuation of inflammation by releasing chemokines under the 

influence of cytokines and that PPARγ activation plays an inhibitory role in this process 

(Antonelli et al., 2006). However, in this study, the cell cultures were incubated with 

rosiglitazone only for 24 hours. It may be necessary to expose the cells to TZDs for more than 

10 days before their adipogenic effects can be seen.  

Another recent study illustrates an antiinflammatory action of adiponectin in human 

monocyte-derived macrophages, suppressing T-lymphocyte chemoattractants such as 

CXCL10 (Okamoto et al., 2008). 

Taken together, the results of these in vitro and in vivo studies may suggest that PPARγ 

activation could modulate inflammation and stimulate retrobulbar adipogenesis. These 

findings have raised justified concerns about using TZDs in patients with TAO and stimulated 

studies of PPARγ antagonists in the treatment of TAO (Vondrichova et al., 2007).  

In conclusion, when considering TZD therapy in patients with autoimmune thyroid disease 

and particularly those with Graves’ disease or evidence of TAO, the potential risks of 

stimulation of orbital adipogenesis and increased proptosis should be considered. 

 

Limitations of the studies 

The main limitation of paper II was the open study design but the results of the withdrawal 

test at the end of the study confirmed the additive effect of pioglitazone. These patients were 

inadequately controlled and needed intensified treatment; therefore placebo was not an option. 

The most logical comparator would have been insulin in this situation, which is not easy to 

study in a blinded fashion. This comparison was then carried out in paper IV.  This study was 

however limited by the low number of patients, which makes it difficult to interpret all the 

results. Also the GITT should have been performed in all subjects at the end of the study to 

allow assessment of the effect of different treatments on changes in β-cell function and insulin 

sensitivity. Despite the small study size the clear differences in the effects of TZD and insulin 

on proinsulin, adiponectin and natriuretic peptides should stimulate to further studies. These 
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differences in the effects of pioglitazone versus insulin glargine may in turn have clinical 

implications. 

 

The same limitation applies to paper III, i.e. the lack of a placebo arm and a low number of 

patients studied. Also the individuals with thyroid disturbance were few and had different 

diagnoses. However, the results are supportive of an adipogenic effect of TZDs.  
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CONCLUSIONS AND IMPLICATIONS 

 

 

• GITT is a new, simple and reproducible test for independent measurement of β-cell 

function and insulin sensitivity at the same time in clinical practice. Further 

exploration of the test may give us an applicable tool in the choice of treatment as well 

as the evaluation of effect of different interventions in T2D. 

 

• Both pioglitazone and insulin glargine are effective in reducing hyperglycaemia when 

used as part of triple therapy. There are several differences in the effect of pioglitazone 

versus insulin glargine on β-cell function, insulin sensitivity and cardiac load. This 

knowledge may be of great value in the design of future intervention studies targeted 

to reduce the burden of cardiovascular disease in patients with diabetes. 

 

• Treatment with TZDs may stimulate retrobulbar adipogenesis in patients with 

autoimmune thyroid disease or TAO and concurrent T2D. These results can be used in 

planning future studies of treatment in TAO.  

 

  

 

 

Scientific truth, which I formerly thought of 

as fixed, as though it could be weighed and 

measured, is changeable. Add a fact, 

change the outlook, and you have a new 

truth. Truth is a constant variable. We seek 

it, we find it, our viewpoint changes, and 

the truth changes to meet it. 

  

-  William J. Mayo (1861-1939)                                 
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SUMMARY IN SWEDISH 
 

Populärveteskaplig sammanfattning på svenska 

 

Bakgrund: Diabetes är en sjukdom som karakteriseras av förhöjt blodsocker och som 

obehandlad kan leda till svåra komplikationer i blodkärl, ögon, njurar, nerver mm. Typ 2 

diabetes (åldersdiabetes) utgör ca 90-95 % av alla diabetes fallen. Typ 2 diabetes beror på 

kroppens oförmåga att producera tillräckligt med insulin samt oförmåga att svara på effekt av 

insulin (insulinresistens). Diabetes och dess komplikationer orsakar stort personlig lidande för 

drabbade patienter och orsakar stora kostnader för samhället. Förekomsten av diabetes ökar 

lavinartat globalt och har fått sådana epidemiska proportioner att Förenta Nationerna antog ett 

transatlantiskt konsensusdokument 2006 för att utöka kunskapen om och förena världen i 

kampen mot diabetes.  

 

Diabetes sjukdomen har en multifaktoriell bakgrund där både ärftliga faktorer och miljö 

faktorer bidrar till utveckling av sjukdomen. Den västerländska livsstilen med minskad fysisk 

aktivitet, högt kaloriintag, övervikt och bukfetma är de viktigaste bidragande faktorer till 

sjukdomsutvecklingen. 

 

Ett av dem viktigaste åtgärderna för att förebygga diabetes komplikationer är att sänka 

blodsockret. Behandlingen av typ 2 diabetes har varit föga framgångsrikt då patienter visar sig 

fortfarande ha kortare överlevnadstid och drabbas i mycket större utsträckning av 

komplikationer i multipla organ och av hjärtinfarkt och stroke även om komplikationer i 

njurar och ögon har reducerats betydligt. Trots behandling med de traditionella läkemedlen 

fortsätter patienter med typ 2 diabetes att stiga i blodsockervärden och kräver med tiden 

behandling med flera sorters läkemedel. Olika läkemedel vid behandling av diabetes riktar sig 

mot olika bakomliggande defekt. Det finns läkemedel som påverkar kroppens egen insulin 

produktion, de som ökar kroppens känslighet för insulin och slutligen insulin. På senare år har 

nyare läkemedel framtagits som bidrar till att kontrollera blodsockerhalterna genom att direkt 

minska insulinresistensen (glitazoner) och som eventuellt skulle kunna vara effektiva i att 

förebygga hjärta/kärl komplikationer. Dock  har  dessa  nyare  läkemedel även varit behäftade 
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med en del oönskade biverkningar. Samtidigt har vi fått tillgång till insulin som är extra 

långverkande och täcker dygnsbehovet med en injektion om dagen, vilket skulle innebära en 

förenkling när behov av insulinbehandling föreligger. 

 

Målsättning: Avhandlingens mål har varit att: 

 

• Ta fram en metod som lätt kan användas för att mäta graden av bristande insulin 

produktion samt graden av insulinresistens i syfte att kunna lättare välja lämplig 

behandling för varje individ.  

• Undersöka nya läkemedel avseende effektivitet, verkningsmekanism och 

biverkningsmönster. 

• Undersöka om vissa enkla blodprovstagningar kan vara vägledande i att identifiera 

individer som riskerar att drabbas av allvarliga biverkningar i samband med 

behandling med dessa nya läkemedel. 

 

Resultat: Patienter som har studerats är de med typ 2 diabetes som trots behandling med två 

sorters tabletter har fortsatt för höga blodsockervärden och är i behov av ytterligare 

behandlingstillägg för att uppnå behandlingsmålen. Avhandlingen har gett instrument för att i 

klinisk praxis på ett enkelt sätt kunna mäta graden av defekt insulin produktion och 

insulinresistens inför val av behandling samt kunna utnyttja samma test för att undersöka 

olika behandlingsalternativs verkan på dessa parametrar. Avhandlingen har också gett oss en 

del förklaringar kring mindre vanliga biverkningar som skulle kunna undvikas genom att 

identifiera individer som riskerar att drabbas av dessa biverkningar. Dessa kunskaper ger oss 

bättre möjlighet att uppnå önskat behandlingsresultat hos patienter med typ 2 diabetes 

samtidigt som vi kan undvika en del oönskade, i vissa fall allvarliga biverkningar. Slutligen 

har vi jämfört två olika, moderna tilläggsbehandlingsalternativ och konstaterat vissa skillnader 

i deras effekt som tidigare inte har varit kända och som skulle kunna ha betydelse i val av 

behandling.  

 



 
 

 58 

Acknowledgements

 
 

ACKNOWLED GEMENTS 
 

I would like to express my sincere gratitude to the many people who have helped me through 

the process of my Ph.D. studies and contributed to this thesis. Especially, I would like to 

acknowledge: 

 

Professor Leif Groop, my supervisor, for providing the most creative atmosphere for research, 

for giving me an opportunity to be a member of the outstanding “Groop group” and for 

making me believe in myself more than I dared to do. Your enormous capacity, never-ending 

enthusiasm for research and faith in science is extremely inspiring. 

 

Associate Professor Anders Frid, my co-supervisor for valuable advice and support in 

scientific and clinical matters and for your positive mind-set. The meetings with you are 

always uplifting and a reminder of the importance of a healthy and joyful lifestyle. 

 

Dr. Lennart Fredstorp, my late mentor. You were always so engaged in my scientific and 

individual improvement. You not only generously shared your immense knowledge in the 

field of Endocrinology with me but also taught me about real values in life. I wish so much 

you were still with us. 

 

Associate Professor Bengt Hallengren for sharing your enormous knowledge and ideas with 

me and for your constant encouragement. 

 

My other co-authors; Mikael Lantz, Devjit Tripathy, Tiina Maija Tuomi, Stefan Jovinge, 

Martin Magnusson, Anders Grubb and Gunilla Malm for fruitful collaboration and especially 

Hossein Asgharian for helping me out of statistical troubles generously and in spite of a busy 

schedule. 

 

Research nurses Agneta kastensson, Gertrud Ahlqvist, Hanna Söderling and Ylva Wessman 

for taking care of the patients, samples and me. 

 



 
 

 59 

Acknowledgements

 

My colleagues and co-workers in Malmö (in the past and at present, at the clinic and the lab.) 

for a friendly and supportive atmosphere, all the talks, discussions, inspiration, clap on the 

shoulder and cheering words. 
 

My precious friends for all the memorable parties, trips, discussions on the philosophy of life, 

love, kids, work and much more. I feel so blessed being surrounded by such wonderful 

friends. 

 

My adorable sisters and brother, Marjan, Morvarid and David for keeping me in touch with all 

fun in the world and enriching my life with plenty of love. 

 

My spirited parents Homa and Hossein for giving up every thing to make sure we get the 

opportunity to reach our dreams in peace and freedom. Thank you for also being stand-in 

parents whenever we needed help with the kids, we never missed a party. I am always aware 

of all your sacrifices. 

 

Mehran, my beloved, patient and caring husband for being the most reliable partner in life and 

an incredible father. Looks like we made it! 

 

Nikan and Tara for being the ultimate source of love and joy in life and making it all 

meaningful. NOTHING compares to you. 

 

Finally, all the patients who participated in the studies. My deepest hope is that the results will 

benefit them. 

 

 

The work on this thesis was supported generously with grants from Swedish Medical Research 

Council, Swedish Diabetes Research Foundation, Faculty of Medicine at Lund University, research 

funds Malmö University Hospital, Skåne County Council Research & Development Foundation, 

Swedish Heart- and Lung Foundation, Emil & Vera Cromwell Foundation, Anna Lisa and Sven-Eric 

Lundgren Foundation, Research Council for medical tobacco research, Novo Nordisk Research 

foundation, the Sigrid Juselius Foundation, Folkhälsan Research Foundation, Academy of Finland and 

Finnish Diabetic Research Foundation.



 
 

 60 

References

 
 

REFERENCES 

(1980) WHO Expert Committee on Diabetes Mellitus: second report.World Health Organ 
Tech Rep Ser, 646, 1-80. 

(1985) Diabetes mellitus. Report of a WHO Study Group.World Health Organ Tech Rep Ser, 
727, 1-113. 

(1995) U.K. prospective diabetes study 16. Overview of 6 years' therapy of type II diabetes: a 
progressive disease. U.K. Prospective Diabetes Study Group.Diabetes, 44, 1249-58. 

(1997) Report of the Expert Committee on the Diagnosis and Classification of Diabetes 
Mellitus.Diabetes Care, 20, 1183-97. 

(1998a) Effect of intensive blood-glucose control with metformin on complications in 
overweight patients with type 2 diabetes (UKPDS 34). UK Prospective Diabetes Study 
(UKPDS) Group.Lancet, 352, 854-65. 

(1998b) Intensive blood-glucose control with sulphonylureas or insulin compared with 
conventional treatment and risk of complications in patients with type 2 diabetes (UKPDS 
33). UK Prospective Diabetes Study (UKPDS) Group.Lancet, 352, 837-53. 

(1999) A desktop guide to Type 2 diabetes mellitus. European Diabetes Policy Group 
1999.Diabet Med, 16, 716-30. 

(2002) Age, body mass index and glucose tolerance in 11 European population-based 
surveys.Diabet Med, 19, 558-65. 

(2003) Age- and sex-specific prevalences of diabetes and impaired glucose regulation in 13 
European cohorts.Diabetes Care, 26, 61-9. 

(2005) ADVANCE--Action in Diabetes and Vascular Disease: patient recruitment and 
characteristics of the study population at baseline.Diabet Med, 22, 882-8. 

Adams, M., Montague, C. T., Prins, J. B., Holder, J. C., Smith, S. A., Sanders, L., Digby, J. 
E., Sewter, C. P., Lazar, M. A., Chatterjee, V. K. and O'Rahilly, S. (1997) Activators of 
peroxisome proliferator-activated receptor gamma have depot-specific effects on human 
preadipocyte differentiation.J Clin Invest, 100, 3149-53. 

Ahren, B. (1999) Potentiators and inhibitors of insulin secretion.Adv Mol Cell Biol, 29, 175-
197. 

Ahren, B., Nobin, A. and Schersten, B. (1987) Insulin and C-peptide secretory responses to 
glucagon in man: studies on the dose-response relationships.Acta Med Scand, 221, 185-90. 

Ahren, B. and Schmitz, O. (2004) GLP-1 receptor agonists and DPP-4 inhibitors in the 
treatment of type 2 diabetes.Horm Metab Res, 36, 867-76. 

Albareda, M., Rodriguez-Espinosa, J., Murugo, M., de Leiva, A. and Corcoy, R. (2000) 
Assessment of insulin sensitivity and beta-cell function from measurements in the fasting 
state and during an oral glucose tolerance test.Diabetologia, 43, 1507-11. 

Alberti, K. G. and Zimmet, P. Z. (1998) Definition, diagnosis and classification of diabetes 
mellitus and its complications. Part 1: diagnosis and classification of diabetes mellitus 
provisional report of a WHO consultation.Diabet Med, 15, 539-53. 

Amos, A. F., McCarty, D. J. and Zimmet, P. (1997) The rising global burden of diabetes and 
its complications: estimates and projections to the year 2010.Diabet Med, 14 Suppl 5, S1-85. 
Antonelli, A., Rotondi, M., Ferrari, S. M., Fallahi, P., Romagnani, P., Franceschini, S. S., 

Serio, M. and Ferrannini, E. (2006) Interferon-gamma-inducible alpha-chemokine 



 
 

 61 

CXCL10 involvement in Graves' ophthalmopathy: modulation by peroxisome proliferator-
activated receptor-gamma agonists.J Clin Endocrinol Metab, 91, 614-20. 

Arner, P., Pollare, T. and Lithell, H. (1991) Different aetiologies of type 2 (non-insulin-
dependent) diabetes mellitus in obese and non-obese subjects.Diabetologia, 34, 483-7. 

Aronoff, S., Rosenblatt, S., Braithwaite, S., Egan, J. W., Mathisen, A. L. and Schneider, R. L. 
(2000) Pioglitazone hydrochloride monotherapy improves glycemic control in the 
treatment of patients with type 2 diabetes: a 6-month randomized placebo-controlled dose-
response study. The Pioglitazone 001 Study Group.Diabetes Care, 23, 1605-11. 

Ashcroft, F. M. and Rorsman, P. (1989) Electrophysiology of the pancreatic beta-cell.Prog 
Biophys Mol Biol, 54, 87-143. 

Asman, P. (2003) Ophthalmological evaluation in thyroid-associated ophthalmopathy.Acta 
Ophthalmol Scand, 81, 437-48. 

Bajaj, M., Suraamornkul, S., Piper, P., Hardies, L. J., Glass, L., Cersosimo, E., Pratipanawatr, 
T., Miyazaki, Y. and DeFronzo, R. A. (2004) Decreased plasma adiponectin concentrations 
are closely related to hepatic fat content and hepatic insulin resistance in pioglitazone-
treated type 2 diabetic patients.J Clin Endocrinol Metab, 89, 200-6. 

Banerji, M. A., Chaiken, R. L., Gordon, D., Kral, J. G. and Lebovitz, H. E. (1995) Does intra-
abdominal adipose tissue in black men determine whether NIDDM is insulin-resistant or 
insulin-sensitive?Diabetes, 44, 141-6. 

Barnard, R. J., Ugianskis, E. J., Martin, D. A. and Inkeles, S. B. (1992) Role of diet and 
exercise in the management of hyperinsulinemia and associated atherosclerotic risk 
factors.Am J Cardiol, 69, 440-4. 

Bartalena, L., Pinchera, A. and Marcocci, C. (2000) Management of Graves' ophthalmopathy: 
reality and perspectives.Endocr Rev, 21, 168-99. 

Basu, R., Pajvani, U. B., Rizza, R. A. and Scherer, P. E. (2007) Selective downregulation of 
the high molecular weight form of adiponectin in hyperinsulinemia and in type 2 diabetes: 
differential regulation from nondiabetic subjects.Diabetes, 56, 2174-7. 

Bennett, P. H., Bogardus, C., Tuomilehto, J., Zimmet, P. (1992) In International Textbook of 
Diabetes., Vol. 1 (Ed, Alberti, K. G. M. M., DeFronzo, R.A., Zimmet, P.) John Wiley, 
Chichester, pp. 148-176. 

Bennett, P. H., Burch, T. A. and Miller, M. (1971) Diabetes mellitus in American (Pima) 
Indians.Lancet, 2, 125-8. 

Bergman, R. N., Ider, Y. Z., Bowden, C. R. and Cobelli, C. (1979) Quantitative estimation of 
insulin sensitivity.Am J Physiol, 236, E667-77. 

Bergman, R. N., Phillips, L. S. and Cobelli, C. (1981) Physiologic evaluation of factors 
controlling glucose tolerance in man: measurement of insulin sensitivity and beta-cell 
glucose sensitivity from the response to intravenous glucose.J Clin Invest, 68, 1456-67. 

Bergman, R. N., Prager, R., Volund, A. and Olefsky, J. M. (1987) Equivalence of the insulin 
sensitivity index in man derived by the minimal model method and the euglycemic glucose 
clamp.J Clin Invest, 79, 790-800. 

Bonora, E., Moghetti, P., Zancanaro, C., Cigolini, M., Querena, M., Cacciatori, V., Corgnati, 
A. and Muggeo, M. (1989) Estimates of in vivo insulin action in man: comparison of 
insulin tolerance tests with euglycemic and hyperglycemic glucose clamp studies.J Clin 
Endocrinol Metab, 68, 374-8. 

Bourey, R. E., Kohrt, W. M., Kirwan, J. P., Staten, M. A., King, D. S. and Holloszy, J. O. 
(1993) Relationship between glucose tolerance and glucose-stimulated insulin response in 
65-year-olds.J Gerontol, 48, M122-7. 

Boyko, E. J., Leonetti, D. L., Bergstrom, R. W., Newell-Morris, L. and Fujimoto, W. Y. 
(1996) Visceral adiposity, fasting plasma insulin, and lipid and lipoprotein levels in 
Japanese Americans.Int J Obes Relat Metab Disord, 20, 801-8. 



 
 

 62 

Bradley, C. (1994) In Handbook of Psychology and Diabetes(Ed, Bradley, C.) Harwood 
Academic, pp. 111-152. 

Bradley, C. and Speight, J. (2002) Patient perceptions of diabetes and diabetes therapy: 
assessing quality of life.Diabetes Metab Res Rev, 18 Suppl 3, S64-9. 

Brown, J. B., Pedula, K., Barzilay, J., Herson, M. K. and Latare, P. (1998) Lactic acidosis 
rates in type 2 diabetes.Diabetes Care, 21, 1659-63. 

Brunzell, J. D., Robertson, R. P., Lerner, R. L., Hazzard, W. R., Ensinck, J. W., Bierman, E. 
L. and Porte, D., Jr. (1976) Relationships between fasting plasma glucose levels and 
insulin secretion during intravenous glucose tolerance tests.J Clin Endocrinol Metab, 42, 
222-9. 

Buse, J. B., Bigger, J. T., Byington, R. P., Cooper, L. S., Cushman, W. C., Friedewald, W. T., 
Genuth, S., Gerstein, H. C., Ginsberg, H. N., Goff, D. C., Jr., Grimm, R. H., Jr., Margolis, 
K. L., Probstfield, J. L., Simons-Morton, D. G. and Sullivan, M. D. (2007) Action to 
Control Cardiovascular Risk in Diabetes (ACCORD) trial: design and methods.Am J 
Cardiol, 99, 21i-33i. 

Campbell, I. W. and Howlett, H. C. (1995) Worldwide experience of metformin as an 
effective glucose-lowering agent: a meta-analysis.Diabetes Metab Rev, 11 Suppl 1, S57-
62. 

Cerasi, E. (1995) Insulin deficiency and insulin resistance in the pathogenesis of NIDDM: is a 
divorce possible?Diabetologia, 38, 992-7. 

Chandran, M., Phillips, S. A., Ciaraldi, T. and Henry, R. R. (2003) Adiponectin: more than 
just another fat cell hormone?Diabetes Care, 26, 2442-50. 

Charles, M. A., Balkau, B., Vauzelle-Kervroedan, F., Thibult, N. and Eschwege, E. (1996) 
Revision of diagnostic criteria for diabetes.Lancet, 348, 1657-8. 

Chase, H. P., Jackson, W. E., Hoops, S. L., Cockerham, R. S., Archer, P. G. and O'Brien, D. 
(1989) Glucose control and the renal and retinal complications of insulin-dependent 
diabetes.Jama, 261, 1155-60. 

Clark, A., Saad, M. F., Nezzer, T., Uren, C., Knowler, W. C., Bennett, P. H. and Turner, R. C. 
(1990) Islet amyloid polypeptide in diabetic and non-diabetic Pima Indians.Diabetologia, 
33, 285-9. 

Daniels, L. B. and Maisel, A. S. (2007) Natriuretic peptides.J Am Coll Cardiol, 50, 2357-68. 
DeFronzo, R. A., Barzilai, N. and Simonson, D. C. (1991) Mechanism of metformin action in 

obese and lean noninsulin-dependent diabetic subjects.J Clin Endocrinol Metab, 73, 1294-
301. 

DeFronzo, R. A., Tobin, J. D. and Andres, R. (1979) Glucose clamp technique: a method for 
quantifying insulin secretion and resistance.Am J Physiol, 237, E214-23. 

Dekker, J. M., Funahashi, T., Nijpels, G., Pilz, S., Stehouwer, C. D., Snijder, M. B., Bouter, 
L. M., Matsuzawa, Y., Shimomura, I. and Heine, R. J. (2008) Prognostic value of 
adiponectin for cardiovascular disease and mortality.J Clin Endocrinol Metab. 

Dorkhan, M., Magnusson, M., Frid, A., Grubb, A., Groop, L. and Jovinge, S. (2006) 
Glycaemic and nonglycaemic effects of pioglitazone in triple oral therapy of patients with 
type 2 diabetes.J Intern Med, 260, 125-33. 

Dormandy, J. A., Charbonnel, B., Eckland, D. J., Erdmann, E., Massi-Benedetti, M., Moules, 
I. K., Skene, A. M., Tan, M. H., Lefebvre, P. J., Murray, G. D., Standl, E., Wilcox, R. G., 
Wilhelmsen, L., Betteridge, J., Birkeland, K., Golay, A., Heine, R. J., Koranyi, L., Laakso, 
M., Mokan, M., Norkus, A., Pirags, V., Podar, T., Scheen, A., Scherbaum, W., 
Schernthaner, G., Schmitz, O., Skrha, J., Smith, U. and Taton, J. (2005) Secondary 
prevention of macrovascular events in patients with type 2 diabetes in the PROactive Study 
(PROspective pioglitAzone Clinical Trial In macroVascular Events): a randomised 
controlled trial.Lancet, 366, 1279-89. 



 
 

 63 

Doust, J. A., Glasziou, P. P., Pietrzak, E. and Dobson, A. J. (2004) A systematic review of the 
diagnostic accuracy of natriuretic peptides for heart failure.Arch Intern Med, 164, 1978-84. 

Dubois, M., Pattou, F., Kerr-Conte, J., Gmyr, V., Vandewalle, B., Desreumaux, P., Auwerx, 
J., Schoonjans, K. and Lefebvre, J. (2000) Expression of peroxisome proliferator-activated 
receptor gamma (PPARgamma) in normal human pancreatic islet cells.Diabetologia, 43, 
1165-9. 

Duez, H., Chao, Y. S., Hernandez, M., Torpier, G., Poulain, P., Mundt, S., Mallat, Z., 
Teissier, E., Burton, C. A., Tedgui, A., Fruchart, J. C., Fievet, C., Wright, S. D. and Staels, 
B. (2002) Reduction of atherosclerosis by the peroxisome proliferator-activated receptor 
alpha agonist fenofibrate in mice.J Biol Chem, 277, 48051-7. 

Dunstan, D. W., Zimmet, P. Z., Welborn, T. A., De Courten, M. P., Cameron, A. J., Sicree, R. 
A., Dwyer, T., Colagiuri, S., Jolley, D., Knuiman, M., Atkins, R. and Shaw, J. E. (2002) 
The rising prevalence of diabetes and impaired glucose tolerance: the Australian Diabetes, 
Obesity and Lifestyle Study.Diabetes Care, 25, 829-34. 

Einhorn, D., Rendell, M., Rosenzweig, J., Egan, J. W., Mathisen, A. L. and Schneider, R. L. 
(2000) Pioglitazone hydrochloride in combination with metformin in the treatment of type 
2 diabetes mellitus: a randomized, placebo-controlled study. The Pioglitazone 027 Study 
Group.Clin Ther, 22, 1395-409. 

Elahi, D. (1996) In praise of the hyperglycemic clamp. A method for assessment of beta-cell 
sensitivity and insulin resistance.Diabetes Care, 19, 278-86. 

Eriksson, J., Franssila-Kallunki, A., Ekstrand, A., Saloranta, C., Widen, E., Schalin, C. and 
Groop, L. (1989) Early metabolic defects in persons at increased risk for non-insulin-
dependent diabetes mellitus.N Engl J Med, 321, 337-43. 

Faber, O. K. and Binder, C. (1977) C-peptide response to glucagon. A test for the residual 
beta-cell function in diabetes mellitus.Diabetes, 26, 605-10. 

Fajans, S. S. (1989) Maturity-onset diabetes of the young (MODY).Diabetes Metab Rev, 5, 
579-606. 

Ferrannini, E. (1993) Syndrome X.Horm Res, 39 Suppl 3, 107-11. 
Ferrannini, E. (1998) Insulin resistance versus insulin deficiency in non-insulin-dependent 

diabetes mellitus: problems and prospects.Endocr Rev, 19, 477-90. 
Ferrannini, E., Natali, A., Bell, P., Cavallo-Perin, P., Lalic, N. and Mingrone, G. (1997) 

Insulin resistance and hypersecretion in obesity. European Group for the Study of Insulin 
Resistance (EGIR).J Clin Invest, 100, 1166-73. 

Finegood, D. T., Hramiak, I. M. and Dupre, J. (1990) A modified protocol for estimation of 
insulin sensitivity with the minimal model of glucose kinetics in patients with insulin-
dependent diabetes.J Clin Endocrinol Metab, 70, 1538-49. 

Forman, B. M., Tontonoz, P., Chen, J., Brun, R. P., Spiegelman, B. M. and Evans, R. M. 
(1995) 15-Deoxy-delta 12, 14-prostaglandin J2 is a ligand for the adipocyte determination 
factor PPAR gamma.Cell, 83, 803-12. 

Forst, T., Hohberg, C., Fuellert, S. D., Lubben, G., Konrad, T., Lobig, M., Weber, M. M., 
Sachara, C., Gottschall, V. and Pfutzner, A. (2005) Pharmacological PPARgamma 
stimulation in contrast to beta cell stimulation results in an improvement in adiponectin and 
proinsulin intact levels and reduces intima media thickness in patients with type 2 
diabetes.Horm Metab Res, 37, 521-7. 

Gaede, P., Hildebrandt, P., Hess, G., Parving, H. H. and Pedersen, O. (2005) Plasma N-
terminal pro-brain natriuretic peptide as a major risk marker for cardiovascular disease in 
patients with type 2 diabetes and microalbuminuria.Diabetologia, 48, 156-63. 

Gaede, P., Lund-Andersen, H., Parving, H. H. and Pedersen, O. (2008) Effect of a 
multifactorial intervention on mortality in type 2 diabetes.N Engl J Med, 358, 580-91. 



 
 

 64 

Gerich, J., Cryer, P. and Rizza, R. (1980) Hormonal mechanisms in acute glucose 
counterregulation: the relative roles of glucagon, epinephrine, norepinephrine, growth 
hormone, and cortisol.Metabolism, 29, 1164-75. 

Gerich, J., Raskin, P., Jean-Louis, L., Purkayastha, D. and Baron, M. A. (2005) PRESERVE-
beta: two-year efficacy and safety of initial combination therapy with nateglinide or 
glyburide plus metformin.Diabetes Care, 28, 2093-9. 

Gerich, J. E. (1998) The genetic basis of type 2 diabetes mellitus: impaired insulin secretion 
versus impaired insulin sensitivity.Endocr Rev, 19, 491-503. 

Gerstein, H. C., Pais, P., Pogue, J. and Yusuf, S. (1999) Relationship of glucose and insulin 
levels to the risk of myocardial infarction: a case-control study.J Am Coll Cardiol, 33, 612-
9. 

Gjessing, H. J., Damsgaard, E. M., Matzen, L. E., Froland, A. and Faber, O. K. (1987) 
Reproducibility of beta-cell function estimates in non-insulin-dependent diabetes 
mellitus.Diabetes Care, 10, 558-62. 

Gjessing, H. J., Matzen, L. E., Pedersen, P. C., Faber, O. K. and Froland, A. (1988) Insulin 
requirement in non-insulin-dependent diabetes mellitus: relation to simple tests of islet B-
cell function and insulin sensitivity.Diabet Med, 5, 328-32. 

Goldberg, R. B., Kendall, D. M., Deeg, M. A., Buse, J. B., Zagar, A. J., Pinaire, J. A., Tan, M. 
H., Khan, M. A., Perez, A. T. and Jacober, S. J. (2005) A comparison of lipid and glycemic 
effects of pioglitazone and rosiglitazone in patients with type 2 diabetes and 
dyslipidemia.Diabetes Care, 28, 1547-54. 

Goldstein, D. J. (1992) Beneficial health effects of modest weight loss.Int J Obes Relat Metab 
Disord, 16, 397-415. 

Gottsater, A., Landin-Olsson, M., Fernlund, P., Gullberg, B., Lernmark, A. and Sundkvist, G. 
(1992) Pancreatic beta-cell function evaluated by intravenous glucose and glucagon 
stimulation. A comparison between insulin and C-peptide to measure insulin 
secretion.Scand J Clin Lab Invest, 52, 631-9. 

Groop, L. C. (1992) Sulfonylureas in NIDDM.Diabetes Care, 15, 737-54. 
Grubb, A., Nyman, U., Bjork, J., Lindstrom, V., Rippe, B., Sterner, G. and Christensson, A. 

(2005) Simple Cystatin C-Based Prediction Equations for Glomerular Filtration Rate 
Compared with the Modification of Diet in Renal Disease Prediction Equation for Adults 
and the Schwartz and the Counahan-Barratt Prediction Equations for Children.Clin Chem. 

Gutt, M., Davis, C. L., Spitzer, S. B., Llabre, M. M., Kumar, M., Czarnecki, E. M., 
Schneiderman, N., Skyler, J. S. and Marks, J. B. (2000) Validation of the insulin sensitivity 
index (ISI(0,120)): comparison with other measures.Diabetes Res Clin Pract, 47, 177-84. 

Haffner, S. M., Howard, G., Mayer, E., Bergman, R. N., Savage, P. J., Rewers, M., 
Mykkanen, L., Karter, A. J., Hamman, R. and Saad, M. F. (1997) Insulin sensitivity and 
acute insulin response in African-Americans, non-Hispanic whites, and Hispanics with 
NIDDM: the Insulin Resistance Atherosclerosis Study.Diabetes, 46, 63-9. 

Haffner, S. M., Lehto, S., Ronnemaa, T., Pyorala, K. and Laakso, M. (1998) Mortality from 
coronary heart disease in subjects with type 2 diabetes and in nondiabetic subjects with and 
without prior myocardial infarction.N Engl J Med, 339, 229-34. 

Haffner, S. M., Miettinen, H., Gaskill, S. P. and Stern, M. P. (1995) Decreased insulin 
secretion and increased insulin resistance are independently related to the 7-year risk of 
NIDDM in Mexican-Americans.Diabetes, 44, 1386-91. 

Halter, J. B., Graf, R. J. and Porte, D., Jr. (1979) Potentiation of insulin secretory responses by 
plasma glucose levels in man: evidence that hyperglycemia in diabetes compensates for 
imparied glucose potentiation.J Clin Endocrinol Metab, 48, 946-54. 



 
 

 65 

Hanefeld, M., Brunetti, P., Schernthaner, G. H., Matthews, D. R. and Charbonnel, B. H. 
(2004) One-year glycemic control with a sulfonylurea plus pioglitazone versus a 
sulfonylurea plus metformin in patients with type 2 diabetes.Diabetes Care, 27, 141-7. 

Hanson, R. L., Pratley, R. E., Bogardus, C., Narayan, K. M., Roumain, J. M., Imperatore, G., 
Fagot-Campagna, A., Pettitt, D. J., Bennett, P. H. and Knowler, W. C. (2000) Evaluation of 
simple indices of insulin sensitivity and insulin secretion for use in epidemiologic 
studies.Am J Epidemiol, 151, 190-8. 

Henry, R. R. (1997) Thiazolidinediones.Endocrinol Metab Clin North Am, 26, 553-73. 
Herz, M., Johns, D., Reviriego, J., Grossman, L. D., Godin, C., Duran, S., Hawkins, F., 

Lochnan, H., Escobar-Jimenez, F., Hardin, P. A., Konkoy, C. S. and Tan, M. H. (2003) A 
randomized, double-blind, placebo-controlled, clinical trial of the effects of pioglitazone on 
glycemic control and dyslipidemia in oral antihyperglycemic medication-naive patients 
with type 2 diabetes mellitus.Clin Ther, 25, 1074-95. 

Himsworth, H. P. (1949) The syndrome of diabetes mellitus and its causes.Lancet, 1, 465-73. 
Holstein, A., Plaschke, A. and Egberts, E. H. (2001) Lower incidence of severe 

hypoglycaemia in patients with type 2 diabetes treated with glimepiride versus 
glibenclamide.Diabetes Metab Res Rev, 17, 467-73. 

Horgaard, A., Thayssen, T. E. H. (1929) Clinical investigation into the effect of the 
intravenousinjection of insulin.Acta Med Scand, 72, 92-95. 

Hother-Nielsen, O., Faber, O., Sorensen, N. S. and Beck-Nielsen, H. (1988) Classification of 
newly diagnosed diabetic patients as insulin-requiring or non-insulin-requiring based on 
clinical and biochemical variables.Diabetes Care, 11, 531-7. 

Hughes, V. A., Fiatarone, M. A., Fielding, R. A., Kahn, B. B., Ferrara, C. M., Shepherd, P., 
Fisher, E. C., Wolfe, R. R., Elahi, D. and Evans, W. J. (1993) Exercise increases muscle 
GLUT-4 levels and insulin action in subjects with impaired glucose tolerance.Am J 
Physiol, 264, E855-62. 

Jones, D. B., Gill, G. V. (1997) In Textbook of Diabetes(Ed, Pickup, J. C., Williams, G.) 
Blackwell Science Ltd, Oxford, pp. 17.1-17.13. 

Juurinen, L., Kotronen, A., Graner, M. and Yki-Jarvinen, H. (2008) Rosiglitazone reduces 
liver fat and insulin requirements and improves hepatic insulin sensitivity and glycemic 
control in patients with type 2 diabetes requiring high insulin doses.J Clin Endocrinol 
Metab, 93, 118-24. 

Kahn, S. E. (2001) Clinical review 135: The importance of beta-cell failure in the 
development and progression of type 2 diabetes.J Clin Endocrinol Metab, 86, 4047-58. 

Kahn, S. E. and Halban, P. A. (1997) Release of incompletely processed proinsulin is the 
cause of the disproportionate proinsulinemia of NIDDM.Diabetes, 46, 1725-32. 

Kahn, S. E., Prigeon, R. L., McCulloch, D. K., Boyko, E. J., Bergman, R. N., Schwartz, M. 
W., Neifing, J. L., Ward, W. K., Beard, J. C., Palmer, J. P. and et al. (1993) Quantification 
of the relationship between insulin sensitivity and beta-cell function in human subjects. 
Evidence for a hyperbolic function.Diabetes, 42, 1663-72. 

Kaprio, J., Tuomilehto, J., Koskenvuo, M., Romanov, K., Reunanen, A., Eriksson, J., 
Stengard, J. and Kesaniemi, Y. A. (1992) Concordance for type 1 (insulin-dependent) and 
type 2 (non-insulin-dependent) diabetes mellitus in a population-based cohort of twins in 
Finland.Diabetologia, 35, 1060-7. 

Karam, J. H., Matin, S. B. and Forsham, P. H. (1975) Antidiabetic drugs after the University 
Group Diabetes Program (UGDP).Annu Rev Pharmacol, 15, 351-66. 

Karlsson, E. and Groop, L. (2007) [MODY--an autosomal dominant type of diabetes. 
Diagnosis via genetic testing results in better treatment].Lakartidningen, 104, 2600-2. 



 
 

 66 

Kawate, R., Yamakido, M., Nishimoto, Y., Bennett, P. H., Hamman, R. F. and Knowler, W. 
C. (1979) Diabetes mellitus and its vascular complications in Japanese migrants on the 
Island of Hawaii.Diabetes Care, 2, 161-70. 

King, H., Aubert, R. E. and Herman, W. H. (1998) Global burden of diabetes, 1995-2025: 
prevalence, numerical estimates, and projections.Diabetes Care, 21, 1414-31. 

King, H. and Rewers, M. (1993) Global estimates for prevalence of diabetes mellitus and 
impaired glucose tolerance in adults. WHO Ad Hoc Diabetes Reporting Group.Diabetes 
Care, 16, 157-77. 

Klein, R., Klein, B. E., Moss, S. E., Davis, M. D. and DeMets, D. L. (1988) Glycosylated 
hemoglobin predicts the incidence and progression of diabetic retinopathy.Jama, 260, 
2864-71. 

Knowler, W. C., Barrett-Connor, E., Fowler, S. E., Hamman, R. F., Lachin, J. M., Walker, E. 
A. and Nathan, D. M. (2002) Reduction in the incidence of type 2 diabetes with lifestyle 
intervention or metformin.N Engl J Med, 346, 393-403. 

Knowler, W. C., Bennett, P. H., Hamman, R. F. and Miller, M. (1978) Diabetes incidence and 
prevalence in Pima Indians: a 19-fold greater incidence than in Rochester, Minnesota.Am J 
Epidemiol, 108, 497-505. 

Knowler, W. C., Pettitt, D. J., Saad, M. F. and Bennett, P. H. (1990) Diabetes mellitus in the 
Pima Indians: incidence, risk factors and pathogenesis.Diabetes Metab Rev, 6, 1-27. 

Knowler, W. C., Pettitt, D. J., Savage, P. J. and Bennett, P. H. (1981) Diabetes incidence in 
Pima indians: contributions of obesity and parental diabetes.Am J Epidemiol, 113, 144-56. 

Ko, G. T., Chan, J. C., Woo, J., Lau, E., Yeung, V. T., Chow, C. C. and Cockram, C. S. 
(1998) The reproducibility and usefulness of the oral glucose tolerance test in screening for 
diabetes and other cardiovascular risk factors.Ann Clin Biochem, 35 ( Pt 1), 62-7. 

Kotronen, A., Seppala-Lindroos, A., Bergholm, R. and Yki-Jarvinen, H. (2008) Tissue 
specificity of insulin resistance in humans: fat in the liver rather than muscle is associated 
with features of the metabolic syndrome.Diabetologia, 51, 130-8. 

Kriska, A. M., LaPorte, R. E., Pettitt, D. J., Charles, M. A., Nelson, R. G., Kuller, L. H., 
Bennett, P. H. and Knowler, W. C. (1993) The association of physical activity with 
obesity, fat distribution and glucose intolerance in Pima Indians.Diabetologia, 36, 863-9. 

Lang, D. A., Matthews, D. R., Burnett, M. and Turner, R. C. (1981) Brief, irregular 
oscillations of basal plasma insulin and glucose concentrations in diabetic man.Diabetes, 
30, 435-9. 

Larsson, H. and Ahren, B. (1998) Glucose-dependent arginine stimulation test for 
characterization of islet function: studies on reproducibility and priming effect of 
arginine.Diabetologia, 41, 772-7. 

Leahy, J. L., Cooper, H. E., Deal, D. A. and Weir, G. C. (1986) Chronic hyperglycemia is 
associated with impaired glucose influence on insulin secretion. A study in normal rats 
using chronic in vivo glucose infusions.J Clin Invest, 77, 908-15. 

Lee, S., Tsirbas, A., Goldberg, R. A. and McCann, J. D. (2007) Thiazolidinedione induced 
thyroid associated orbitopathy.BMC Ophthalmol, 7, 8. 

Lehmann, J. M., Moore, L. B., Smith-Oliver, T. A., Wilkison, W. O., Willson, T. M. and 
Kliewer, S. A. (1995) An antidiabetic thiazolidinedione is a high affinity ligand for 
peroxisome proliferator-activated receptor gamma (PPAR gamma).J Biol Chem, 270, 
12953-6. 

Lemberger, T., Desvergne, B. and Wahli, W. (1996) Peroxisome proliferator-activated 
receptors: a nuclear receptor signaling pathway in lipid physiology.Annu Rev Cell Dev 
Biol, 12, 335-63. 

Levin, F., Kazim, M., Smith, T. J. and Marcovici, E. (2005) Rosiglitazone-induced 
proptosis.Arch Ophthalmol, 123, 119-21. 



 
 

 67 

Lillioja, S., Mott, D. M., Spraul, M., Ferraro, R., Foley, J. E., Ravussin, E., Knowler, W. C., 
Bennett, P. H. and Bogardus, C. (1993) Insulin resistance and insulin secretory dysfunction 
as precursors of non-insulin-dependent diabetes mellitus. Prospective studies of Pima 
Indians.N Engl J Med, 329, 1988-92. 

Lo, S. S., Tun, R. Y., Hawa, M. and Leslie, R. D. (1991) Studies of diabetic twins.Diabetes 
Metab Rev, 7, 223-38. 

Lundgren, H., Bengtsson, C., Blohme, G., Lapidus, L. and Waldenstrom, J. (1990) Fasting 
serum insulin concentration and early insulin response as risk determinants for developing 
diabetes.Diabet Med, 7, 407-13. 

Lyssenko, V., Almgren, P., Anevski, D., Perfekt, R., Lahti, K., Nissen, M., Isomaa, B., 
Forsen, B., Homstrom, N., Saloranta, C., Taskinen, M. R., Groop, L. and Tuomi, T. (2005) 
Predictors of and longitudinal changes in insulin sensitivity and secretion preceding onset 
of type 2 diabetes.Diabetes, 54, 166-74. 

Madsbad, S., Krarup, T., McNair, P., Christiansen, C., Faber, O. K., Transbol, I. and Binder, 
C. (1981) Practical clinical value of the C-peptide response to glucagon stimulation in the 
choice of treatment in diabetes mellitus.Acta Med Scand, 210, 153-6. 

Malaisse, W. J. (2003) Pharmacology of the meglitinide analogs: new treatment options for 
type 2 diabetes mellitus.Treat Endocrinol, 2, 401-14. 

Mari, A., Schmitz, O., Gastaldelli, A., Oestergaard, T., Nyholm, B. and Ferrannini, E. (2002) 
Meal and oral glucose tests for assessment of beta -cell function: modeling analysis in 
normal subjects.Am J Physiol Endocrinol Metab, 283, E1159-66. 

Masson, S. and Latini, R. (2008) Amino-terminal pro-B-type natriuretic peptides and 
prognosis in chronic heart failure.Am J Cardiol, 101, 56-60. 

Matthews, D. R., Hosker, J. P., Rudenski, A. S., Naylor, B. A., Treacher, D. F. and Turner, R. 
C. (1985) Homeostasis model assessment: insulin resistance and beta-cell function from 
fasting plasma glucose and insulin concentrations in man.Diabetologia, 28, 412-9. 

McCance, D. R., Hanson, R. L., Charles, M. A., Jacobsson, L. T., Pettitt, D. J., Bennett, P. H. 
and Knowler, W. C. (1994) Comparison of tests for glycated haemoglobin and fasting and 
two hour plasma glucose concentrations as diagnostic methods for diabetes.Bmj, 308, 
1323-8. 

McLarty, D. G., Swai, A. B., Kitange, H. M., Masuki, G., Mtinangi, B. L., Kilima, P. M., 
Makene, W. J., Chuwa, L. M. and Alberti, K. G. (1989) Prevalence of diabetes and 
impaired glucose tolerance in rural Tanzania.Lancet, 1, 871-5. 

Medici, F., Hawa, M., Ianari, A., Pyke, D. A. and Leslie, R. D. (1999) Concordance rate for 
type II diabetes mellitus in monozygotic twins: actuarial analysis.Diabetologia, 42, 146-50. 

Mellbin, L. G., Malmberg, K., Norhammar, A., Wedel, H. and Ryden, L. (2008) The impact 
of glucose lowering treatment on long-term prognosis in patients with type 2 diabetes and 
myocardial infarction: a report from the DIGAMI 2 trial.Eur Heart J, 29, 166-76. 

Miedema, K. (2004) Towards worldwide standardisation of HbA1c 
determination.Diabetologia, 47, 1143-8. 

Miller, W. C., Lindeman, A. K., Wallace, J. and Niederpruem, M. (1990) Diet composition, 
energy intake, and exercise in relation to body fat in men and women.Am J Clin Nutr, 52, 
426-30. 

Misbin, R. I., Green, L., Stadel, B. V., Gueriguian, J. L., Gubbi, A. and Fleming, G. A. (1998) 
Lactic acidosis in patients with diabetes treated with metformin.N Engl J Med, 338, 265-6. 

Miyazaki, Y., Mahankali, A., Matsuda, M., Glass, L., Mahankali, S., Ferrannini, E., Cusi, K., 
Mandarino, L. J. and DeFronzo, R. A. (2001) Improved glycemic control and enhanced 
insulin sensitivity in type 2 diabetic subjects treated with pioglitazone.Diabetes Care, 24, 
710-9. 



 
 

 68 

Miyazaki, Y., Mahankali, A., Matsuda, M., Mahankali, S., Hardies, J., Cusi, K., Mandarino, 
L. J. and DeFronzo, R. A. (2002a) Effect of pioglitazone on abdominal fat distribution and 
insulin sensitivity in type 2 diabetic patients.J Clin Endocrinol Metab, 87, 2784-91. 

Miyazaki, Y., Matsuda, M. and DeFronzo, R. A. (2002b) Dose-response effect of pioglitazone 
on insulin sensitivity and insulin secretion in type 2 diabetes.Diabetes Care, 25, 517-23. 

Mourits, M. P., Koornneef, L., Wiersinga, W. M., Prummel, M. F., Berghout, A. and van der 
Gaag, R. (1989) Clinical criteria for the assessment of disease activity in Graves' 
ophthalmopathy: a novel approach.Br J Ophthalmol, 73, 639-44. 

Moy, C. S., Songer, T. J., LaPorte, R. E., Dorman, J. S., Kriska, A. M., Orchard, T. J., Becker, 
D. J. and Drash, A. L. (1993) Insulin-dependent diabetes mellitus, physical activity, and 
death.Am J Epidemiol, 137, 74-81. 

Mudaliar, S. and Henry, R. R. (2001) New oral therapies for type 2 diabetes mellitus: The 
glitazones or insulin sensitizers.Annu Rev Med, 52, 239-57. 

Mykkanen, L., Haffner, S. M., Hales, C. N., Ronnemaa, T. and Laakso, M. (1997) The 
relation of proinsulin, insulin, and proinsulin-to-insulin ratio to insulin sensitivity and acute 
insulin response in normoglycemic subjects.Diabetes, 46, 1990-5. 

Mykkanen, L., Zaccaro, D. J., Hales, C. N., Festa, A. and Haffner, S. M. (1999) The relation 
of proinsulin and insulin to insulin sensitivity and acute insulin response in subjects with 
newly diagnosed type II diabetes: the Insulin Resistance Atherosclerosis 
Study.Diabetologia, 42, 1060-6. 

Nagi, D. K., Knowler, W. C., Mohamed-Ali, V., Bennett, P. H. and Yudkin, J. S. (1998) 
Intact proinsulin, des 31,32 proinsulin, and specific insulin concentrations among 
nondiabetic and diabetic subjects in populations at varying risk of type 2 diabetes.Diabetes 
Care, 21, 127-33. 

Nathan, D. M., Buse, J. B., Davidson, M. B., Ferrannini, E., Holman, R. R., Sherwin, R. and 
Zinman, B. (2008) Management of hyperglycaemia in type 2 diabetes mellitus: a 
consensus algorithm for the initiation and adjustment of therapy : Update regarding the 
thiazolidinediones.Diabetologia, 51, 8-11. 

Nissen, S. E. and Wolski, K. (2007) Effect of rosiglitazone on the risk of myocardial 
infarction and death from cardiovascular causes.N Engl J Med, 356, 2457-71. 

Nittala, A., Ghosh, S., Stefanovski, D., Bergman, R. and Wang, X. (2006) Dimensional 
analysis of MINMOD leads to definition of the disposition index of glucose regulation and 
improved simulation algorithm.Biomed Eng Online, 5, 44. 

Nolan, J. J., Ludvik, B., Beerdsen, P., Joyce, M. and Olefsky, J. (1994) Improvement in 
glucose tolerance and insulin resistance in obese subjects treated with troglitazone.N Engl J 
Med, 331, 1188-93. 

Ogawa, S., Takeuchi, K. and Ito, S. (2003) Plasma BNP levels in the treatment of type 2 
diabetes with pioglitazone.J Clin Endocrinol Metab, 88, 3993-6. 

Ohkubo, Y., Kishikawa, H., Araki, E., Miyata, T., Isami, S., Motoyoshi, S., Kojima, Y., 
Furuyoshi, N. and Shichiri, M. (1995) Intensive insulin therapy prevents the progression of 
diabetic microvascular complications in Japanese patients with non-insulin-dependent 
diabetes mellitus: a randomized prospective 6-year study.Diabetes Res Clin Pract, 28, 103-
17. 

Okamoto, Y., Folco, E. J., Minami, M., Wara, A. K., Feinberg, M. W., Sukhova, G. K., 
Colvin, R. A., Kihara, S., Funahashi, T., Luster, A. D. and Libby, P. (2008) Adiponectin 
inhibits the production of CXC receptor 3 chemokine ligands in macrophages and reduces 
T-lymphocyte recruitment in atherogenesis.Circ Res, 102, 218-25. 

Omland, T. and de Lemos, J. A. (2008) Amino-terminal pro-B-type natriuretic peptides in 
stable and unstable ischemic heart disease.Am J Cardiol, 101, 61-6. 



 
 

 69 

Palmer, N. D., Langefeld, C. D., Campbell, J. K., Williams, A. H., Saad, M., Norris, J. M., 
Haffner, S. M., Rotter, J. I., Wagenknecht, L. E., Bergman, R. N., Rich, S. S. and Bowden, 
D. W. (2006) Genetic mapping of disposition index and acute insulin response loci on 
chromosome 11q. The Insulin Resistance Atherosclerosis Study (IRAS) Family 
Study.Diabetes, 55, 911-8. 

Pan, X. R., Li, G. W., Hu, Y. H., Wang, J. X., Yang, W. Y., An, Z. X., Hu, Z. X., Lin, J., 
Xiao, J. Z., Cao, H. B., Liu, P. A., Jiang, X. G., Jiang, Y. Y., Wang, J. P., Zheng, H., 
Zhang, H., Bennett, P. H. and Howard, B. V. (1997) Effects of diet and exercise in 
preventing NIDDM in people with impaired glucose tolerance. The Da Qing IGT and 
Diabetes Study.Diabetes Care, 20, 537-44. 

Perley, M. J. and Kipnis, D. M. (1967) Plasma insulin responses to oral and intravenous 
glucose: studies in normal and diabetic sujbjects.J Clin Invest, 46, 1954-62. 

Pfeifer, M. A., Halter, J. B. and Porte, D., Jr. (1981) Insulin secretion in diabetes mellitus.Am 
J Med, 70, 579-88. 

Pfutzner, A., Marx, N., Lubben, G., Langenfeld, M., Walcher, D., Konrad, T. and Forst, T. 
(2005) Improvement of cardiovascular risk markers by pioglitazone is independent from 
glycemic control: results from the pioneer study.J Am Coll Cardiol, 45, 1925-31. 

Phillips, D. I., Clark, P. M., Hales, C. N. and Osmond, C. (1994) Understanding oral glucose 
tolerance: comparison of glucose or insulin measurements during the oral glucose tolerance 
test with specific measurements of insulin resistance and insulin secretion.Diabet Med, 11, 
286-92. 

Pischon, T., Girman, C. J., Hotamisligil, G. S., Rifai, N., Hu, F. B. and Rimm, E. B. (2004) 
Plasma adiponectin levels and risk of myocardial infarction in men.Jama, 291, 1730-7. 

Poirier, P., Bogaty, P., Garneau, C., Marois, L. and Dumesnil, J. G. (2001) Diastolic 
dysfunction in normotensive men with well-controlled type 2 diabetes: importance of 
maneuvers in echocardiographic screening for preclinical diabetic 
cardiomyopathy.Diabetes Care, 24, 5-10. 

Polonsky, K. S., Given, B. D., Hirsch, L. J., Tillil, H., Shapiro, E. T., Beebe, C., Frank, B. H., 
Galloway, J. A. and Van Cauter, E. (1988) Abnormal patterns of insulin secretion in non-
insulin-dependent diabetes mellitus.N Engl J Med, 318, 1231-9. 

Poulsen, P., Kyvik, K. O., Vaag, A. and Beck-Nielsen, H. (1999) Heritability of type II (non-
insulin-dependent) diabetes mellitus and abnormal glucose tolerance--a population-based 
twin study.Diabetologia, 42, 139-45. 

Pratley, R. E. and Weyer, C. (2001) The role of impaired early insulin secretion in the 
pathogenesis of Type II diabetes mellitus.Diabetologia, 44, 929-45. 

Prewitt, T. E., Schmeisser, D., Bowen, P. E., Aye, P., Dolecek, T. A., Langenberg, P., Cole, 
T. and Brace, L. (1991) Changes in body weight, body composition, and energy intake in 
women fed high- and low-fat diets.Am J Clin Nutr, 54, 304-10. 

Prout, T. E. (1971) A prospective view of the treatment of adult-onset diabetes with special 
reference to the University Group Diabetes Program and oral hypoglycemic agents.Med 
Clin North Am, 55, 1065-75. 

Putz, D. M., Goldner, W.S., Bar, R.S., Haynes, W.G., Sivitz, W.I. (2004) Adiponectin and C-
reactive protein in obesity, type 2 diabetes, and monodrug therapy.Metabolism - Clinical 
and Experimental, 53, 1454-1461. 

Rasouli, N., Raue, U., Miles, L. M., Lu, T., Di Gregorio, G. B., Elbein, S. C. and Kern, P. A. 
(2005) Pioglitazone improves insulin sensitivity through reduction in muscle lipid and 
redistribution of lipid into adipose tissue.Am J Physiol Endocrinol Metab, 288, E930-4. 

Reaven, G. M. (1988) Banting lecture 1988. Role of insulin resistance in human 
disease.Diabetes, 37, 1595-607. 



 
 

 70 

Robertson, R. P. and Porte, D., Jr. (1973) The glucose receptor. A defective mechanism in 
diabetes mellitus distinct from the beta adrenergic receptor.J Clin Invest, 52, 870-6. 

Rorsman, P. (1997) The pancreatic beta-cell as a fuel sensor: an electrophysiologist's 
viewpoint.Diabetologia, 40, 487-95. 

Rosenblatt, S., Miskin, B., Glazer, N. B., Prince, M. J. and Robertson, K. E. (2001) The 
impact of pioglitazone on glycemic control and atherogenic dyslipidemia in patients with 
type 2 diabetes mellitus.Coron Artery Dis, 12, 413-23. 

Rosenstock, J., Sugimoto, D., Strange, P., Stewart, J. A., Soltes-Rak, E. and Dailey, G. (2006) 
Triple therapy in type 2 diabetes: insulin glargine or rosiglitazone added to combination 
therapy of sulfonylurea plus metformin in insulin-naive patients.Diabetes Care, 29, 554-9. 

Rubins, H. B., Robins, S. J., Collins, D., Fye, C. L., Anderson, J. W., Elam, M. B., Faas, F. 
H., Linares, E., Schaefer, E. J., Schectman, G., Wilt, T. J. and Wittes, J. (1999) 
Gemfibrozil for the secondary prevention of coronary heart disease in men with low levels 
of high-density lipoprotein cholesterol. Veterans Affairs High-Density Lipoprotein 
Cholesterol Intervention Trial Study Group.N Engl J Med, 341, 410-8. 

Saad, M. F., Kahn, S. E., Nelson, R. G., Pettitt, D. J., Knowler, W. C., Schwartz, M. W., 
Kowalyk, S., Bennett, P. H. and Porte, D., Jr. (1990) Disproportionately elevated 
proinsulin in Pima Indians with noninsulin-dependent diabetes mellitus.J Clin Endocrinol 
Metab, 70, 1247-53. 

Saltiel, A. R. and Olefsky, J. M. (1996) Thiazolidinediones in the treatment of insulin 
resistance and type II diabetes.Diabetes, 45, 1661-9. 

Saxena, R., Voight, B. F., Lyssenko, V., Burtt, N. P., de Bakker, P. I., Chen, H., Roix, J. J., 
Kathiresan, S., Hirschhorn, J. N., Daly, M. J., Hughes, T. E., Groop, L., Altshuler, D., 
Almgren, P., Florez, J. C., Meyer, J., Ardlie, K., Bengtsson Bostrom, K., Isomaa, B., 
Lettre, G., Lindblad, U., Lyon, H. N., Melander, O., Newton-Cheh, C., Nilsson, P., Orho-
Melander, M., Rastam, L., Speliotes, E. K., Taskinen, M. R., Tuomi, T., Guiducci, C., 
Berglund, A., Carlson, J., Gianniny, L., Hackett, R., Hall, L., Holmkvist, J., Laurila, E., 
Sjogren, M., Sterner, M., Surti, A., Svensson, M., Tewhey, R., Blumenstiel, B., Parkin, M., 
Defelice, M., Barry, R., Brodeur, W., Camarata, J., Chia, N., Fava, M., Gibbons, J., 
Handsaker, B., Healy, C., Nguyen, K., Gates, C., Sougnez, C., Gage, D., Nizzari, M., 
Gabriel, S. B., Chirn, G. W., Ma, Q., Parikh, H., Richardson, D., Ricke, D. and Purcell, S. 
(2007) Genome-wide association analysis identifies loci for type 2 diabetes and 
triglyceride levels.Science, 316, 1331-6. 

Scherbaum, W. A. and Goke, B. (2002) Metabolic efficacy and safety of once-daily 
pioglitazone monotherapy in patients with type 2 diabetes: a double-blind, placebo-
controlled study.Horm Metab Res, 34, 589-95. 

Schwartz, A. V., Sellmeyer, D. E., Vittinghoff, E., Palermo, L., Lecka-Czernik, B., Feingold, 
K. R., Strotmeyer, E. S., Resnick, H. E., Carbone, L., Beamer, B. A., Park, S. W., Lane, N. 
E., Harris, T. B. and Cummings, S. R. (2006) Thiazolidinedione use and bone loss in older 
diabetic adults.J Clin Endocrinol Metab, 91, 3349-54. 

Segal, K. R., Van Loan, M., Fitzgerald, P. I., Hodgdon, J. A. and Van Itallie, T. B. (1988) 
Lean body mass estimation by bioelectrical impedance analysis: a four-site cross-
validation study.Am J Clin Nutr, 47, 7-14. 

Shadid, S. and Jensen, M. D. (2003) Effects of pioglitazone versus diet and exercise on 
metabolic health and fat distribution in upper body obesity.Diabetes Care, 26, 3148-52. 

Sievenpiper, J. L., Jenkins, D. J., Josse, R. G. and Vuksan, V. (2001) Dilution of the 75-g oral 
glucose tolerance test improves overall tolerability but not reproducibility in subjects with 
different body compositions.Diabetes Res Clin Pract, 51, 87-95. 

Silink, M. (2007) United Nations Resolution 61/225--what does it mean to the diabetes 
world?Int J Clin Pract Suppl, 5-8. 



 
 

 71 

Singh, S., Loke, Y. K. and Furberg, C. D. (2007) Thiazolidinediones and heart failure: a teleo-
analysis.Diabetes Care, 30, 2148-53. 

Skarfors, E. T., Selinus, K. I. and Lithell, H. O. (1991) Risk factors for developing non-insulin 
dependent diabetes: a 10 year follow up of men in Uppsala.Bmj, 303, 755-60. 

Smith, S. R., De Jonge, L., Volaufova, J., Li, Y., Xie, H. and Bray, G. A. (2005) Effect of 
pioglitazone on body composition and energy expenditure: a randomized controlled 
trial.Metabolism, 54, 24-32. 

Smith, T. J., Koumas, L., Gagnon, A., Bell, A., Sempowski, G. D., Phipps, R. P. and Sorisky, 
A. (2002) Orbital fibroblast heterogeneity may determine the clinical presentation of 
thyroid-associated ophthalmopathy.J Clin Endocrinol Metab, 87, 385-92. 

Starkey, K., Heufelder, A., Baker, G., Joba, W., Evans, M., Davies, S. and Ludgate, M. 
(2003) Peroxisome proliferator-activated receptor-gamma in thyroid eye disease: 
contraindication for thiazolidinedione use?J Clin Endocrinol Metab, 88, 55-9. 

Steffes, M. W., Gross, M. D., Schreiner, P. J., Yu, X., Hilner, J. E., Gingerich, R. and Jacobs, 
D. R., Jr. (2004) Serum adiponectin in young adults--interactions with central adiposity, 
circulating levels of glucose, and insulin resistance: the CARDIA study.Ann Epidemiol, 14, 
492-8. 

Stumvoll, M., Nurjhan, N., Perriello, G., Dailey, G. and Gerich, J. E. (1995) Metabolic effects 
of metformin in non-insulin-dependent diabetes mellitus.N Engl J Med, 333, 550-4. 

Tarnow, L., Hildebrandt, P., Hansen, B. V., Borch-Johnsen, K. and Parving, H. H. (2005) 
Plasma N-terminal pro-brain natriuretic peptide as an independent predictor of mortality in 
diabetic nephropathy.Diabetologia, 48, 149-55. 

Taylor, S. I., Accili, D. and Imai, Y. (1994) Insulin resistance or insulin deficiency. Which is 
the primary cause of NIDDM?Diabetes, 43, 735-40. 

Tessier, D., Dawson, K., Tetrault, J. P., Bravo, G. and Meneilly, G. S. (1994) Glibenclamide 
vs gliclazide in type 2 diabetes of the elderly.Diabet Med, 11, 974-80. 

Tripathy, D., Wessman, Y., Gullstrom, M., Tuomi, T. and Groop, L. (2003) Importance of 
obtaining independent measures of insulin secretion and insulin sensitivity during the same 
test: results with the Botnia clamp.Diabetes Care, 26, 1395-401. 

Triplitt, C., Glass, L., Miyazaki, Y., Wajcberg, E., Gastaldelli, A., De Filippis, E., Cersosimo, 
E. and DeFronzo, R. A. (2006) Comparison of glargine insulin versus rosiglitazone 
addition in poorly controlled type 2 diabetic patients on metformin plus 
sulfonylurea.Diabetes Care, 29, 2371-7. 

Tuomilehto, J., Lindstrom, J., Eriksson, J. G., Valle, T. T., Hamalainen, H., Ilanne-Parikka, 
P., Keinanen-Kiukaanniemi, S., Laakso, M., Louheranta, A., Rastas, M., Salminen, V. and 
Uusitupa, M. (2001) Prevention of type 2 diabetes mellitus by changes in lifestyle among 
subjects with impaired glucose tolerance.N Engl J Med, 344, 1343-50. 

Unger, R. H. (1995) Lipotoxicity in the pathogenesis of obesity-dependent NIDDM. Genetic 
and clinical implications.Diabetes, 44, 863-70. 

Utzschneider, K. M., Prigeon, R. L., Carr, D. B., Hull, R. L., Tong, J., Shofer, J. B., Retzlaff, 
B. M., Knopp, R. H. and Kahn, S. E. (2006) Impact of differences in fasting glucose and 
glucose tolerance on the hyperbolic relationship between insulin sensitivity and insulin 
responses.Diabetes Care, 29, 356-62. 

Wallace, T. M., Levy, J. C. and Matthews, D. R. (2004) An increase in insulin sensitivity and 
basal beta-cell function in diabetic subjects treated with pioglitazone in a placebo-
controlled randomized study.Diabet Med, 21, 568-76. 

van de Laar, F. A., Lucassen, P. L., Akkermans, R. P., van de Lisdonk, E. H., Rutten, G. E. 
and van Weel, C. (2005) Alpha-glucosidase inhibitors for patients with type 2 diabetes: 
results from a Cochrane systematic review and meta-analysis.Diabetes Care, 28, 154-63. 



 
 

 72 

Van Haeften, T. W., Van Maarschalkerweerd, W. W., Gerich, J. E. and Van der Veen, E. A. 
(1991) Decreased insulin secretory capacity and normal pancreatic B-cell glucose 
sensitivity in non-obese patients with NIDDM.Eur J Clin Invest, 21, 168-74. 

Ward, W. K., Bolgiano, D. C., McKnight, B., Halter, J. B. and Porte, D., Jr. (1984) 
Diminished B cell secretory capacity in patients with noninsulin-dependent diabetes 
mellitus.J Clin Invest, 74, 1318-28. 

Ward, W. K., LaCava, E. C., Paquette, T. L., Beard, J. C., Wallum, B. J. and Porte, D., Jr. 
(1987) Disproportionate elevation of immunoreactive proinsulin in type 2 (non-insulin-
dependent) diabetes mellitus and in experimental insulin resistance.Diabetologia, 30, 698-
702. 

Weijnen, C. F., Rich, S. S., Meigs, J. B., Krolewski, A. S. and Warram, J. H. (2002) Risk of 
diabetes in siblings of index cases with Type 2 diabetes: implications for genetic 
studies.Diabet Med, 19, 41-50. 

Weyer, C., Bogardus, C., Mott, D. M. and Pratley, R. E. (1999) The natural history of insulin 
secretory dysfunction and insulin resistance in the pathogenesis of type 2 diabetes 
mellitus.J Clin Invest, 104, 787-94. 

Weyer, C., Funahashi, T., Tanaka, S., Hotta, K., Matsuzawa, Y., Pratley, R. E. and Tataranni, 
P. A. (2001a) Hypoadiponectinemia in obesity and type 2 diabetes: close association with 
insulin resistance and hyperinsulinemia.J Clin Endocrinol Metab, 86, 1930-5. 

Weyer, C., Tataranni, P. A., Bogardus, C. and Pratley, R. E. (2001b) Insulin resistance and 
insulin secretory dysfunction are independent predictors of worsening of glucose tolerance 
during each stage of type 2 diabetes development.Diabetes Care, 24, 89-94. 

Wilkin, T. J. (2001) The accelerator hypothesis: weight gain as the missing link between Type 
I and Type II diabetes.Diabetologia, 44, 914-22. 

Wilkin, T. J. (2007) Changing perspectives in diabetes: their impact on its 
classification.Diabetologia, 50, 1587-92. 

Willson, T. M., Lambert, M. H. and Kliewer, S. A. (2001) Peroxisome proliferator-activated 
receptor gamma and metabolic disease.Annu Rev Biochem, 70, 341-67. 

Vondrichova, T., de Capretz, A., Parikh, H., Frenander, C., Asman, P., Aberg, M., Groop, L., 
Hallengren, B. and Lantz, M. (2007) COX-2 and SCD, markers of inflammation and 
adipogenesis, are related to disease activity in Graves' ophthalmopathy.Thyroid, 17, 511-7. 

Yalow, R. S. and Berson, S. A. (1960) Plasma insulin concentrations in nondiabetic and early 
diabetic subjects. Determinations by a new sensitive immuno-assay technic.Diabetes, 9, 
254-60. 

Yoshioka, N., Kuzuya, T., Matsuda, A., Taniguchi, M. and Iwamoto, Y. (1988) Serum 
proinsulin levels at fasting and after oral glucose load in patients with type 2 (non-insulin-
dependent) diabetes mellitus.Diabetologia, 31, 355-60. 

Zethelius, B., Byberg, L., Hales, C. N., Lithell, H. and Berne, C. (2002) Proinsulin is an 
independent predictor of coronary heart disease: Report from a 27-year follow-up 
study.Circulation, 105, 2153-8. 

Zethelius, B., Lithell, H., Hales, C. N. and Berne, C. (2005) Insulin sensitivity, proinsulin and 
insulin as predictors of coronary heart disease. A population-based 10-year, follow-up 
study in 70-year old men using the euglycaemic insulin clamp.Diabetologia, 48, 862-7. 

Zhou, G., Myers, R., Li, Y., Chen, Y., Shen, X., Fenyk-Melody, J., Wu, M., Ventre, J., 
Doebber, T., Fujii, N., Musi, N., Hirshman, M. F., Goodyear, L. J. and Moller, D. E. 
(2001) Role of AMP-activated protein kinase in mechanism of metformin action.J Clin 
Invest, 108, 1167-74. 

Zimmet, P., Alberti, K. G. and Shaw, J. (2001) Global and societal implications of the 
diabetes epidemic.Nature, 414, 782-7. 

 


