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Abstract

Postprandial hyperglycemia is associated with increased cardiovascular mortality; therefore, lowering postprandial hyperglycemia seems
crucial in type 2 diabetes mellitus. We assessed the effect of 2 different postprandial glucose-lowering agents, the α-glucosidase inhibitor
miglitol and the meglitinide analogue mitiglinide, on metabolic profile and atherosclerosis-related markers. Glucose levels, insulin levels,
lipid profile, serum adiponectin, pulse wave velocity (PWV), and urinary albumin excretion rate (AER) were assessed before and after
3 months in 28 patients with type 2 diabetes mellitus randomly allocated to either miglitol 150 mg/d or mitiglinide 30 mg/d. Both agents
improved postprandial glucose levels but exhibited different patterns of insulin levels. Body mass index (BMI) tended to decrease with
miglitol (P = .06), and homeostasis model assessment of insulin resistance and AER significantly decreased (P b .05 and P b .001,
respectively) with miglitol; these changes were not obtained with mitiglinide. Pulse wave velocity did not change. The 3-month changes in
1,5-anhydroglucitol levels were significantly more with miglitol than with mitiglinide (P = .007). Adiponectin levels were significantly
increased only with miglitol (P b .01), and the 3-month changes were significantly more with miglitol than with mitiglinide (P = .048). The
significant increase in adiponectin by miglitol was inversely correlated with the ratio of the 60-minute change in blood glucose at 3 months
divided by the change at baseline (r = −0.59, P = .020), which was independent of the effect of age, sex, changes in hemoglobin A1c and
BMI, and the baseline concentration of adiponectin. The present comparative study indicated favorable effects of miglitol on BMI,
homeostasis model assessment of insulin resistance, adiponectin, and AER, which are markers related to insulin resistance and
atherosclerosis. Future studies are needed to elucidate the long-term effect.
© 2007 Elsevier Inc. All rights reserved.
1. Introduction

Epidemiological or other large-scale studies have shown
that postchallenge hyperglycemia is associated with
increased cardiovascular mortality in type 2 diabetes mellitus
[1-3]. Postprandial hyperglycemia is a prominent and early
defect in type 2 diabetes mellitus. Postprandial hyperglyce-
mia and/or concomitant hypertriglyceridemia may induce
endothelial dysfunction and inflammation and play an
important role in the progression of unstable plaque and
atherosclerotic disease [4]. However, the mechanism is
presently unknown. Reduction in adiponectin seems to be
closely associated with insulin resistance and obesity as
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compared with other adipokines [5]; and moreover, it plays a
protective role in the vascular inflammation and development
of atherosclerosis [6]. It can be hypothesized that post-
prandial hyperglycemia might affect adiponectin because
lifestyle changes have been reported to affect adiponectin
levels [5,7,8], but this remains at present hypothetical.

The importance of postprandial hyperglycemia has
attracted considerable attention for the possibility of
developing antidiabetic treatments designed to limit post-
prandial glucose excursions. Two different antidiabetic
agents that lower postprandial blood glucose excursions
have been available. One is an α-glucosidase inhibitor,
which reduces or delays carbohydrate digestion by compe-
titive enzyme inhibition at the ciliated border of the small
intestine [9]. The other is a meglitinide analogue, which is a
rapid-onset and rapidly reversible insulinotropic agent that
restores early postprandial insulin secretion in a glucose-
dependent manner [10]. Miglitol [9,11] and mitiglinide

http://dx.doi.org/10.1016/j.metabol.2007.06.010


1459H. Yokoyama et al. / Metabolism Clinical and Experimental 56 (2007) 1458–1463
[10,12] are now the most newly available agents of α-
glucosidase inhibitor and meglitinide analogue, respectively.
The aim of this study was to investigate prospectively the
short-term effect of the 2 different agents, miglitol and
mitiglinide, on the metabolic profile and whether this effect
leads to differences in atherosclerosis-related markers.
Adiponectin seems to be protective against atherogenesis
[6]. Slightly increased urinary albumin excretion rate (AER)
seems to be a marker of cardiovascular disease not only in
diabetic subjects but also in the general population [13,14].
Aortic pulse wave velocity (PWV), which reflects arterial
stiffness, is a marker of both the severity of vascular damage
and the prognosis of atherosclerotic vascular disease in
patients with hypertension and diabetes [15,16] and in the
general population [17]. We assessed adiponectin, AER, and
PWV as atherosclerosis-related markers. If the different
metabolic profile were associated with differences in these
markers, this would provide a clue to preventing the
atherosclerotic disease process at an early stage.
2. Research design and methods

Patients with type 2 diabetes mellitus were recruited from
the outpatient clinic of Jiyugaoka Internal Medicine. Type 2
diabetes mellitus was diagnosed according to the Japan
Diabetes Society criteria. Inclusion criteria included age
older than 35 years, never treated with antidiabetic agents,
treated by diet and exercise for more than 3 months but still
having a glycosylated hemoglobin A1C level (A1c) between
6.0% and 9.0%. Subjects with impaired hepatic, renal, or
cardiac function were excluded. A total of 30 patients
participated in the study and were randomly assigned to
either miglitol, at a standard dose of 50 mg, or mitiglinide, at
a standard dose of 10 mg, before each meal. The study was
carried out in accordance with the Helsinki Declaration II
and approved by the ethical committee, with written
informed consent given by all participants.

At baseline and 3 months, meal tolerance test was
performed after an overnight fast (more than 12 hours). Each
test was performed without the medication at baseline and
with the medication at 3 months. The same prespecified
breakfast was prepared, containing 63.8 g carbohydrate, 24.6
g protein, 11.0 g fat, 1.2 g sodium, and a total of 466 calories.
Blood samples were drawn before and after 30, 60, and 120
minutes. During the follow-up, 2 patients discontinued visits,
leaving a total of 28 subjects. Six and 3 patients had been
treated with antihypertensive and antihyperlipidemic agents,
respectively, which were not changed during the study. The
plasma glucose concentration was measured by the glucose
oxidase method. The A1c was measured by high-perfor-
mance liquid chromatography (ADAMS A1C HA8160;
Arkray, Kyoto, Japan; reference range, 4.3%-5.8%). This
method was standardized by the Japan Diabetes Society and
was calibrated every 2 weeks using GlycoHB (Kokusai
Shiyaku, Kobe, Japan) as a control. Serum concentrations of
1,5-anhydroglucitol (AG) was measured by enzymatic
method (Determina-L 1.5 AG; Kyowa Medics, Japan;
normal N14.0 μg/mL). 1,5-Anhydroglucitol is a more
sensitive indicator of glucose excursions than A1c and is
useful in conjunction with A1c to assess glycemic control in
patients with moderate or good control [18]. Adiponectin
was measured by enzyme-linked immunosorbent assay
(human adiponectin enzyme-linked immunosorbent assay
kit; Otsuka, Tokyo, Japan). Serum insulin was measured by
immunoradiometric assay (Insulin RIA BEADS II; Yamasa
Shoyu, Tokyo, Japan). The urinary albumin concentration
was determined by turbidimetric immunoassay with the use
of a Superior-Microalbumin kit (DPC, Tokyo, Japan) and
was corrected for urinary creatinine concentration, which
was measured by the enzymatic reaction. The interassay
variation coefficients were 5% to 8% for all assays.

Brachial-ankle PWV was measured using a volume-
plethynographic apparatus (form PWV/ABI version-112;
Colin, Komaki, Japan). This instrument records PWV, ankle
brachial index, blood pressure, electrocardiogram, and heart
sounds simultaneously and automatically. Details of the
method have been described elsewhere [16]. The normal
values of PWV (in centimeters per second) in healthy
subjects were 1376 ± 373 (mean ± SD) in men and 1352 ±
222 in women (n = 598; aged 45 to 75 years; mean age, 61 ±
6; 376 men, 222 women) [16].

2.1. Statistical analysis

Results are given as the mean ± SD unless otherwise
stated. Differences between relevant groups were tested by
means of unpaired Student t test for continuous variables and
the χ2 test for discrete variables. The influences of various
variables on changes in adiponectin were explored by simple
(Pearson coefficient correlations) and multiple (with condi-
tional backward selection) linear regression analysis. Two-
tailed unpaired Student t test or 1-way factorial analysis of
variance (ANOVA), followed by Bonferroni post hoc
intragroup comparisons, was used to compare intergroup
or intragroup means. Comparisons of time curves during
meal tolerance test were analyzed by 2-factor repeated-
measures ANOVA, followed by Bonferroni post hoc
intragroup comparisons. The distributions of AER, trigly-
ceride, and adiponectin were normalized by logarithmic
transformation before statistical analysis. P values of less
than 5% (2-tailed) were considered to be significant.
3. Results

Overall, the mean age was 58 years; sex distribution,
82:18 (male-female); body mass index (BMI), 25.7; mean
duration of diabetes, 3 years; A1c, 7.4%; and systemic blood
pressure, 123/71 mm Hg. As shown in Table 1, all variables
at baseline were quite similar between the groups except for
a slightly higher triglyceride level in the miglitol group. After
3 months, glycemic control was improved more with



Table 1
Clinical variables at baseline and the changes after miglitol or mitiglinide
treatment in patients with type 2 diabetes mellitus

Miglitol Mitiglinide P

Male-female 13:2 10:3 .860
Age (y) 57 ± 9 60 ± 10 .537
Duration of diabetes (y) 4 ± 4 3 ± 3 .902
BMI
Baseline 25.7 ± 3.1 25.6 ± 2.9 .898
Change from baseline −0.58 ± 1.24 0.28 ± 1.08 .064

Systolic blood pressure
(mm Hg)
Baseline 125 ± 7 120 ± 17 .366
Change from baseline −2 ± 11 1 ± 12 .576

Diastolic blood pressure
(mm Hg)
Baseline 72 ± 6 70 ± 10 .513
Change from baseline −2 ± 7 2 ± 3 .112

A1c %
Baseline 7.4 ± 0.8 7.4 ± 0.6 .988
Change from baseline −0.9 ± 0.7 ⁎⁎ −0.5 ± 0.8 ⁎⁎⁎⁎ .170

1,5-AG (μg/mL)
Baseline 5.04 ± 4.88 4.93 ± 1.54 .939
Change from baseline 7.64 ± 5.36 ⁎ 2.90 ± 2.59 ⁎⁎⁎ .007

Fasting TG (mg/dL) a

Baseline 197 (116 to 306) 127 (97 to 159) .049
Change from baseline −51 (−90 to −51) −17 (−37 to 22) .471

2-h postprandial TG (mg/dL) a

Baseline 211 (130 to 289) 167 (120 to 194) .112
Change from baseline −12 (−107 to 13) −25 (−42 to 18) .650

TC (mg/dL)
Baseline 221 ± 64 197 ± 31 .228
Change from baseline −12 ± 34 −8 ± 29 .768

HDL (mg/dL)
Baseline 49 ± 8 52 ± 9 .340
Change from baseline 0 ± 8 1 ± 9 .721

Adiponectin (μg/mL) a

Baseline 4.20
(3.64 to 4.70)

5.42
(4.27 to 6.60)

.087

Change from baseline 0.83
(0.26 to 0.94) ⁎⁎⁎

0.13
(−0.48 to 1.01)

.048

AER (mg/g Cr) a

Baseline 18.7 (12.1 to 28.1) 6.6 (6.5 to 52.2) .432
Change from baseline −4.75

(−6.8 to −1.5) ⁎⁎
−0.60
(−5.25 to 0.63)

.165

PWV (cm/s)
Baseline 1602 ± 235 1608 ± 372 .956
Change from baseline −19 ± 193 −18 ± 204 .989

HOMA-IR
Baseline 4.82 ± 4.45 4.26 ± 2.78 .697
Change from baseline −2.12 ± 3.88 ⁎⁎⁎⁎ −0.15 ± 2.72 .069

Meal tolerance at baseline
Plasma glucose (mg/dL)
0 min 174 ± 37 172 ± 35 .870
30-min change from 0 min 69 ± 23 71 ± 19 .781
60-min change from 0 min 99 ± 32 107 ± 27 .442
120-min change from 0 min 65 ± 58 78 ± 32 .491
AUC0-120min (mg·h/dL) 489 ± 81 498 ± 80 .758
Serum insulin (μmol/mL)
0 min 10.4 ± 7.5 10.0 ± 6.4 .893
30-min change from 0 min 12.9 ± 16.1 15.0 ± 6.6 .668
60-min change from 0 min 26.6 ± 25.0 34.3 ± 21.3 .390
120-min change from 0 min 32.4 ± 39.7 40.3 ± 33.9 .576
AUC0-120min (μmol·h/mL) 63.4 ± 46.1 73.5 ± 46.1 .568

Table 1 (continued)

Miglitol Mitiglinide P

Meal tolerance after 3 mo
Plasma glucose (mg/dL)
0 min 145 ± 18 ⁎⁎⁎ 158 ± 28 ⁎⁎⁎⁎ .164
30-min change from 0 min 22 ± 14 ⁎ 59 ± 27 ⁎⁎⁎⁎ .000
60-min change from 0 min 50 ± 27 ⁎ 62 ± 31 ⁎⁎ .283
120-min change from 0 min 66 ± 34 28 ± 24 ⁎ .002
AUC0-120min (mg·h/dL) 372 ± 59 ⁎ 406 ± 64 ⁎⁎ .160
Serum insulin (μmol/mL)
0 min 7.5 ± 4.2 10.3 ± 9.0 .300
30-min change from 0 min 4.1 ± 6.3 ⁎⁎⁎⁎ 45.2 ± 28.2 ⁎⁎ .000
60-min change from 0 min 11.3 ± 9.7 ⁎⁎⁎⁎ 53.2 ± 34.3 ⁎⁎⁎ .000
120-min change from 0 min 25.7 ± 21.2 39.9 ± 44.0 .277
AUC0-120min

(μmol·h/mL)
38.4 ± 23.2 ⁎⁎⁎ 103.0 ± 72.3 ⁎⁎⁎ .003

Meal tolerance test was performed at baseline and 3 months after each
treatment, and the changes in plasma glucose and serum insulin during the
test are shown. TG indicates triglyceride; TC, total cholesterol; HDL, high-
density lipoprotein; Cr, creatinine.

a Median and interquartile range are given.
⁎ P b .0001 from baseline.
⁎⁎ P b .001 from baseline.
⁎⁎⁎ P b .01 from baseline.
⁎⁎⁎⁎ P b .05 from baseline.
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miglitol than with mitiglinide in terms of changes in 1,5-AG.
Changes in serum concentration of the lipid profiles were not
different between the groups. Serum concentration of
adiponectin at 3 months was increased significantly only
with miglitol (P = .001), and the change between the groups
was significantly different (P = .048) even after correction
for body weight (P = .017). The AER and homeostasis model
assessment of insulin resistance (HOMA-IR) were signifi-
cantly decreased after miglitol treatment (P b .001 and P b
.05, respectively), which was not obtained by mitiglinide.
The BMI tended to decrease with miglitol (P = .06), but the
changes between the groups were not different. In terms of
adverse events, flatulence/diarrhea was observed in 7/5
patients with miglitol and in 0/1 patient with mitiglinide,
where the symptoms were transient and acceptable without
the need to discontinue the agent.

During meal tolerance test at baseline, changes in
plasma glucose and insulin were similar between the groups
(Table 1, Fig. 1). After 3 months, plasma glucose was
decreased significantly more with miglitol than with mitigli-
nide at 30 minutes (P b .0001) and vice versa at 120 minutes
(P = .002). The serum concentration of insulin was
significantly decreased at 60 minutes after miglitol treatment
(P b .05), whereas it was significantly increased at 30 and
60 minutes after mitiglinide treatment (P b .01); therefore, it
was markedly different at 30 and 60 minutes between the
groups (P b .001). Intergroup comparison revealed that, after
3 months, the curve differences between miglitol and miti-
glinide by 2-way repeated-measures ANOVA were signifi-
cant for glucose and insulin levels (P b .0001, respectively).

The increase in adiponectin observed with miglitol was
significant if corrected for body weight (P = .002) and had no
univariate correlations with changes in A1c, 1,5-AG, insulin



Table 2
Possible variables that could enhance adiponectin levels observed in miglitol
group

R P

Ratio of 30-min change in blood glucose at 3 mo divided by −0.52 .06

Fig. 1. Plasma glucose levels (A) and serum insulin levels (B) during meal
tolerance test at baseline and 3 months after miglitol or mitiglinide treatment
in patients with type 2 diabetes mellitus. Data are expressed as mean ± SD.
The P values for curve difference by 2-factor repeated-measures ANOVA,
followed by Bonferroni post hoc intragroup comparisons, are shown. aP b
.05, bP b .01, cP b .001 vs miglitol baseline. dP b .05, eP b .01, fP b .001 vs
mitiglinide baseline. gP b .001 miglitol vs mitiglinide.
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levels, and BMI. Interestingly, it was most significantly
correlated with the ratio of the 60-minute change in blood
glucose at 3 months divided by the change at baseline (R =
−0.59, P = .02), whereas the ratio of 30 and 120 minutes
showed less correlations (Table 2). It was significantly
correlated with HOMA-IR at 3 months (R = −0.54, P = .04),
but not significantly with the area under the curve (AUC)
of plasma glucose or insulin during meal tolerance test at
3 months. The association of the ratio of the 60-minute
change in blood glucose with the increase in adiponectin
remained significant after adjustment for age, sex, changes in
A1c and BMI, and the baseline concentration of adiponectin.
Multiple linear regression analysis including these factors,
the ratio of 60-minute change, and treatment differences in
all patients indicated that only miglitol treatment remained as
a determinant of the increase in adiponectin (standardized
correlation coefficient, 0.352; P = .06).
the change at baseline
Ratio of 60-min change in blood glucose at 3 mo divided by
the change at baseline

−0.59 .02

Ratio of 120-min change in blood glucose at 3 mo divided by
the change at baseline

−0.41 .13

AUC of plasma glucose during meal tolerance test at 3 mo −0.25 .39
AUC of serum insulin during meal tolerance test at 3 mo −0.49 .07
HOMA-IR at 3 mo −0.54 .04

Correlation coefficients with change in adiponectin levels are shown.
4. Discussion

This head-to-head prospective comparative study
between miglitol and mitiglinide treatment for 3 months
revealed different patterns of insulin levels during the meal
tolerance test. This is expected because miglitol slows
carbohydrate digestion and inhibits the increase in post-
prandial glucose, whereas mitiglinide stimulates postpran-
dial insulin secretion. Both improved blood glucose control;
and miglitol was more potent than mitiglinide in terms of
1,5-AG, whereas no treatment difference was seen in A1c.
Although the study only observed the short-term effect in
28 subjects with type 2 diabetes mellitus, insulin resistance
indexes such as BMI and HOMA-IR decreased with miglitol
as compared with mitiglinide with borderline treatment
differences (P = .06); and 3-month changes in 1,5-AG and
adiponectin levels were significantly different. Only miglitol
treatment decreased AER and HOMA-IR significantly,
although treatment differences were not found.

Why was an increase in adiponectin found with miglitol
and not mitiglinide? Several factors seem to be associated.
One is BMI, which tended to decrease with miglitol and
increase with mitiglinide. The decrease in BMI with miglitol
is consistent with previous studies [9,19] and could provide
an advantage over sulfonylurea [19,20]. This is to our
knowledge the first to report the favorable effect of α-
glucosidase inhibitors on adiponectin, although an adverse
effect of weight gain by glibenclamide on increasing leptin
concentrations has been reported in comparison with
acarbose [20]. The increase in BMI with mitiglinide is
consistent with findings on the meglitinides [21]. Body mass
index significantly correlates with adiponectin [8]. Three
studies have indicated an association of modest weight loss
with an enhancement of adiponectin in nondiabetic obese
subjects; increases of adiponectin (in micrograms per
milliliter) with concomitant BMI reduction were found to
be +2.7 with a reduction of −5.2 (+0.52 per BMI) [8], +0.8
with a reduction of −2.6 (+0.31 per BMI) [7], and +2.1 with a
reduction of −8.4 (+0.25 per BMI) [22]. The corresponding
data of +0.83 with a reduction of −0.58 (+1.43 per BMI) in
the present study were striking and might not be adequately
accounted for by only the weight reduction. Actually, the
increase in adiponectin was independent of body weight
change in our study, although the short observation period
should be acknowledged. Secondly, inhibition of the
postprandial glucose increase from 30 to 60 minutes seemed
to be associated with an adiponectin increase. This
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association was weak when analyzed at 120 minutes. During
the 30- to 60-minute period, not only plasma glucose but also
the insulin levels were different between the two. The lower
plasma glucose with lower insulin levels seen in miglitol
treatment, which can be translated into improved insulin
resistance, may be associated with an increase in adiponec-
tin. Actually, we found that increase in adiponectin was
significantly correlated with HOMA-IR. Inhibition of
postprandial insulin secretion together with inhibition of
postprandial plasma glucose excursions may have a
beneficial effect on reduction in visceral fat or decrease in
adipocyte size, an important organ to produce adiponectin
[23]. Adiponectin is considered to be a marker of chronic
insulin resistance in type 2 diabetes mellitus [5], and
decreased adiponectin could play a causative role in the
development of insulin resistance [24]. It can be suggested
that inhibition of postprandial hyperglycemia within 60
minutes rather than 120 minutes might be more important as
a target. Taken together, because an elevated circulating level
of adiponectin is expected to have potential as a novel
therapeutic tool for its antidiabetic and antiatherogenic
effects [23], the above findings could be important for
future studies that examine this possibility.

The reduction in AER was not explained by the treatment
difference. However, the reduction in AER had a weak
correlation with a reduction in systolic blood pressure (r =
0.35, P = .08) and in diastolic blood pressure (r = 0.36, P =
.06) and a significant correlation with a reduction in PWV
(r = 0.55, P = .002) when analyzed in all patients (data not
shown). Although there were no changes of antihypertensive
agents and no correlation between reductions in blood
glucose and blood pressure, decreases in postprandial
glucose might contribute to a reduction in blood pressure
and arterial stiffening. Because association of microalbumi-
nuria with insulin resistance has been suggested [25],
improvement of insulin resistance by miglitol also might
account for the reduction in AER. Finally, we should
acknowledge the lack of placebo group, although both
groups at baseline had no antidiabetic agents.

In conclusion, the present comparative study between
miglitol and mitiglinide indicates favorable effects of
miglitol on BMI, HOMA-IR, adiponectin, and AER, which
are markers related to insulin resistance and atherosclerosis.
Future large-scale clinical trials are needed to elucidate the
long-term effect including cardiovascular event and mechan-
ism of these agents.

References

[1] Hanefeld M, Fischer S, Julius U, et al. Risk factors for myocardial
infarction and death in newly detected NIDDM: the Diabetes
Intervention Study, 11-year follow-up. Diabetologia 1996;39:
1577-83.

[2] DECODE Study Group, European Diabetes Epidemiology Group.
Glucose tolerance and mortality: comparison of WHO and
American Diabetes Association diagnostic criteria. Lancet 1999;354:
617-21.
[3] Tominaga M, Egichi H, Manaka H, Igarashi K, Kato T, Sekikawa A.
Impaired glucose tolerance is a risk factor for cardiovascular disease,
but not impaired fasting glucose: the Funagata Diabetes Study.
Diabetes Care 1999;22:920-4.

[4] Ceriello A. The post-prandial state and cardiovascular disease.:
relevance to diabetes mellitus. Diabetes Metab Res Rev 2000;16:
125-32.

[5] Shadid S, Stehouwer CDA, Jensen MD. Diet/exercise versus
pioglitazone: effects of insulin sensitization with decreasing or
increasing fat mass on adipokines and inflammatory markers. J Clin
Endocrinol Metab 2006;91:3418-25.

[6] Matsuda M, Shimomura I, Sata M, et al. Role of adiponectin in
preventing vascular stenosis. The missing link of adipo-vascular axis.
J Biol Chem 2002;277:37487-91.

[7] Valsamakis G, McTernan PG, Chetty R, et al. Modest weight loss and
reduction in waist circumference after medical treatment are associated
with favorable changes in serum adipocytokines. Metabolism 2004;53:
430-4.

[8] Esposito K, Pontillo A, Di Palo C, et al. Effect of weight loss and
lifestyle changes on vascular inflammatory markers in obese women.
A randomized trial. JAMA 2003;289:1799-804.

[9] Johnston PS, Lebovitz HE, Coniff RF, Simonson DC, Raskin P,
Munera CL. Advantages of α-glucosidase inhibition as monotherapy
in elderly type 2 diabetic patients. J Clin Endocrinol Metab 1998;83:
1515-22.

[10] Malaisse WJ. Pharmacology of the meglitinide analogues. New
treatment options for type 2 diabetes mellitus. Treat Endocrinol
2003;2:401-14.

[11] Scott LJ, Spencer CM. Miglitol. A review of its therapeutic potential in
type 2 diabetes mellitus. Drugs 2000;59:521-49.

[12] Assaloni R, Da Ros R, Quagliaro L, et al. Effects of S21403
(mitiglinide) on postprandial generation of oxidative stress and
inflammation in type 2 diabetic patients. Diabetologia 2005;48:
1919-24.

[13] Dinneen SF, Gerstein HC. The association of microalbuminuria
and mortality in non-insulin dependent diabetes mellitus. A syste-
matic overview of the literature. Arch Intern Med 1997;157:
1413-8.

[14] Gestein HC, Mann JFE, Yi Q. Albuminuria and risk of cardiovascular
events, death, and heart failure in diabetic and nondiabetic individuals.
JAMA 2001;286:421-6.

[15] van Popele NM, Grobbee DE, Bots ML. Association between arterial
stiffness and atherosclerosis: the Rotterdam Study. Stroke 2001;32:
454-60.

[16] Yokoyama H, Aoki T, Imahori M. Subclinical atherosclerosis is
increased in type 2 diabetic patients with microalbuminuria evaluated
by intima-media thickness and pulse wave. Kidney Int 2004;66:
448-54.

[17] Cruickshank K, Riste L, Anderson SG. Aortic pulse wave velocity
and its relationship to mortality in diabetes and glucose intolerance:
an integrated index of vascular function? Circulation 2002;106:
2085-90.

[18] Dungan KM, Buse JB, Largay J, et al. 1,5-Anhydroglucitol and
postprandial hyperglycemia as measured by continuous glucose
monitoring system in moderately controlled patients with diabetes.
Diabetes Care 2006;29:1214-9.

[19] Segal P, Feig PU, Scherthaner G, et al. The efficacy and safety
of miglitol therapy compared with glibenclamide in patients with
NIDDM inadequately controlled by diet alone. Diabetes Care 1997;20:
687-91.

[20] Haffner SM, Hanefeld M, Fischer S, Focker K, Leonhardt W.
Glibenclamide, but not acarbose, increases leptin concentrations
parallel to changes in insulin in subjects with NIDDM. Diabetes
Care 1997;20:1430-4.

[21] Rosenstock J, Hassman DR, Madder RD, et al. Repaglinide versus
nateglinide monotherapy. A randomized, multicenter study. Diabetes
Care 2004;27:1265-70.



1463H. Yokoyama et al. / Metabolism Clinical and Experimental 56 (2007) 1458–1463
[22] Yang W, Lee W, Funahashi T, Tanaka S, et al. Weight reduction
increases levels of an adipose-derived anti-inflammatory protein,
adiponectin. J Clin Endocrinol Metab 2001;86:3815-9.

[23] Kadowaki T, Yamauchi T, Kubota N, Hara K, Ueki K, Tobe K.
Adiponectin and adiponectin receptors in insulin resistance,
diabetes, and the metabolic syndrome. J Clin Invest 2006;116:
1784-92.
[24] Lindsay RS, Funahashi T, Hanson RL, et al. Adiponectin and
development of type 2 diabetes in the Pima Indian population. Lancet
2002;360:57-8.

[25] Parvanova AI, Trevisan R, Iliev IP, et al. Insulin resistance and
microalbuminuria. A cross-sectional, case-control study of 158
patients with type 2 diabetes and different degrees of urinary albumin
excretion. Diabetes 2006;55:1456-62.


	Miglitol increases the adiponectin level and decreases urinary albumin excretion in patients wi.....
	Introduction
	Research design and methods
	Statistical analysis

	Results
	Discussion
	References


