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Abstract Diabetes mellitus is a major health problem in the world. Several clinical trials
have shown that some of the major complications of diabetes mellitus can be
partially prevented or delayed by intensive glycaemic control. However, there are
benefits and risks in aiming for near normal blood glucose levels.
Intensive glycaemic control delays the onset and progression of retinopathy,

nephropathy and neuropathy. Epidemiological and observational studies have
shown that cardiovascular eventsmay be correlatedwith the severity and duration
of diabetes mellitus, but major randomised trials have only shown weak and
nonsignificant benefits of intensive glycaemic management in decreasing event
rates. A modest improvement in lipid profile results from blood glucose control
although, in the majority of cases, not enough to reach current targets.
Detrimental effects of intensive glycaemic control include bodyweight gain

and hypoglycaemia. Controversial issues in the management of patients with
diabetes mellitus include the unproven increase in cardiovascular morbidity from
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sulphonylureas and hyperinsulinaemia, and the still unknown long term effects
of newer oral antihyperglycaemic agents alone or in combination with traditional
therapies (such as sulphonylureas and metformin).
It is important to individualise management in setting glycaemic goals. Con-

trol of cardiovascular risk factors through blood pressure and lipid control and
treatment with aspirin (acetylsalicylic acid) and ACE inhibitors have consistently
shown benefits in the prevention of both macro- andmicrovascular complications
in patients with diabetes mellitus; these measures deserve priority.

Diabetes mellitus is a major health problem in
the world. In 1995, 135 million adults were diag-
nosed as having diabetes mellitus and this is pro-
jected to rise to 300million by the year 2025.[1] The
overwhelming majority of patients with diabetes
mellitus have type 2 diabetes mellitus; previously
known as non–insulin-dependent diabetes mellitus
or adult-onset diabetes. The incidence of type 2
diabetes mellitus increases linearly with advancing
age, with the majority of people with the disease
≥65 years of age.[1] Diabetes mellitus ranks as the
seventh most prevalent cause of death in the US,
with cardiovascular complications accounting for
almost 70% of diabetes-related hospitalisations.[2]
Serious complications such as end-stage renal

disease (ESRD) from diabetic nephropathy, blind-
ness from retinopathy and nontraumatic amputa-
tions may be caused by the disease. The incidence
of strokes and coronary events is 2- to 4-fold higher
in patients with diabetes mellitus compared with
the nondiabetic population.[3-9] Because of these
complications, the yearly mortality rate of patients
with diabetes mellitus is 2- to 3-fold higher than
that of age-matched controls.[6] The healthcare cost
of diabetes mellitus is thus astounding, approach-
ing $US100 billion in the US during 1997.[10]

1. Intensive Glycaemic Control

The results of major randomised prospective tri-
als have shown that intensive glycaemic control
toward near-normal blood sugar levels can delay
the onset and progression of several indicators of
microvascular and neurological diabetic compli-
cations.[11-13] However, the question of whether
cardiovascular mortality may be improved, un-
changed or worsened as a result of intensive ther-

apy remains unsettled,[13-15] and trials addressing
this issue are currently in the planning stage in the
US.
TheAmericanDiabetesAssociation (ADA) cur-

rently recommends a preprandial goal of whole
blood serum glucose levels of 80 to 120 mg/dl (4.4
to 6.7 mmol/L), premeal or bedtime serum glu-
cose of 100 to 140 mg/dl (5.6 to 7.8 mmol/L) and
a glycosylated haemoglobin (HbA1c) of <7% (nor-
mal 4 to 6%), with intensification or change of phar-
macological strategy when HbA1c exceeds 8%.[16]
These are general guidelines for all persons with
diabetes mellitus, but some individuals may war-
rant different treatment goals. The presence of
comorbid diseases, such as pre-existing cardiovas-
cular complications, evidence of advanced micro-
vascular complications, advanced age and the pa-
tient’s inability to carry out the advised treatment,
attenuate the ADAgoals and lessen the intensity of
treatment,[16] indicating the need to tailor therapy
for specific patients with diabetes mellitus. The
overall prevalence of glycaemic control is still fall-
ing short of the above goals, with reported mean
HbA1c values of 8.5 to 10%.[17,18] Perhaps due to
the widespread use of the newer oral antihyper-
glycaemic agents however, there has been im-
provement in the overall glycaemic control. Veter-
ans Affairs’ (VA) data from the US show that
almost half of patients diagnosed as having diabe-
tes mellitus, regardless of treatment, have mean
HbA1c values below 8% and relatively few patients
exceed 9%. However, insulin-treated patients still
have mean levels of 8.7%.[19]
In type 1 diabetes mellitus, intensive glycaemic

control to near normal HbA1c levels may be
achieved by using continuous insulin infusion via
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insulin pumps, or multiple daily injections of in-
sulin along with bedtime long-acting insulin.[20]
In patients with type 2 diabetes mellitus, double
or triple therapy with various oral agents, and
ultimately insulin, may frequently be needed to
achieve the blood glucose and HbA1c goals.[21]

1.1 Insulin Preparations

Awide variety of insulin types are available that
have different durations of action (table I).
Insulin lispro is a relatively new short-acting

insulin that is rapidly replacing regular insulin
in use. It is shorter acting than regular insulin,
mimicking the physiological surge of insulin with
meals, and has less of the hypoglycaemic reactions
that are associated with the peaks that occur with
regular insulin.[23] The newer insulin aspart, an-
other short-acting analogue, has similar properties.
Newer insulins that are currently being mar-

keted include a long acting insulin, insulin glarg-
ine, and inhaled insulins. Insulin glargine is a mod-
ified human insulin in which glycine is substituted
for asparagine at the A21 position, and two argi-
nines are added to the B30 position of the mole-
cule. These alterations shift the isoelectric point to
a slightly acidic pH, resulting in low solubility at
neutral pH.[24] Its advantage is the flat, peakless,
nearly 24-hour action.[25]
Inhaled powder insulin is another insulin ana-

logue that will be marketed soon. It has a rapid
onset and short duration of action, which should
provide coverage of meals.[26]

1.2 Oral Antihyperglycaemic Agents

The choices for oral diabetic agents have been
recently expanded with the appearance of new
drug classes. The following are currently available
in the US for type 2 diabetes mellitus:
• sulphonylureas [glimepir ide, gl ipizide,
glibenclamide (glyburide)]

• meglitinide analogue (repaglinide)
• biguanide (metformin)
• thiazolidinediones (rosiglitazone, pioglitazone)
• α-glucosidase inhibitors (acarbose, miglitol).
The earliest and better documented agents are

the sulphonylureas, which lower glucose levels by
acting on ATP-sensitive potassium channels, in-
creasing cytosolic calcium and thus enhancing in-
sulin secretion by the β cells in the pancreas. Al-
though the majority of patients may be initially
controlled with these agents, the vast majority even-
tually require the addition of another oral agent
and/or insulin for good glucose control. Many fac-
tors may participate in the loss of responsiveness
(tachyphylaxis, diet, physical activity, concomi-
tant medications) but the results of the United
Kingdom Prospective Diabetes Study (UKPDS)
clearly document that there is progressive loss of
β cell function in type 2 diabetes mellitus, regard-
less of the therapy used.[13]
The meglitinide agent, repaglinide, acts simi-

larly to the sulphonylureas, stimulating insulin re-
lease by the pancreas, but through different β cell
receptors. The drug should be taken with meals,
since the insulin-releasing effect is short-acting
and stimulated by a glucose load. Repaglinide may
be more effective in lowering postprandial blood
glucose levels than sulphonylureas and may cause
fewer hypoglycaemic episodes than the latter
agents,[27] but it has to be given in multiple daily
doses.
In the biguanide class, only metformin is used.

The primary effect is on the liver, decreasing he-
patic glucose output. There is also a minor second-
ary effect of enhancing glucose uptake and utilisa-
tion by peripheral tissues. The effect on glycaemic
control is comparable to that of sulphonylureas,
and it confers an additional effect when added to

Table I. Available insulin preparations (adapted from American
Diabetes Association[22])

Insulin preparation Onset of
action

Peak
action

Duration of
action

Rapid acting (e.g. insulin
lispro)

Minutes 45 min 4-5h

Short acting (regular) 30 min 2-5h 5-8h
Intermediate acting
(NPH, Lente)

1-3h 6-12h 16-24h

Long acting (Ultralente) 4-6h 8-20h 24-28h
Mixtures (70/30, 50/50) 30 min 7-12h 16-24h
h = hours; NPH = neutral protamine Hagedorn (insulin suspension
isophane).
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sulphonylureas. Metformin does not cause body-
weight gain, which is a common adverse effect of
sulphonylureas. When used as monotherapy, met-
formin does not cause hypoglycaemia; however,
when combined with sulphonylureas, it confers at
least as high a risk, or possibly a higher risk, than
sulphonylureas alone. Metformin has a consistent
antihypertriglyceridaemic effect and lowers levels
of plasminogen activator inhibitor 1 (PAI-1),[28,29]
a circulating atherogenic factor, independent of
glycaemic control. Metformin is contraindicated in
patients with renal insufficiency (serum creatinine
level >1.5 mg/dl) because it has a rare but often
fatal adverse effect of lactic acidosis if used in such
patients. For the same reason, patients with conges-
tive heart failure, liver disease, risk of hypotension,
or other diseases that can predispose to hypoxae-
mia should not use metformin. It is recommended
that the drug be withheld for 48 hours after admin-
istration of dye for angiographic procedures.
Thiazolidinediones are insulin-sensitising agents,

lowering glucose levels by potentiating the effect
of insulin in the muscle, liver and adipose tissues.
This class of drug may be very effective in control-
ling blood glucose levels, resulting in lowered
insulin requirements, but causes bodyweight gain
and some blood volume expansion. However, the
thiazolidinedione troglitazone has been associated
with a rare idiosyncratic hepatocellular injury
that is reversible with discontinuation of the drug,
but that may lead to irreversible liver failure or
death.[30] Thus, pretreatment liver function testing
and liver enzyme monitoring (alanine aminotrans-
ferase determination once monthly for troglitazone
and once every other month for rosiglitazone and
pioglitazone for the first year) are recommended
whenever the thiazolidinediones are used. The in-
cidence of abnormal liver function tests with ros-
iglitazone and pioglitazone is about 5 to 10 times
lower than the 0.2% seen with troglitazone, and it
is hoped that this will make them much less likely
to cause irreversible damage. The liver toxicity that
has been reported can be very rapid in onset, and
thus patients should be properly cautioned to im-
mediately inform their physician if they become ill

during the first few weeks of treatment with a
thiazolidinedione. Troglitazone has been discon-
tinued because of its association with liver toxicity.
Finally, the α-glucosidase inhibitors cause blood

glucose lowering by inhibiting the enzyme in the
small intestine, slowing the digestion and absorp-
tion of glucose. The reduction in HbA1c is small,
and the drugs, especially acarbose, are often poorly
tolerated because of their gastrointestinal adverse
effects.[31]

2. Benefits of Intensive 
Glycaemic Control

The benefits of tight blood glucose control in
preventing diabetic complications have been sup-
ported by numerous observational studies and sev-
eral randomised controlled trials.

2.1 Microvascular and Neuropathic
Complications

Microvascular complications include retinopa-
thy, nephropathy and neuropathy; the latter also
has other biochemical and structural pathogenesis.
Major randomised controlled trials have proven
that tight glycaemic control is beneficial in reduc-
ing microvascular complications of diabetes melli-
tus. The Diabetes Control and Complications Trial
(DCCT) was a landmark trial that aimed to deter-
mine whether intensive glucose control in type
1 diabetes mellitus reduced diabetic complica-
tions.[11,12] The mean HbA1c reached was 7.2%,
and mean blood glucose level was 155 mg/dl in the
intensive group, with a separation from the stand-
ard treatment group of 1.9% of HbA1c. After an
average follow-up of 7 years, there was an approx-
imately 60% reduction in risk of development or
progression of indicators of diabetic retinopathy,
nephropathy and neuropathy.
The Kumamoto Study[32] was a trial that ran-

domised 110 Japanese patients with type 2 diabetes
mellitus into intensive and conventional groups
and followed them for a mean of 6 years. The mean
HbA1c was 7.1% in the former group compared to
9.4% in the conventional group. After a 6-year fol-
low up, intensive glycaemic control with multiple
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insulin injections was found to decrease the pro-
gression of retinopathy, (7.7 vs 32%, p = 0.039) and
nephropathy (7.7 vs 28%, p = 0.049). Significant
differences in nerve conduction velocities were
also seen between the two groups. It should be
noted that the patient population in the study was
different from what is usually encountered in the
US. They were younger (40 to 50 years, compared
with the sixth and seventh decade peak prevalence
in the US), leaner [mean body mass index (BMI)
20 kg/m2], more insulin sensitive (about 20 to 25
units/day), and had no hyperlipidaemia, hyperten-
sion or electrocardiogram abnormalities. The num-
ber of cardiovascular events in both groups was
very small (only 5 events or <1%/year), making it
difficult to reach a conclusion from the lack of dif-
ferences in the rate of combined cardiovascular
events in the study.
The results of the Veterans Affairs Cooperative

Study on Diabetes Mellitus (VACSDM) Feasibil-
ity Trial[33] further supported earlier findings that
long term glycaemic control provides a significant
protection against progression of microalbuminu-
ria. 153 patients with poorly controlled type 2 dia-
betes mellitus were randomised into an intensive
arm (HbA1c goal of 4 to 6.1%) and standard arm
(HbA1c goal <2 standard deviations above the
mean) of insulin treatment and followed for an
average of 27 months (range 18 to 35 months). The
mean HbA1c difference of 2.1% was larger than in
other US or European trials.[15]
The UKPDS[13] is so far the longest and largest

study of glycaemic control in individuals with type
2 diabetes mellitus. It included 3867 patients with
newly diagnosed diabetes mellitus andwith amean
follow-up of 10 years. Patients were randomised
into intensive treatment with sulphonylurea or in-
sulin or to conventional diet therapy. The intensive
group had a median HbA1c of 7.0% compared to
7.9% in the conventional group. The overall micro-
vascular complication rate was decreased by 25%
(p = 0.001) in the intensive group; the most impor-
tant clinical correlate was a difference of 0.03%
in photocoagulation (9/1000 in the intensive vs
12/1000 in the conventional group). There was no

difference in the deterioration of visual acuity or
blindness. Among the different intensive groups,
no difference in microvascular complication rate
was seen.
Drawbacks of the UKPDS study include the

narrow median HbA1c separation (0.9%) between
the intensive and conventional groups and the
considerable overlap of treatments given to the 2
groups. 702 out of the 1138 patients in the conven-
tional group were eventually given sulphonylurea,
insulin or metformin.
Table II summarises the major randomised stud-

ies comparing intensive versus standard glycaemic
control.

2.2 Macrovascular Complications

Cardiovascular disease is the leading cause of
death in patients with diabetes mellitus, and most
of this is from coronary disease. The lifetime risk
of dying of cardiovascular causes is far higher than
that from end-stage renal disease (fig. 1); in the
UKPDS, it was 70-fold higher.[13] Mechanisms
that have been proposed to cause the worse prog-
nosis in patients with diabetes mellitus include
more severe and diffuse coronary disease,[35-38]
decreased vasodilatory reserve,[39-41] decreased fi-
brinolytic activity,[42,43] elevated platelet aggrega-
tion[44,45] and coagulation factor levels.[46,47] Inde-
pendent risk factors for cardiovascular disease
such as hypertension, hyperlipidaemia and obesity
are also more frequent in patients with diabetes
mellitus and may contribute to the increased car-
diovascular event rate.[48] However, further inves-
tigation is needed because randomised controlled
trials of intensive glycaemic control have failed to
reduce macrovascular complications,[11-14] and ob-
servational and epidemiological studies correlating
the duration of diabetes mellitus and the severity
of hyperglycaemia with cardiovascular morbidity
have shown conflicting results.[3-5,7,15,49,50]
In the setting of an acute myocardial infarct

(MI), the presence of diabetes mellitus is an inde-
pendent correlate of early and late mortality, with
patients with diabetes mellitus having a rela-
tive risk that is double that of the nondiabetic co-
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hort.[51-64] The Global Utilisation of Streptokinase
and Tissue Plasminogen Activator for Occluded
Coronary Arteries (GUSTO) study showed that the
30-day mortality rate for insulin-treated patients
with diabetes mellitus was 12.5%, for non–insulin-
treated patients with diabetes mellitus was 9.7%
and for patients without diabetes mellitus was
6.2% (p < 0.001).[65] Likewise, the mortality rate
for patients admitted with unstable angina is twice
as high in patients with diabetes mellitus compared
with patients without diabetes mellitus.[66]
A recently published meta-analysis of random-

ised studies comparing intensive and conventional
therapies in type 1 diabetes mellitus showed a de-
crease in the number of macrovascular events
(odds ratio 0.55, 95% confidence interval –0.35 to
0.88, p = 0.015) in the intensively treated patients.
However, no significant difference was demon-
strated in the macrovascular mortality rate or the
number of patients who developed macrovascular
disease.[67]

The Swedish Diabetes Mellitus and Insulin
Glucose Infusion in Acute Myocardial Infarction
(DIGAMI) study was an interesting trial that
randomised 620 patients with diabetes mellitus
into a placebo group and a group that received
insulin-glucose infusions during an acuteMI.[68-70]
The patients in the latter group were also adminis-
tered more intensive insulin treatment for at least
3 months after discharge, with a resulting HbA1c
difference of only 0.5% (both groups had near nor-
mal HbA1c). The treatment effect was most pro-
nounced in the subgroup of patients who had not
had prior insulin medication and were at lower car-
diovascular risk. The in-hospital mortality was re-
duced by 58% (p < 0.05) and the 1-year mortality
by 52% (p < 0.02). There was a 28% reduction in
the long term mortality rate in the intensively man-
aged group; it appears likely that these results, if
confirmed, are perhaps due to myocardial protec-
tion and reduction of injury in the peri-infarction
period by the subacute insulin-glucose infusion.[68-70]

Table II. Major randomised studies comparing intensive versus standard glycaemic control in diabetes mellitus

Study No. of
patients

Average
follow-up (y)

HbA1c
separation
(%)

Microvascular complications Macrovascular complications

Type 1 diabetes mellitus
DCCT[11] 1441 6.5 1.9 Occurrence of retinopathy ↓ 76%

(CI 62-85%)
Progression of retinopathy ↓ 54%
(CI 39-66%)
Occurrence of microalbuminuria ↓ 39%
(CI 21-52%)
Albuminuria ↓ 54% (CI 19-74%)
Clinical neuropathy ↓ 60% (CI 38-74%)

Reduction in pooled major
cardiovascular and peripheral
vascular events by 41% (not
statistically significant)

Type 2 diabetes mellitus
Kumamoto
Study[32]

110 6 2.3 Occurrence of retinopathy ↓ 76%
Progression of retinopathy ↓ 56%
Microalbuminuria ↓ 57%
Albuminuria ↓ 100%
Improved nerve conduction velocity

Number of patients too small to
be statistically significant

UKPDS[13] 3867 10 0.9 Aggregate microvascular end-points ↓
25% (CI 7-40%)
Any diabetes-related end-point risk ↓ 12%
(CI 1-21%)

Trend for reduction in MI (p =
0.052) in intensive group

VACSDM[15,33] 153 2.25 2.1 Decrease in nephropathy Trend for increase in major
cardiovascular events (p = 0.1)
in intensive group

CI = confidence interval; DCCT = Diabetes Control and Complications Trial; HbA1c = glycosylated haemoglobin; MI = myocardial infarction;
UKPDS = United Kingdom Prospective Diabetes Study; VACSDM = Veterans Affairs Cooperative Study on Diabetes Mellitus; ↓ indicates
decrease.
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The UKPDS study in newly diagnosed patients
with type 2 diabetes mellitus found no difference
between the intensive and conventional groups in
the combined macrovascular endpoints, but there
was a nonsignificant trend toward fewer nonfatal
myocardial infarctions in the intensive group.[13]
In a separate analysis (UKPDS 34), which studied
the use ofmetformin in overweight individuals, the
investigators found a 39% lower risk (p = 0.010)
of MI and 41% lower risk of stroke (p = 0.032)
in the metformin group versus conventional treat-
ment.[71] Patients/months exposure to metformin
(81 and 83%) was similar in both arms. Further-
more, compared with the sulphonylurea alone
group, the addition of metformin was associated
with a significantly higher number of fatal MIs and
twice the diabetes-related death and all-cause mor-
tality. Interestingly, microvascular complications
in the metformin substudy were not significantly
different from those in controls. However, the ad-
dition of metformin to sulphonylurea was not part
of the primary randomisation, but rather a late

randomisation of a subset who underwent step-up
therapy. The issue of the safety of this combination
remains an important one, as the largest use of
metformin in the US is in combination with sul-
phonylureas.
In the DCCT trial,[11] there was no statistically

significant effect on macrovascular complications
and this was presumed to be due to the small num-
ber of complications observed and the younger
population in this study of patients with type 1 dia-
betes mellitus. The reduction in the macrovascular
events was primarily due to peripheral vascular
events and not coronary artery events. A follow-up
study of the DCCT cohort failed to show a rela-
tionship between previous intensive treatment or
HbA1c and carotid wall intimal thickness.[72]
The VACSDM Feasibility Trial of obese pa-

tients with poorly controlled type 2 diabetes mel-
litus found a borderline trend towards increased
nonfatal cardiovascular events in the intensive
treatment arm (35 versus 26 events, p = 0.10).[15]

2.3 Lipids

Dyslipidaemia is seen in 40 to 50% of patients
with diabetes mellitus. The lipid profile is usually
characterised by increased triglycerides, decreased
high-density lipoprotein (HDL) and normal to
moderately increased low-density lipoprotein
(LDL) levels.[73]
The VACSDM study, a feasibility study, pro-

spectively evaluated the effect of intensive insu-
lin therapy on lipid levels. A sustained decrease
in serum triglyceride and total cholesterol levels
was noted and HDL and LDL levels remained un-
changed. However, there was a significant increase
in the LDL-cholesterol/apolipoprotein B ratio,
which is a less atherogenic profile.[74]
The experience of the VACSDM indicates that

the response of the altered lipid profile to inten-
sive glycaemic therapy alone is not sufficient, and
lipid-lowering agents are frequently needed to
achieve the recommended lipid goals for these
patients.[75]
Some of the newer oral antihyperglycaemic

agents in the US, such as metformin and the thia-
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Fig. 1. Comparative risk of end-stage renal disease (ESRD)
versus cardiovascular (CV) mortality in type 2 diabetes mellitus.
The risk of cardiovascular death represents averages (no effect
of glycaemia). The lifetime risk of end-stage renal disease is at
age 55 years, glycosylated haemoglobin of 11% (data from
Geiss et al.[2] and Vijan et al.[34]).
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zolidinediones, are known to improve lipid profile,
increasing HDL and decreasing triglyceride levels.

3. Detrimental Effects and Limitations
of Intensive Glycaemic Control

3.1 Hypoglycaemia

The major limitation of tight glucose manage-
ment is hypoglycaemia, particularly in patients
with type 1 diabetes mellitus. In the DCCT, the risk
of hypoglycaemia was 3-fold higher in the inten-
sively treated group.[11] In the UKPDS, the rates of
any hypoglycaemia were also significantly higher
in the intensive groups (11% in those who received
chlorpropramide, 17.7% glibenclamide, 36.5% in-
sulin compared with 1.2% in those who received
diet alone). The prevalence of severe hypoglycae-
mia was much lower: 0.4% for chlorpropramide,
0.6% for glibenclamide, 2.3% for insulin, 0.1%
for diet,[13] similar to that in the VACSDM.[15] The
feared consequences of hypoglycaemia are numer-
ous, including coma, seizures, strokes and even
heart attacks in the elderly. This association is, how-
ever, seldom documented; and in the VACSDM,
there was no correlation between hypoglycaemic
episodes and new cardiovascular events.[15]
Repeated episodes of even mild hypoglycaemic

episodes may play a role in the development of
hypoglycaemia unawareness.[76] This is a condi-
tion where the threshold for the release of counter-
regulatory hormones and initiation of symptoms is
shifted downwards, manifesting as neuroglyco-
penia and unconsciousness without warning symp-
toms despite low blood glucose levels. Thus, it
is important that the risk of hypoglycaemia be
weighed against the goal of maintaining near nor-
mal blood sugar levels.

3.2 Cardiovascular Issues with Oral Agents

TheUniversityGroupDiabetes Program (UGDP)
data, which was published in 1970, was the first
study that raised concerns of increased cardiovas-
cular mortality with sulphonylureas. The agents
used in the study were the sulphonylurea tolbuta-
mide and the biguanide phenformin, and both were

associated with increased cardiovascular mortal-
ity.[14]
Molecular mechanisms explaining the increased

cardiovascular morbidity with sulphonylureas have
been proposed. Potential adverse effects include
prolonged myocardial refractoriness leading to
dysrhythmias, worsening of vascular reactivity and
induction of vasoconstriction, increase in infarct
size, increase in insulin levels and promotion of
bodyweight gain.[77] There have been studies sug-
gesting an adverse effect on coronary angioplasty
outcomes.[78] However no definitive results are
available and conclusions cannot be made about
the cardiovascular safety of sulphonylureas in ev-
ery situation. In the UKPDS, there was no apparent
adverse cardiovascular effect of sulphonylureas
compared with insulin.[13] Concerns regarding
combination of sulphonylureas and metformin are
discussed in section 2.2.

3.3 Hyperinsulinaemia and Ischaemic 
Heart Disease

The role played by hyperinsulinaemia in the
development of ischaemic heart disease, indepen-
dent of other related risk factors, is still controver-
sial.[79] Studies have shown that insulin has potent
vascular effects, characterised by a dose-dependent
dilation that is mediated by the endothelium-
derived nitric oxide, and that is impaired in insulin-
resistant states.[80] Other effects of insulin on the
arterial wall that may be atherogenic include stim-
ulation of growth factors, proliferation of smooth
muscle cells and interference with plaque regres-
sion.[81] Also, there is evidence for a direct athero-
genic role of insulin via glycation and glycoxi-
dation of proteins and alteration of haemostatic
function.[82]
The results of clinical studies are conflicting.

Fontbonne et al.[83,84] reported that hyperinsulinae-
mia was not associated with an increased risk of
ischaemic heart disease unless accompanied by
increased triglyceride levels. On the other hand,
5 prospective studies have found that elevated
plasma insulin levels are associated with increased
risk of ischaemic heart disease.[49,85-88] The level of
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fibrinogen, a powerful predictor of cardiovascular
events, has been reported to be increased with
higher insulin levels.[89] In the VACSDM, the
intensive treatment arm showed increased fibrino-
gen levels at 1 year,[74] but this was not correlated
with insulin dose, and the effect reverted by the
second year.

3.4 Adverse Effects of Rapid
Glycaemic Improvement

Intensive glycaemic control may cause deterio-
ration of pre-existing retinopathy[90] as well as pro-
teinuria[91] in type 1 diabetes mellitus. These phe-
nomena have also been reported in patients with
type 2 diabetes mellitus.[92] On the other hand, the
VACSDM found no statistically significant deteri-
oration of retinopathy after 2 years of intensive in-
sulin treatment,[93] and in fact showed a reduction
of the progression of microalbuminuria.[33] How-
ever, the intensive treatment arm displayed a
slightly higher reduction of creatinine clearance
than the conventional treatment arm. Furthermore,
the appearance of combined new cardiovascular
events had a borderline statistical correlation (p =
0.05) with low attained HbA1c levels at the time of
the event.[15] It is not clear what factors affect these
potential adverse effects of glycaemic improve-
ment; a possible role of insulin-like growth factor-
1 in the aggravation of retinopathy[94] and de-
stabilisation of glycated products in the vascular
plaques by glucose lowering in microangiopathy
have been proposed.[95]

3.5 Bodyweight Gain

Bodyweight gain is a potential consequence of
intensive glycaemic control. In the DCCT, the in-
tensively treated group had a 14% higher preva-
lence of obesity (BMI >27.8 kg/m2 for men and
>27.3 kg/m2 for women) than the conventional
group.[96] The UKPDS found that bodyweight gain
was also significantly higher in the intensive
groups (mean of 2.9kg, p < 0.001), being highest
in those who received insulin (4kg).[13] In patients
who were overweight, metformin resulted in less
bodyweight gain than insulin and sulphonylureas

and this can probably be explained by the com-
bined anorectic effect of the drug and the hyper-
insulinaemia that results from sulphonylurea and
insulin treatment. In the VACSDM there was no
difference in bodyweight gain between the inten-
sive and standard treatment arms.[75]
More recent analysis of the DCCT results

showed that the group that gained the most body-
weight also had the greatest increases in insulin
doses, total cholesterol, LDL and apolipoprotein
levels and systolic blood pressure.[97] Similarly, a
recently published epidemiological study analysed
the relationships among bodyweight gain and gly-
caemic control in patients with type 1 diabetes mel-
litus and found that there was a correlation between
HbA1c improvement and bodyweight gain. (r =
–0.21, p < 0.001).[98] Bodyweight gain still re-
sulted in a favourable effect on the lipid profile, if
associated with improved glycaemic control, but
adversely affected it in the absence of glycaemic
improvement.

3.6 Quality of Life

To achieve intensive glucose control, the use of
multiple daily injections and insulin pumps in pa-
tients with type 1 diabetes mellitus, and multiple
oral agents alone or in combination with insulin in
patients with type 2 diabetes mellitus, may be nec-
essary. These require more frequent blood sugar
monitoring, and regular blood tests for the thia-
zolidinediones. Stricter dietary management, to
which some patients find difficult to adhere, is also
advised to prevent bodyweight gain. Nonetheless,
quality of life assessments in prospective studies
indicate favourable profiles with intensive treat-
ment in type 1[12] and type 2[99] diabetes mellitus.

4. Who Will Benefit from Intensive
Glycaemic Control?

As discussed, the benefits of intensive glycae-
mic control are always accompanied by potential
risks. In elderly individuals with type 2 diabetes
mellitus, the question arises as to how aggressive
glycaemic management should be. Vijan et al.[34]
calculated the lifetime risk of clinical microvascu-
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lar end-points, applying to type 2 diabetes mellitus
the rate of progression in the patients with type 1
diabetes mellitus who were involved in the DCCT.
These calculations are a ‘worst case’ scenario.
They do not take into consideration the 90% visual
sparing effects of yearly ophthalmological exami-
nations,[100] now a standard of care. They also do
not take in account the highly protective effect of
blood pressure control. The risk of developing end-
stage outcomes were highest in those who devel-
oped diabetes mellitus at a younger age and those
who had poor glucose control, and thus the most
marked benefit was observed in this group (figures
2 to 4).
For example, figure 2 shows that in patients who

develop diabetes mellitus at 45 years of age, a 2%
improvement in HbA1c from 9 to 7% results in a
2.3% decrease in lifetime risk of blindness, com-
pared to only a 0.5% decrease in those who devel-
oped diabetes mellitus at the age of 65 years.[34] For
renal disease, the lifetime risk of end-stage renal
disease was decreased by 1.5% in the 45-year-old
group compared to 0% in the 75-year-old group
when HbA1c was improved from 9 to 7% (fig. 3).
Thus, the management of elderly patients with

type 2 diabetes mellitus, particularly those already
with multiple complications, may be different from

that of younger patients. The potential cardiovas-
cular benefit of glycaemic control remains un-
proven, but possible, since cardiovascular mortal-
ity correlates with glycaemia in the elderly.[50] Poor
glycaemic control, i.e. an HbA1c above 8%, is prob-
ably undesirable at any age, and the need for at least
moderate glycaemic control in the elderly is rec-
ommended by the 2000 ADA guidelines.[16]

5. Other Aspects of the Management
of Diabetes Mellitus

It is important to remember that the manage-
ment of diabetes mellitus should go beyond blood
glucose control. Other risk factors, such as hyper-
tension and hyperlipidaemia, are possiblymore im-
portant, and should be as aggressively managed.
In contrast with the marginal clinical outcomes

of glycaemic control in the UKPDS, improvement
of hypertension in that study, by 10 and 5mm Hg
systolic and diastolic, respectively, caused a 34%
reduction in risk of deterioration of retinopathy,
47% reduction in risk of deterioration of visual
acuity, 44% reduction in risk of stroke and 32%
reduction in cardiovascular mortality.[101] A target
blood pressure of <130/85mm Hg and systolic
blood pressure of <160mm Hg is recommended by
the ADA, although this may not be easily achiev-
able.[16] Combination antihypertensive therapy is
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Fig. 2. Estimated lifetime risk of blindness in patients with type
2 diabetes mellitus according to glycosylated haemoglobin
(HbA1c) level (data from Vijan et al.[34]).
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Fig. 3. Estimated lifetime risk of end-stage renal disease in pa-
tients with type 2 diabetes mellitus according to glycosylated
haemoglobin (HbA1c) level (data from Vijan et al.[34]).
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frequently utilised to try to achieve or maintain
these goals. Dyslipidaemia in patients with dia-
betes mellitus has been proven to increase the
risk of complications, and the results of manage-
ment of lipid disorders in diabetic subsets have
shown a significant reduction of macrovascular
events.[102-104] It is recommended that LDL should
be lowered to <100mg/dl and triglycerides to <200
mg/dl.[17]
Screening for nephropathy should be performed

annually, and if there is evidence of microalbu-
minuria (>30 mg/g of creatinine) in type 1 diabetes
mellitus, or clinical proteinuria in type 2 diabetes
mellitus, ACE inhibitor therapy should be initi-
ated.[16] This class of antihypertensives is known
to delay the progression of diabetic nephropathy
and is usually the first choice for hypertension in
the diabetic population, even if microalbuminuria
is not present. However the UKPDS showed no
advantages in using captopril over atenolol, imply-
ing that blood pressure lowering in itself may be
more important than the treatment used.[105]
Studies have proven the benefit of aspirin (ace-

tylsalicylic acid) therapy,[72,106] and the ADA ad-
vises those persons with diabetes melllitus who are
above the age of 30 years to take an aspirin a
day.[16]

Lastly, preventive care, such as annual eye ex-
aminations, foot care and immunisations, are
equally important in the management of the patient
with diabetes mellitus.

6. Conclusion

Intensive glycaemic control has been shown to
decrease the microvascular complications of dia-
betes mellitus. The effect on macrovascular dis-
ease is not established, although there is some sup-
porting preliminary evidence for a favourable
effect of intensive glycaemic control in the litera-
ture. Additional beneficial effects of intensive
glycaemic control include modest improvement
of lipid profiles. Detrimental effects include body-
weight gain, the risk of hypoglycaemia and the
unproven risk of cardiovascular morbidity and
mortality from hyperinsulinaemia and sulphonyl-
ureas. It is thus recommended that the benefits of
intensive glycaemic control be weighed against
the risks, and appropriate therapy to meet specific
goals be tailored to the needs of the individual
patient.
In the US, a Department of Veterans Affairs’

7-year prospective study of glycaemic control and
complications in type 2 diabetes mellitus began in
July 2000. This study aims to clarify whether the
benefits of glycaemic control outweigh the risks in
a population already poorly responsive to conven-
tional therapy andwho have an expected high prev-
alence of pre-existing cardiovascular disease, obe-
sity and insulin resistance.[107,108] A separate trial
is being proposed by the Heart, Lung and Blood
Institute of the National Institutes of Health to in-
vestigate the benefits of intensification of blood
pressure and lipid control beyond current recom-
mendations; in a factorial design, these will be
compared to the benefits of intensification of
glycaemic control alone in patients not yet treated
with insulin. BothNorth American studies comple-
ment each other and are likely to answer therapeu-
tic questions not yet resolved.
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Fig. 4. Absolute reduction in risk of blindness with 1% reduction
in glycosylated haemoglobin (HbA1c) level (data from Vijan et
al.[34]).

Intensive Glycaemic Control in Diabetes Mellitus 473

© Adis International Limited. All rights reserved. Drugs & Aging 2000 Dec; 17 (6)



References
1. King H, Aubert R, HermanW. Global burden of diabetes, 1995-

2025: prevalence, numerical estimates, and projections. Dia-
betes Care 1998; 21 (9): 1414-31

2. Geiss LS, Herman WH, Smith PJ. Mortality in non-insulin-
dependent diabetes. In: HarrisM. editor. Diabetes in America,
2nd ed. Bethesda (MD): National Institutes of Health, 1995.
Publication no. 95-1468: 133-55

3. Kannel WB,McGee DL. Diabetes and glucose tolerance as risk
factors for cardiovascular disease: the Framingham Study.
Diabetes Care 1979; 2: 120-6

4. Wilson P, Cupples LA, Kannel W. Is hyperglycemia associated
with cardiovascular disease? The Framingham Study. Am
Heart J 1991; 121: 586-90

5. Krowelski AS, Czyzyk A, Janeczko D, et al. Mortality from
cardiovascular disease among diabetics. Diabetologia 1977;
13: 345-50

6. Kessler J. Mortality experience of diabetic patients: a twenty-
six year follow-up study. Am J Med 1971; 51: 715-34

7. Ford ES, DeStefano F. Risk factors for mortality from all causes
and from coronary heart disease among persons with diabetes.
Am J Epidemiol 1991; 133: 1220-30

8. Sasaki A, Uehara M, Horiuchi N, et al. A long term follow-up
study of Japanese diabetic patients: mortality and causes of
death. Diabetologia 1983; 25: 309-12

9. Manson JA, Colditz GA, Stampfer MJ, et al. A prospective
study of maturity onset diabetes mellitus and risk of coronary
heart disease and stroke in women. Arch Intern Med 1991;
151: 1141-7

10. Rubin RJ, Altman WM, Mendelson DM. Health care expendi-
tures for people with diabetes mellitus, 1992. J Clin Endo-
crinol Metab 1994; 78: 809A-809F

11. Diabetes Control and Complications Trial Research Group. The
effect of intensive treatment of diabetes on the develop-
ment and progression of long-term complications in insulin-
dependent diabetes mellitus. N Engl JMed 1993; 329: 977-86

12. DCCT Research Group. Reliability and validity of a diabetes
quality-of-life measure for the Diabetes Control and Compli-
cations Trial (DCCT). Diabetes Care 1988: 11: 725-32

13. UK Prospective Diabetes Study (UKPDS) Group. Intensive
blood-glucose control with sulfonylureas or insulin compared
with conventional treatment and risk of complications in pa-
tients with type 2 diabetes (UKPDS 33). Lancet 1998; 352:
837-53

14. University Group Diabetes Program II: Mortality results. Dia-
betes 1970; 19 Suppl. 2: 789-830

15. Abraira C, Colwell J, Nuttal F, et al. Veterans Affairs Coopera-
tive Study on Glycemic Control and Complications in Type
II Diabetes (VACSDM) Group. Cardiovascular events and
correlates in the Veterans Affairs diabetes feasibility trial.
Arch Intern Med 1997; 157: 181-8

16. American Diabetes Association. Standards of medical care for
patients with diabetes mellitus. Diabetes Care 2000; 23 Suppl. 1

17. Hayward RA, Manning WG, Kaplan SH, et al. Starting insulin
therapy in patients with type 2 diabetes: effectiveness, com-
plications, and resource utilization JAMA 1997; 278: 1663-9

18. Peters AL, McCulloch DK, Hayward RA, et al. Case one: too
little too late – delayed diagnosis of NIDDM. J Clin Outcomes
1994; 1: 9-26

19. Pogach L, Weinstock R, Hawley G, et al. Diabetes cost and
outcome report. Reports from the national Center for Cost
Containment. VeteransAffairs Forum 1999Nov:Washington,
DC. Available from: URL: http//www.ahsr.org/publications/
forum/forumnov99.htm [Accessed 2000 Dec 1]

20. Zinman B. Insulin regimens and strategies for IDDM. Diabetes
Care 1993; 16 Suppl. 3: 24-8

21. DeFronzo R. Pharmacologic therapy for type 2 diabetes melli-
tus. Ann Intern Med 1999: 131: 281-303

22. American Diabetes Association. Medical management of non-
insulin-dependent (type 2) diabetes mellitus. 3rd ed. Ameri-
can Diabetes Association: Alexandria (VA, 1994-1995

23. Holleman F, Hoekstra JBL. Insulin lispro. N Engl J Med 1997;
337: 176-83

24. Talaulicar M, Willms B, Rosskamp R. HOE 901, a new insulin
analogue for substitution of basal insulin requirement in type
1 diabetes. Diabe Stoffw 1996: 5: 3-6

25. Dreyer M, Pein M, Schmidt Ch, et al. Comparison of the phar-
macokinetics/dynamics of Gly (A21)-Arg (B31, B32)-hu-
man-insulin (HOE71GT) with NPH-insulin following
subcutaneous injection by using euglycemic clamp technique
[abstract]. Diabetologia 1994; 37 Suppl. 1: A78

26. Heinemann L. Traut T. Heise T. Time-action profile of inhaled
insulin. Diabet Med 1997: 14 (1): 63-72

27. Owens DR. Repaglinide: a new short-acting insulinotropic
agent for the treatment of type 2 diabetes. Eur J Clin Invest
1999; 29 Suppl. 2: 30-7

28. Grant PJ. The effects of metformin on the fibrinolytic system in
diabetic and non-diabetic subjects. Diabetes Metab 1991; 17:
168-73

29. Nagi DK, Yudkin JS. Effects of metformin on insulin resistance,
risk factors for cardiovascular disease, and plasminogen acti-
vator inhibitor in NIDDM subjects. Diabetes Care 1993; 16:
621-9

30. Henry RR. Thiazolidinediones. Endocrinol Metab Clin North
Am 1997; 26: 5553-74

31. Lebovitz HE. Alpha-glucosidase inhibitors. Endocrinol Metab
Clin North Am 1997; 26: 539-52

32. OhkuboY,KishikawaH,Araki E, et al. Intensive insulin therapy
prevents the progression of diabetic microvascular complica-
tions in Japanese patients with non-insulin-dependent diabe-
tes mellitus: a randomized prospective 6-year study. Diabetes
Res Clin Pract 1995 May; 28 (2): 103-17

33. Levin S, Coburn JW, Abraira C, et al. The effect of intensive
glycemic control on microalbuminuria in type 2 diabetes mel-
litus. Diabetes Care 2000; 23: 1478-85

34. Vijan S, Hofer TP, Hayward RA. Estimated benefits of glycemic
control in microvascular complications in type 2 diabetes.
Ann Intern Med 1997; 127: 788-95

35. Dortimer A, Shenoy P, Shiroff R, et al. Diffuse coronary artery
disease in diabetic patients. Circulation 1978; 55: 133-6

36. Mueller HS, Cohen LS, Braunwald E, TIMI Investigators, et
al.. Predictors of early mortality and morbidity after thrombo-
lytic therapy of acute myocardial infarction: analyses of pa-
tient subgroups in the Thrombolysis in Myocardial Infarction
(TIMI) trial, phase II. Circulation 1992; 85: 1254-64

37. Stein B, Weintraub WS, Gebhart SP, et al. Influence of diabetes
mellitus on early and late outcome after percutaneous trans-
luminal coronary angiplasty. Circulation 1995; 91: 979-89

38. Vigorito C, Betocchi S, Bonzani G, et al. Severity of coronary
artery disease in diabetic patients mellitus: angiographic
study of 34 diabetic and 120 non-diabetic patients. Am Heart
J 1980; 100: 782-7

39. Johnstone MT, Creager SJ, Scales KM, et al. Impaired endothe-
lium-dependent vasodilation in patients with insulin-depend-
ent diabetes mellitus. Circulation 1993; 88: 2510-6

40. Cohen RA. Dysfunction of vascular endothelium in diabetes
mellitus. Circulation 1993; 87 Suppl. 5: 67-76

474 Camacho et al.

© Adis International Limited. All rights reserved. Drugs & Aging 2000 Dec; 17 (6)



41. Tesfamariam B. Free radicals in diabetic endothelial cell dys-
function. Free Radic Biol Med 1994; 16: 383-91

42. Walmsley D, Hamptom K, Grant P. Contrasting fibrinolytic re-
sponse in type 1 insulin-dependent) and type 2 (non-insulin-
dependent) diabetes. Diabet Med 1991; 8: 954-9

43. Gough SC, Grant PJ. The fibrinolytic system in diabetes melli-
tus. Diabet Med 1991; 8: 898-905

44. Breddin H, Krzywanek H, Althoff P, et al. Platelet aggregation
as a risk factor in diabetes: results of a prospective study.
Horm Metab Res 1985; 15 Suppl.: 63-8

45. Osterman H, van der Loo J. Factors of the hemostatic system
in the diabetic patient. Hemostasis 1986; 16: 386-416

46. RosoveMH, FrankHJ, Harwig SS. Plasma B-thromboglobulin,
platelet factor 4, fibrinopeptide A and other hemostatic func-
tions during improved short-term glycemic control in diabe-
tes mellitus. Diabetes Care 1984; 7: 174-9

47. Ganda O, Arkin C. Hyperfibrinogenemia: an important risk fac-
tor for vascular complications in diabetes. Diabetes Care
1992; 15: 1245-50

48. Donohue RP, Orchard TJ. Diabetes mellitus and vascular com-
plications: an epidemiological perspective. Diabetes Care
1992; 15: 1141-55

49. Pyorala K. Relationship of glucose tolerance and plasma insulin
to the incidence of coronary heart disease: results from two
population studies in Finland. Diabetes Care 1979; 2: 131-41

50. Kuusisto J, Mykkanen L, Pyorala K, et al. NIDDM and its
metabolic control predict coronary heart disease in elderly
subjects. Diabetes 1994; 43: 960-7

51. Lomuscio A, Castagnone M, Vergani D, et al. Clinical correla-
tion between diabetic and non diabetic patients with myocar-
dial infarction. Acta Cardiologica 1991; 46: 543-54

52. Karlson BW, Herlitz J, Hjalmarson A. Prognosis of acute myo-
cardial infarction in diabetic and non-diabetic patients. Diabet
Med 1993; 10: 449-54

53. Granger CB, Califf RM, Young S, et al. Outcome of patients
with diabetesmellitus and acute myocardial infarction treated
with thrombolytic agents: the Thrombolysis and Angioplasty
in Myocardial Infarction (TAMI) Study Group. J Am Coll
Cardiol 1993; 21: 920-5

54. Barbash GI, White HD, Modan M, et al. Significance of dia-
betes mellitus in patients with acute myocardial infarction
receiving thrombolysis therapy. J Am Coll Cardiol 1993: 22:
707-13

55. Malmberg K, Ryden L. Myocardial infarction in patients with
diabetes mellitus. Eur Heart J 1988; 9: 259-64

56. Soler NG, Pentecost BL, Bennett MA, et al. Coronary care for
myocardial infarction in diabetics. Lancet 1974; II: 475-7

57. Gwilt D, Petri M, Lamb P, et al. Effect of intravenous insulin
infusion on mortality among diabetic patients after myocar-
dial infarction. Br Heart J 1984; 51: 626-31

58. Jaffe AS, Spadaro JJ, SchechtmanK, et al. Increased congestive
heart failure after myocardial infarction of modest extent in
patients with diabetic mellitus. Am Heart J 1984; 108: 31-7

59. Stone PH, Muller JE, Hartwell T, et al. The effect of diabetes
mellitus on prognosis and serial left ventricular function after
acute myocardial infarction: contribution of both coronary
disease and left ventricular dysfunction to the adverse prog-
nosis: the MILIS Study Group. J Am Coll Cardiol 1989; 14:
49-57

60. Savage MP, Krolewki AS, Kenien GG, et al. Acute myocardial
infarction in diabetes mellitus and significance of congestive
heart failure as a prognostic factor. Am J Cardiol 1988; 62:
665-9

61. Czyzk A, Krolewski AS, Szablowska S, et al. Clinical course
of myocardial infarction among diabetic patients. Diabetes
Care 1980; 3: 526-9

62. Tansey MJ, Opie LH, Kennelly BM. High mortality in obese
women diabetics with acute myocardial infarction. BMJ
1977; 1: 1624-6

63. Kouvaras G, Cokkinos D, Spyropoulou M. Increased mortality
of diabetics after acute myocardial infarction attributed to
diffusely impaired left ventricular performance as assessed
by endocardiography. Jpn Heart J 1988; 29: 1-9

64. Yudkin JS, Oswald GA. Determinants of hospital admission
and case fatality in diabetic patients with myocardial infarc-
tion. Diabetes Care 1988; 11: 351-8

65. Mak K-H, Moliterno DJ, Granger CB, et al. Influence of diabe-
tes mellitus on clinical outcome in the thrombolytic era of
acute myocardial infarction. GUSTO-I Investigators. J Am
Coll Cardiol 1997; 30: 171-9

66. Fava S, Azzopardi J, Agius-Muscat H. Outcome of unstable
angina in patients with diabetes mellitus. Diabet Med 1997;
14: 209-13

67. Lawson M, Gerstein H, Tsui E, et al. Effect of intensive therapy
on early macrovascular disease in young individuals with
type 1 diabetes: a systematic review and meta-analysis. Dia-
betes Care 1999: 22 Suppl. 2: B35-42

68. Malmberg K, Ryden L, Efendic S. A randomized trial of insu-
lin-glucose infusion followed by subcutaneous insulin treat-
ment in diabetic patients with acute myocardial infarction:
effects on mortality. J Am Coll Cardiol 1995; 26: 57-65

69. Malmberg K, Ryden L, Hamsten A, et al. Effects of insulin
treatment on cause-specific one year mortality and morbidity
in diabetic patients with acute myocardial infarction. Eur
Heart J 1996; 17: 1337-44

70. Malmberg K. Prospective randomized study of insulin treat-
ment on long term survival after acute myocardial infarction
in patients with diabetes mellitus. BMJ 1997; 314: 1512-5

71. UK Prospective Diabetes Study Group. Effect of intensive
blood-glucose control with metformin on complications in
overweight patients with type 2 diabetes (UKPDS 34). Lancet
1998: 352: 854-65

72. Antiplatelet Trialists’Collaboration. Collaborative overview of
randomised trials of antiplatelet treatment. I. Prevention of
death, myocardial infarction, and stroke by prolonged anti-
platelet therapy in various categories of patients. BMJ 1994;
308: 81-106

73. American Diabetes Association. Management of dyslipidemia
in adults with diabetes. Diabetes Care 199: 22 Suppl. 1: S56-9

74. Emanuele N, Azad N, Abraira C, et al. Effect of intensive glyce-
mic control on fibrinogen, lipids, and lipoproteins: Veterans
Affairs Cooperative Study in Type II Diabetes Mellitus. Arch
Intern Med 1998; 158: 2485-90

75. Abraira C, Colwell JA, Nuttall FQ, et al. Veterans Affairs Co-
operative Study on Glycemic Control and Complications in
Type II Diabetes (VA CSDM): results of the feasibility trial.
Diabetes Care 1995; 18: 1113-23

76. Bolli GB. Hypoglycemia unawareness. Diabetes Metab 1997;
23 Suppl. 3: 29-35

77. O’Keefe JH, Miles J, Harris W, et al. Improving the adverse
cardiovascular prognosis of type 2 diabetes. Mayo Clin Proc
1999; 74: 171-80

78. O’Keefe JH, Blackstone EH, Sergeant P, et al. The optimal
mode of coronary revascularization for diabetics: a risk-
adjusted long-term study comparing coronary angioplasty
and coronary bypass surgery. Eur Heart J 1998; 19: 1696-703

Intensive Glycaemic Control in Diabetes Mellitus 475

© Adis International Limited. All rights reserved. Drugs & Aging 2000 Dec; 17 (6)



79. Abraira A, Maki K. Does insulin treatment increase cardiovas-
cular risk in NIDDM? Clin Diabet March/April 1995; 13:
29-31

80. Laight DW, Carrier MJ, Anggard EE. Antioxidants, dia-
betes and endothelial dysfunction. Cardiovasc Res 2000; 18:
457-64

81. Stout RW. The impact of insulin on atherosclerosis. Horm
Metab Res 1994; 26: 125-8

82. Durrington PN. Is insulin atherogenic? Diabet Med 1992; 9:
597-600

83. Fontbonne A, Eschwege E, Cambien F, et al. Hypertriglyceri-
daemia as a risk factor of coronary heart disease mortality in
subjects with impaired glucose tolerance or diabetes: results
from the 11-year follow-up of the Paris prospective Study.
Diabetologia 1989; 32: 300-4

84. Fontbonne A, Charles MA, Thibult N, et al. Hyperinsulinaemia
as a predictor of coronary heart disease mortality in a healthy
population: the Paris Prospective Study: 15-year follow-up.
Diabetologia 1991; 34: 356-61

85. Welborn TA, Wearne K. Coronary heart disease incidence and
cardiovascular mortality in Busselton with reference to
glucose and insulin concentrations. Diabetes Care 1979: 2:
154-60

86. Eschwege E, Richard JL, Thibult N, et al. Coronary heart dis-
ease mortality in relation with diabetes, blood glucose and
plasma insulin levels: the Paris Prospective Study, ten years
later. Horm Metab Res 1985: 15 Suppl.: 41-6

87. Yarnell JWG, Sweetnam PM, Marks V, et al. Insulin in isch-
aemic heart disease: are associations explained by triglyceride
concentrations? The Caerphilly prospective study. Br Heart J
1994; 171: 293-6

88. Despres JP, Lamarch B, Mauriege P, et al. Hyperinsulinemia as
an independent risk factor for ischemic heart disease. N Engl
J Med 1996; 334: 952-7

89. Ernest E, Resch KL. Fibrinogen as a cardiovascular risk factor:
a meta-analysis and review of literature. Ann Intern Med
1993; 118: 956-63

90. Anonymous. Early worsening of diabetic retinopathy in the
Diabetes Control and Complications Trial. Arch Ophthalmol
1998; 116: 874-86

91. Ellis D, Avner ED, Transue D, et al. Diabetic nephropathy in
adolescence: appearance during improved glycemic control.
Pediatrics 1983; 71: 824-9

92. Henricsson M, Nilsson A, Janzon L, et al. The effect of glycae-
mic control and the introduction of insulin therapy on retinop-
athy in non-insulin-dependent diabetes mellitus. Diabet Med
1997; 14: 123-31

93. Emanuele N, Klein R, Abraira C, et al. Evaluations of retinop-
athy in the VA Cooperative Study on Glycemic Control and
complications in Type II Diabetes (VA CSDM): a feasibility
study. Diabetes Care 1996; 19: 1375-81

94. Chautelau E, Kohner EM.Why some cases of retinopathywors-
en when diabetes control improves. BMJ 1997; 315: 1105-6

95. Orchard TJ. Glycemic control and CAD risk: a heretical thought
[letter]. Diabetes Care 1999; 22: 1220

96. Purnell JQ, Hokanson JE, Marcovina SM, et al. Effect of exces-
sive weight gain with intensive therapy of type 1 diabetes on
lipid levels and blood pressure. JAMA 1998; 280: 140-6

97. DCCT Research Group. Adverse events and their association
with treatment regimens in the Diabetes Control and Compli-
cations Trial. Diabetes Care 1995; 18: 1415-27

98. Williams K, Erbey J, Becker D, et al. Improved glycemic con-
trol reduces the impact of weight gain on cardiovascular risk
factors in type 1 diabetes: the Epidemiology ofDiabetes Com-
plications study. Diabetes Care 199: 22: 1084-91

99. U.K. Prospective Diabetes Study Group. Quality of life in type
2 diabetic patients is affected by complications but not by
intensive policies to improve blood glucose or blood pressure
control (UKPDS 37). Diabetes Care 1999: 22: 1125-36

100. Ferris FL III. How effective are treatments for diabetic retinop-
athy? JAMA 1993; 269: 1290-1

101. United Kingdom Prospective Diabetes Study Group. Tight
blood pressure control and risk of macrovascular and micro-
vascular complications in type 2 diabetes: UKPDS 38. BMJ
1998; 317: 703-12

102. Sacks FM, Pfeffer MA, Moye LA, et al., Cholesterol and Re-
current Events Trial Investigators. The effect of pravastatin
on coronary events after myocardial infarction in patients
with average cholesterol levels. N Engl J Med 1996; 335:
1001-9

103. Tentkanen L, Manttari M, Manninen V. Some coronary risk
factors related to the insulin resistance syndrome and treat-
ment with gemfibrozil: experience from the Helsinski Heart
Study. Circulation 1995; 92: 1779-85

104. Pyorala K, Pedersen TR, Kjekshus J, et al. Cholesterol lowering
with simvastatin improves prognosis of diabetic patients with
coronary heart disease: a subgroup analysis of the Scandi-
navian Simvastatin Survival Study (4S) [published erratum
appears in Diabetes Care 1997; 20: 1048]. Diabetes Care
1997; 20: 614-20

105. United Kingdom Prospective Diabetes Study Group. Efficacy
of atenolol and captopril in reducing risk of macrovascular
and microvascular complications in type 2 diabetes: UKPDS
39. BMJ 1998; 317: 713-20

106. Early Treatment Diabetic Retinopathy Study Investigators. As-
pirin effects on mortality and morbidity in patients with dia-
betes mellitus. Early Treatment Diabetic Retinopathy Study
report 14. JAMA 1992; 268: 1292-300

107. Epidemiology of Diabetes Interventions and Complication Re-
search Group. Epidemiology of Diabetes Interventions and
Complications. Design, implementation and preliminary re-
sults of a long term follow up of the Diabetes Control and
Complications Trial cohort. Diabetes Care 1999; 22: 99-111

108. Abraira C, Duckworth W, McCarren M: Seven year VA Coop-
erative Study on glycemic control and complications [ab-
stract]. Diabetes 2000; 49 Suppl. 1: A1422

Correspondence and offprints: Dr Carlos Abraira, Research
Service (151), Miami Veterans Affairs Medical Center, 1201
N.W. 16th Street, Miami, FL 33146, USA.
E-mail: Cabraira@med.miami.edu

476 Camacho et al.

© Adis International Limited. All rights reserved. Drugs & Aging 2000 Dec; 17 (6)



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFA1B:2005
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (sRGB IEC61966-2.1)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<


    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200036002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200036002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>



    /HUN <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF adatti per visualizzare e stampare documenti aziendali in modo affidabile. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 6.0 e versioni successive.)
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200036002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken waarmee zakelijke documenten betrouwbaar kunnen worden weergegeven en afgedrukt. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 6.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>


    /SKY <>

    /SUO <>
    /SVE <>
    /TUR <>

    /ENU <FEFF004a006f0062006f007000740069006f006e007300200066006f00720020004100630072006f006200610074002000440069007300740069006c006c0065007200200039002000280039002e0034002e00350032003600330029002e000d00500072006f006400750063006500730020005000440046002000660069006c0065007300200077006800690063006800200061007200650020007500730065006400200066006f00720020006f006e006c0069006e0065002e000d0028006300290020003200300031003100200053007000720069006e006700650072002d005600650072006c0061006700200047006d006200480020>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice


