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Abstract
Background
Glucagon like peptide-1 (GLP-1) receptor agonist treatment may improve endothelial function via direct and indirect mechanisms. We compared the acute and chronic effects of the GLP-1 receptor agonist exenatide vs. metformin on endothelial function in patients with obesity and pre-diabetes.

Methods
We performed a randomized, open-label, clinical trial in 50 non-diabetic individuals (mean age 58.5 ± 10.0; 38 females) with abdominal obesity and either impaired fasting glucose, elevated HbA1c, or impaired glucose tolerance (IGT) who were randomized to receive 3-months of exenatide or metformin. Microvascular endothelial function, assessed by digital reactive hyperemia (reactive hyperemic index: RHI), C-reactive protein (CRP), circulating oxidized LDL (oxLDL), and vascular cell adhesion molecule-1 (VCAM-1) were measured at baseline and 3-months. Seven subjects with IGT participated in a sub-study comparing the effects of pre-administration of exenatide and metformin on postprandial endothelial function.

Results
There were no differences for the change in RHI (Δ exenatide: 0.01 ± 0.68 vs. Δ metformin: -0.17 ± 0.72, P = 0.348), CRP, oxLDL, or VCAM-1 between exenatide and metformin treatment. Triglycerides were reduced more with exenatide compared to metformin (Δ exenatide: -25.5 ± 45.7 mg/dL vs. Δ metformin: -2.9 ± 22.8 mg/dL, P = 0.032). In the sub-study, there was no difference in postprandial RHI between exenatide and metformin.

Conclusions
Three months of exenatide therapy had similar effects on microvascular endothelial function, markers of inflammation, oxidative stress, and vascular activation, as metformin, in patients with obesity and pre-diabetes.

Clinical trials registration
This study is registered on http://​www.​clinicaltrials.​gov/​:​NCT00546728
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Background
The term pre-diabetes is used to describe individuals with either impaired fasting glucose (IFG), elevated glycosylated hemoglobin (HbA1c), or impaired glucose tolerance (IGT). In parallel with the increase in the prevalence of obesity, the number of individuals with pre-diabetes is growing rapidly [1]. In addition to being predictive of type 2 diabetes mellitus (T2DM), pre-diabetes is associated with increased risk for developing cardiovascular disease (CVD) [2, 3]. The preferred treatment approach for pre-diabetes is lifestyle modification emphasizing healthier eating habits and increased levels of physical activity, ideally leading to weight-loss. However, drug therapy is also used to treat pre-diabetes with the goal of preventing the onset of frank T2DM. Most prominently, metformin and the peroxisome proliferator-activated receptor-γ agonists pioglitazone and rosiglitazone have been shown to attenuate the transition from pre-diabetes to T2DM [4–6]. Metformin is perhaps the most widely-used medication to treat pre-diabetes because of its generally well-accepted safety profile and tendency to help patients maintain or reduce body weight [5].
The potential cardio-protective effects of medications should be an important consideration when choosing drug therapy for pre-diabetes given its association with CVD. Medications that attenuate postprandial glucose spikes may be particularly attractive since these glucose excursions are associated with endothelial dysfunction, inflammation, oxidative stress, and atherosclerosis in individuals with pre-diabetes [7–12]. In this regard, the glucagon-like peptide-1 (GLP-1) receptor agonist class may be an ideal candidate due to its primary mechanisms of action: reduction of postprandial glucose via increasing insulin secretion, decreasing glucagon secretion, and slowing gastric emptying [13], which leads to improved chronic glycemic control even when used in combination with other diabetes medications [14, 15]. Moreover, evidence suggests that GLP-1 may act directly on the endothelium to improve endothelial function and inhibit atherosclerosis [16–21] and may have additional beneficial cardiovascular effects [22, 23].
The effect of GLP-1 receptor agonist treatment on endothelial function has not been well-described in humans. Therefore, we performed a randomized, head-to-head clinical trial comparing the acute and chronic effects of the GLP-1 receptor agonist exenatide vs. metformin on microvascular endothelial function in patients with obesity and either IFG, elevated HbA1c, or IGT. We chose metformin as the comparator since it is generally viewed as a first-line drug therapy in the context of pre-diabetes and has a strong evidence-base supporting its use in this condition [5].

Methods
Patient population
Fifty non-diabetic individuals (waist circumference ≥102 cm for men and ≥88 cm for women) with abdominal obesity and either IFG (fasting glucose ≥100 mg/dL), elevated HbA1c (≥5.7%), or IGT (2-hour glucose ≥140 mg/dL), were enrolled at two sites from 2007–2010: the United Heart and Vascular Clinic and the International Diabetes Center at Park Nicollet. Patients were excluded if they had T2DM, were not on a stable (≥ 1-month) cardiovascular medication regimen (e.g., anti-hypertensive therapy, statins, etc.), had used medications for glycemic control within 1-month, had previous bariatric surgery, or had a history of severe gastrointestinal disease, unstable angina or heart failure. Patients were recruited from local medical clinics and through advertisements. The study protocol was approved by the institutional review board at Copernicus Group IRB, the University of Minnesota, and the International Diabetes Center at Park Nicollet and written consent was obtained from all participants.

Study design
We performed a 3-month, randomized (1:1), open-label, head-to-head (exenatide vs. metformin) clinical trial. Following baseline testing, patients were randomly assigned (blocked randomization to ensure an equal number per treatment group by site) to treatment with exenatide or metformin for 3-months. Measurements of study variables were made at baseline and 3-months. All testing was performed in the morning after patients had been fasting for at least 12 hours. A sub-study was performed in seven patients with IGT to evaluate the acute postprandial (acute glucose challenge) effects of exenatide and metformin on endothelial function. All participants in the sub-study underwent testing with pre-administration of both medications and served as their own control. The sub-study included two extra visits, each requiring a standard oral glucose tolerance test (OGTT) with pre-administration of exenatide (10 mcg, 30-minutes prior to glucose ingestion) during one visit and metformin (1000 mg, 60-minutes prior to glucose ingestion) during the other visit. The order of the conditions (exenatide and metformin) was randomized. The control condition (no drug pre-administration to establish a baseline) was performed during a third visit (the main-study baseline visit since all sub-study subjects also participated in the main study).

Exenatide and metformin treatment protocol
Exenatide was initiated at a dose of 5 mcg, BID for 1-month and up-titrated to 10 mcg, BID for the remaining 2-months. Metformin was initiated at a dose of 500 mg, BID for 1-month and up-titrated to 1000 mg, BID for the remaining 2-months. Individuals who did not tolerate the higher doses of exenatide and metformin were allowed to continue the study on the lower doses. Study medications were withheld on the mornings of the study visits (except for sub-study visits).

Measurement of clinical variables
Height and weight were obtained using a standard stadiometer and electronic scale, respectively. Body mass index (BMI) was calculated as weight in kilograms divided by height in meters squared. Waist circumference was obtained at end-expiration and measured midway between the base of the rib cage and the superior iliac crest. The study was performed at two sites, each with different technologies to measure body fat. At one site, total body fat was measured with dual energy x-ray absorptiometry (N = 35) (Hologic Discovery, Hologic, Inc., Bedford, MA, USA), and at the other, abdominal visceral/subcutaneous fat was measured by computed tomography using the average of slices obtained at L1/L2 and L4/L5 (N = 14) (Siemens SOMATOM Definition, Siemens Healthcare, Malvern, PA, USA). Sitting blood pressure measurements were obtained manually on the same arm using the same cuff size and equipment after the patient had been resting quietly for 10 minutes. Fasting lipid profile, glucose, and insulin assays were conducted with standard procedures by Quest Diagnostics (Minneapolis, Minnesota). Homeostasis model assessment of insulin resistance (HOMA-IR), a surrogate measure of insulin resistance, was calculated using previously described methods [24].

Plasma biomarkers
Blood plasma for biomarker analysis was stored at −80°C until the end of the study at which time all samples were assayed together. C-reactive protein (CRP) (ALPCO Diagnostics, Salem, NH, USA), circulating oxidized LDL (oxLDL) (Mercodia, Inc., Winston-Salem, NC, USA), and vascular cell adhesion molecule-1 (VCAM-1) (R&D Systems, Inc., Minneapolis, MN, USA) were measured by ELISA in the University of Minnesota Cytokine Reference Laboratory (CLIA licensed).

Endothelial function assessment
Microvascular endothelial function was measured by digital reactive hyperemia (EndoPAT 2000, Itamar Medical, Caesarea, Israel), an operator-independent method of quantifying endothelial function. Digital reactive hyperemia is nitric oxide-dependent [25], associated with coronary artery blood flow [26] and multiple cardiovascular risk factors [27], and independently predicts future cardiovascular events [28]. Following 10 minutes of quiet rest in the supine position, finger probes were placed on the index fingers of both hands to measure baseline and reactive hyperemic pulse amplitude. The probes applied a uniform pressure (10 mmHg less than DBP) on the fingers, which allowed for the detection of small pulse volume changes throughout the cardiac cycle. Following the collection of five minutes of baseline data, a blood pressure cuff on the upper arm was inflated to a suprasystolic level for five minutes. Following cuff release, the change in pulse amplitude during reactive hyperemia was measured for five minutes. The ratio of the hyperemic and the baseline pulse amplitude (corrected for the same ratio on the control finger) was calculated and expressed as the reactive hyperemic index (RHI). For the sub-study, RHI was measured at baseline (pre-OGTT) and 1- and 2-hours during the OGTT.

Statistical analysis
Baseline variables were compared between the exenatide and metformin groups using independent samples t-tests. For the main study, 2 X 2 (group X time) analysis of variance (ANOVA) was used to compare changes in variables between groups before and after the 3-month treatment period. The ANOVA interaction term was the pre-specified analysis of interest. For descriptive purposes, within-group treatment effects were analyzed with paired samples t-tests. For the sub-study, the area under the curve (AUC) for glucose, insulin, and RHI was calculated for each of the three conditions (control, exenatide, and metformin) and compared by ANOVA. An alpha value of 0.05 was used to determine statistical significance. Data are presented as mean ± standard deviation. GraphPad Prism version 5.0 (GraphPad Software, Inc., La Jolla, CA, USA) was used for statistical analyses.


Results
Main study
Fifty patients with abdominal obesity and pre-diabetes were enrolled. All participants were white. There were no Hispanic individuals in the exenatide group and two in the metformin group, which did not differ significantly (P = 0.490). As shown in Table 1, variables at baseline were similar between the groups. All but three tolerated the maximal dose of metformin (1000 mg, BID) and all but three tolerated the maximal dose of exenatide (10 mcg, BID). Medication compliance for both groups was excellent (metformin = 96 ± 5%; exenatide = 97 ± 4%).Table 1
                          Baseline Characteristics
                        


	Variable
	Metformin Group(N = 25)
	Exenatide Group(N = 25)
	P-Value

	Age (years)
	58.4 ± 10.1
	58.7 ± 10.0
	0.911

	Gender (male/female)
	7/18
	5/20
	0.742

	BMI (kg/m2)
	35.8 ± 7.0
	35.3 ± 5.5
	0.781

	Waist Circumference (cm)
	112.3 ± 15.7
	111.6 ± 12.5
	0.861

	Body Fat (%)
	44.5 ± 4.9
	42.3 ± 6.5
	0.264

	SBP (mmHg)
	125.8 ± 12.3
	130.6 ± 17.1
	0.260

	DBP (mmHg)
	75.6 ± 10.0
	74.3 ± 9.3
	0.620

	Cholesterol (mg/dL)
	185.0 ± 33.1
	187.4 ± 28.7
	0.782

	LDL-Cholesterol (mg/dL)
	101.9 ± 27.2
	104.1 ± 26.9
	0.777

	HDL-Cholesterol (mg/dL)
	53.2 ± 14.3
	53.8 ± 11.9
	0.864

	Triglycerides (mg/dL)
	137.2 ± 43.0
	149.0 ± 58.4
	0.419

	Glucose (mg/dL)
	103.1 ± 9.1
	103.2 ± 9.9
	0.976

	Insulin (mU/L)
	9.6 ± 8.1
	8.5 ± 4.7
	0.538

	HOMA-IR
	2.5 ± 2.4
	2.2 ± 1.4
	0.547

	CRP (mg/L)
	4.3 ± 2.2
	4.9 ± 3.2
	0.510

	OxLDL (U/L)
	142.8 ± 66.7
	123.7 ± 61.4
	0.301

	VCAM-1 (ng/mL)
	529.1 ± 178.6
	495.5 ± 119.9
	0.440

	RHI
	2.03 ± 0.66
	2.03 ± 0.57
	0.989


BMI = body mass index; SBP = systolic blood pressure; DBP = diastolic blood pressure; LDL = low density lipoprotein; HDL = high density lipoprotein; HOMA-IR = homeostasis model assessment for insulin resistance; CRP = C-reactive protein; OxLDL = oxidized low density lipoprotein; VCAM-1 = vascular cell adhesion molecule-1; RHI = reactive hyperemic index.
Body fat data were obtained in 35 patients (exenatide N = 17; metformin N = 18)
Data are shown as mean ± standard deviation.



Table 2 shows the treatment effects by group. There were no differences in the changes from baseline for RHI (Δ exenatide: 0.01 ± 0.68 vs. Δ metformin: -0.17 ± 0.72, P = 0.348) (Figure 1), CRP (Δ exenatide: -0.4 ± 2.2 mg/L vs. Δ metformin: -0.4 ± 2.2 mg/L, P = 0.987), oxLDL (Δ exenatide: -0.1 ± 41.5 U/L vs. Δ metformin: -16.5 ± 30.4 U/L, P = 0.123), or VCAM-1 (Δ exenatide: 10.4 ± 83.2 ng/mL vs. Δ metformin: -15.3 ± 101.3 ng/mL, P = 0.336) between exenatide and metformin groups. Triglycerides were reduced more with exenatide compared to metformin (Δ exenatide: -25.5 ± 45.7 mg/dL vs. Δ metformin: -2.9 ± 22.8 mg/dL, P = 0.032). There were no differences in any of the other variables including visceral (pre- and post-exenatide: 201.2 ± 44.4 cm2 to 206.3 ± 44.3 cm2, respectively vs. pre- and post-metformin: 286.6 ± 114.4 cm2 to 278.3 ± 122.8 cm2, P = 0.208) and subcutaneous (pre- and post-exenatide: 473.9 ± 152.5 cm2 to 457.8 ± 143.1 cm2, respectively vs. pre- and post-metformin: 352.6 ± 148.4 cm2 to 349.6 ± 131.4 cm2, P = 0.448) fat in the subset with computed tomography data (not presented in Table 2).Table 2
                          Treatment Effects by Group
                        


	Variable
	Δ Metformin(N = 25)
	Δ Exenatide(N = 25)
	Difference(M – E)
	P-Value

	BMI (kg/m2)
	−0.4 ± 0.7*
	−0.8 ± 1.4*
	−0.4
	0.229

	Waist Circumference (cm)
	−1.7 ± 3.5*
	−3.2 ± 6.2*
	−1.5
	0.285

	Body Fat (%)
	0.8 ± 1.7
	0.8 ± 2.6
	0.0
	0.939

	SBP (mmHg)
	0.5 ± 10.2
	−5.4 ± 15.3
	−5.9
	0.114

	DBP (mmHg)
	−0.8 ± 6.9
	−2.8 ± 7.3
	−2.0
	0.322

	Cholesterol (mg/dL)
	−9.2 ± 16.1**
	−14.6 ± 17.4***
	−5.4
	0.264

	LDL-Cholesterol (mg/dL)
	−1.1 ± 21.4
	−9.9 ± 22.5*
	−8.8
	0.169

	HDL-Cholesterol (mg/dL)
	−1.5 ± 9.7
	−1.1 ± 12.8
	0.4
	0.901

	Triglycerides (mg/dL)
	−2.9 ± 22.8
	−25.5 ± 45.7*
	−22.6
	0.032

	Glucose (mg/dL)
	−3.7 ± 9.3
	−2.7 ± 9.9
	1.0
	0.725

	Insulin (mU/L)
	−2.4 ± 4.3**
	−0.6 ± 2.8
	1.8
	0.079

	HOMA-IR
	−0.8 ± 1.4*
	−0.2 ± 0.8
	0.6
	0.094

	CRP (mg/L)
	−0.4 ± 2.2
	−0.4 ± 2.2
	0.0
	0.987

	OxLDL (U/L)
	−16.5 ± 30.4*
	−0.1 ± 41.5
	16.4
	0.123

	VCAM-1 (ng/mL)
	−15.3 ± 101.3
	10.4 ± 83.2
	25.7
	0.336

	RHI
	−0.17 ± 0.72
	0.01 ± 0.68
	0.18
	0.348


BMI = body mass index; SBP = systolic blood pressure; DBP = diastolic blood pressure; LDL = low density lipoprotein; HDL = high density lipoprotein; HOMA-IR = homeostasis model assessment for insulin resistance; CRP = C-reactive protein; OxLDL = oxidized low density lipoprotein; VCAM-1 = vascular cell adhesion molecule-1; RHI = reactive hyperemic index.
Data are shown as mean ± standard deviation; P-Values represent ANOVA interaction term.
Body fat data were obtained in 35 patients (exenatide N = 17; metformin N = 18).
* denotes P<0.05 for within group treatment effect; ** denotes P<0.01 for within group treatment effect; *** denotes P<0.001 for within group treatment effect.
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Figure 1
                          Endothelial function before and after 3-months of treatment with either exenatide or metformin.
                        





Sub-study
All participants (mean age 47.6 ± 12.8; 4 females, 3 males) in the sub-study had IGT. There was a trend toward a difference in glucose AUC during the OGTT among the three conditions (control AUC: 7,691 ± 2,925 units, vs. exenatide AUC: 4,382 ± 2,421 units, vs. metformin AUC: 5,859 ± 2,210 units, ANOVA P = 0.076) and no statistically significant difference in insulin AUC (control AUC: 5,535 ± 1,838 units, vs. exenatide AUC: 4,543 ± 2,389 units, vs. metformin AUC: 4,084 ± 1,800 units, ANOVA P = 0.410). There was no statistically significant difference in postprandial RHI AUC among the three conditions (control AUC: -10.0 ± 50.5 units, vs. exenatide AUC: 37.8 ± 51.1 units, vs. metformin AUC: 20.5 ± 47.5 units, ANOVA P = 0.203) (Figure 2).[image: A12933_2012_Article_495_Fig2_HTML.jpg]
Figure 2
                          Serial endothelial function during the OGTT for control (no drug pre-administration) and pre-administration of either exenatide or metformin.
                        






Discussion
Little is known about the effect of chronic GLP-1 receptor agonist treatment on endothelial function in humans. The primary finding of the current study is that chronic treatment with exenatide in patients with obesity and pre-diabetes has similar effects on microvascular endothelial function, inflammation, oxidative stress, and vascular activation as treatment with metformin. These results are in line with a recent pilot study we conducted in non-diabetic youth with severe obesity, which demonstrated no change in endothelial function with 3-months of exenatide treatment [29]. In regard to inflammation and oxidative stress, our results are in contrast to a recent study that demonstrated a rapid anti-inflammatory and reactive oxygen species suppression effect of exenatide in patients with T2DM [30]. The contradictory findings between these studies may be explained by the different patient populations examined (pre-diabetes vs. T2DM) and the methods by which inflammation and oxidative stress were measured (systemic vs. cellular/molecular). Two other studies have evaluated the effects of acute, one-time, GLP-1 administration on endothelial function in patients with IGT and T2DM [9, 19]. Nystrom et al. [19] reported that infusion of GLP-1 in a small number (N = 12) of patients with T2DM and stable coronary artery disease improved brachial artery flow-mediated dilation while no improvement was observed in healthy controls. Koska et al. [9] demonstrated improved postprandial (high-fat meal) RHI with pre-administration of exenatide (10 mcg) in patients with either IGT or T2DM. Taken together, these findings suggest that improvements in endothelial function with GLP-1 receptor agonists may be limited to the postprandial setting.
There are many potential explanations for the findings in this study - the most obvious being that GLP-1 receptor agonists may have minimal or no appreciable effect on endothelial function and blood flow in individuals with obesity and pre-diabetes. The lack of improvement in endothelial function may be related to the relatively short half-life of exenatide (approximately 2.4 hours) and the fact that its metabolic effects occur predominantly in the postprandial setting. Alternatively, the treatment period may not have been long enough in this study to elicit an improvement in endothelial function. Some studies have shown that weight loss and glycemic control continue to improve well beyond 3-months with exenatide therapy [31–33]. Another potential explanation for the lack of improvement in endothelial function is that, despite the high baseline BMI, body fat, CRP, and other risk factor levels, the baseline RHI values in these patients were relatively high (2.03 in both groups), which may have limited the ability of exenatide to exert a beneficial effect. Therefore, it is possible that results may differ in other patient populations, such as those with T2DM who often have significant endothelial dysfunction. Finally, it is possible that the effects of exenatide on endothelial function may differ by vascular bed, and that the microvasculature, which was measured in this study, is less responsive compared to the conduit arteries.
Evidence exists supporting a role for GLP-1 receptor agonists having a beneficial effect on postprandial endothelial function. Koska et al. recently reported that pre-administration of exenatide significantly enhanced endothelial function following a high-fat meal in individuals with IGT or newly-diagnosed T2DM [9]. Reductions in postprandial triglycerides explained over 60% of the effect of exenatide on endothelial function improvement, suggesting that the beneficial postprandial vascular effects of GLP-1 receptor agonists are likely mediated via the lowering of triglycerides [9, 34]. This may explain the lack of effect in postprandial endothelial function with exenatide observed in our study. Instead of a high-fat meal, which would be expected to raise postprandial triglycerides, we utilized a glucose-only meal. Although we did not measure postprandial triglycerides in the current study, it is unlikely that levels increased very much following the glucose load. Therefore, the current state of the evidence suggests that improvements in endothelial function with GLP-1 receptor agonists may be limited to the postprandial period (0–3 hours) primarily in relation to a high-fat meal.
Strengths of this study included the randomized/controlled design, the similarities between the exenatide and metformin groups at baseline, and the fact that subjects were not using any T2DM medications. Limitations included the non-blinded design, the lack of a non-treatment control group, and the small sample size for the sub-study. Because the mean improvement in postprandial endothelial function was higher with exenatide compared to metformin and control (albeit non-significantly), it is possible that significant differences may have been observed with a larger sample size.
In conclusion, 3-months of exenatide therapy had similar effects on microvascular endothelial function, markers of inflammation, oxidative stress, and vascular activation, as treatment with metformin, in patients with obesity and pre-diabetes. Improvements in endothelial function with GLP-1 receptor agonists may be limited to the postprandial setting, particularly following the consumption of a high-fat meal. Future studies should examine the vascular effects of combined treatment with a GLP-1 receptor agonist and metformin, evaluate the effects in patients with T2DM, utilize treatment periods longer than 3-months, and evaluate the other vascular beds (e.g., conduit arteries).

Disclosures
A.S.K. has received research support from GlaxoSmithKline and Amylin/Eli Lilly and is a consultant (clinical trials advisory board) for Novo Nordisk. R.M.B. receives research support from Amylin, Eli Lilly, Novo Nordisk, Sanofi, Boehringer Ingelheim, Merck, Roche and Takeda; consults with Amylin, Eli Lilly, Novo Nordisk, Sanofi, Roche and Takeda; he receives no personal income from any of these activities. J.M.G.C. receives research support from Novartis, Pfizer, Sanofi-Aventis, Novo Nordisk, Leptos, Takeda, Amylin, Astra-Zeneca, Boehringer Ingelheim, and Ipsen; is a member of the speaker’s bureau for Merck, Pfizer, Boehringer Ingelheim, Forest, and GlaxoSmithKline; and is a consultant for Merck, Pfizer, Leptos, and Roche. H.K. is a member of the speaker’s bureau for Eli Lilly, Novo Nordisk, and Amylin. A.J.B. is a member of the speaker’s bureau for Forest Pharmaceuticals and receives research support from GlaxoSmithKline and Amylin/Eli Lilly.

Funding
Funding was provided by an investigator-initiated grant (awarded to A.S.K.) from Amylin Pharmaceuticals and Eli Lilly and Company. The funders were not involved in the data analysis or manuscript preparation.

Acknowledgements
The authors appreciate the assistance of Kari Thomas, Deanna Rohde, Andrea Metzig, Melissa Thalin, Nan Hoerr, and Ryan Gauge from the United Heart and Vascular Clinic, St. Paul, MN; and Kathleen McCann and Charlotte Ashanti from the International Diabetes Center at Park Nicollet, St. Louis Park, MN. We are grateful to the participants who donated their time to this study. Dr. Kelly is the guarantor of this work and, as such, had full access to all the data in the study and takes responsibility for the integrity of the data and the accuracy of the data analysis.

References
1.
Cowie CC, Rust KF, Ford ES, Eberhardt MS, Byrd-Holt DD, Li C, Williams DE, Gregg EW, Bainbridge KE, Saydah SH: Full accounting of diabetes and pre-diabetes in the U.S. population in 1988–1994 and 2005–2006. Diabetes Care. 2009, 32: 287-294.PubMedCentralCrossRefPubMed

2.
Barr EL, Zimmet PZ, Welborn TA, Jolley D, Magliano DJ, Dunstan DW, Cameron AJ, Dwyer T, Taylor HR, Tonkin AM: Risk of cardiovascular and all-cause mortality in individuals with diabetes mellitus, impaired fasting glucose, and impaired glucose tolerance: the Australian Diabetes, Obesity, and Lifestyle Study (AusDiab). Circulation. 2007, 116: 151-157. 10.1161/CIRCULATIONAHA.106.685628.CrossRefPubMed

3.
Meigs JB, Nathan DM, D'Agostino RB, Wilson PW: Fasting and postchallenge glycemia and cardiovascular disease risk: the Framingham Offspring Study. Diabetes Care. 2002, 25: 1845-1850. 10.2337/diacare.25.10.1845.CrossRefPubMed

4.
Gerstein HC, Yusuf S, Bosch J, Pogue J, Sheridan P, Dinccag N, Hanefeld M, Hoogwerf B, Laakso M, Mohan V: Effect of rosiglitazone on the frequency of diabetes in patients with impaired glucose tolerance or impaired fasting glucose: a randomised controlled trial. Lancet. 2006, 368: 1096-1105.CrossRefPubMed

5.
Knowler WC, Barrett-Connor E, Fowler SE, Hamman RF, Lachin JM, Walker EA, Nathan DM: Reduction in the incidence of type 2 diabetes with lifestyle intervention or metformin. N Engl J Med. 2002, 346: 393-403.CrossRefPubMed

6.
DeFronzo RA, Tripathy D, Schwenke DC, Banerji M, Bray GA, Buchanan TA, Clement SC, Henry RR, Hodis HN, Kitabchi AE: Pioglitazone for diabetes prevention in impaired glucose tolerance. N Engl J Med. 2011, 364: 1104-1115. 10.1056/NEJMoa1010949.CrossRefPubMed

7.
Giugliano D, Marfella R, Coppola L, Verrazzo G, Acampora R, Giunta R, Nappo F, Lucarelli C, D'Onofrio F: Vascular effects of acute hyperglycemia in humans are reversed by L-arginine. Evidence for reduced availability of nitric oxide during hyperglycemia. Circulation. 1997, 95: 1783-1790.PubMed

8.
Kawano H, Motoyama T, Hirashima O, Hirai N, Miyao Y, Sakamoto T, Kugiyama K, Ogawa H, Yasue H: Hyperglycemia rapidly suppresses flow-mediated endothelium-dependent vasodilation of brachial artery. J Am Coll Cardiol. 1999, 34: 146-154. 10.1016/S0735-1097(99)00168-0.CrossRefPubMed

9.
Koska J, Schwartz EA, Mullin MP, Schwenke DC, Reaven PD: Improvement of postprandial endothelial function after a single dose of exenatide in individuals with impaired glucose tolerance and recent-onset type 2 diabetes. Diabetes Care. 2010, 33: 1028-1030. 10.2337/dc09-1961.PubMedCentralCrossRefPubMed

10.
Temelkova-Kurktschiev TS, Koehler C, Henkel E, Leonhardt W, Fuecker K, Hanefeld M: Postchallenge plasma glucose and glycemic spikes are more strongly associated with atherosclerosis than fasting glucose or HbA1c level. Diabetes Care. 2000, 23: 1830-1834. 10.2337/diacare.23.12.1830.CrossRefPubMed

11.
Title LM, Cummings PM, Giddens K, Nassar BA: Oral glucose loading acutely attenuates endothelium-dependent vasodilation in healthy adults without diabetes: an effect prevented by vitamins C and E. J Am Coll Cardiol. 2000, 36: 2185-2191. 10.1016/S0735-1097(00)00980-3.CrossRefPubMed

12.
Williams SB, Goldfine AB, Timimi FK, Ting HH, Roddy MA, Simonson DC, Creager MA: Acute hyperglycemia attenuates endothelium-dependent vasodilation in humans in vivo. Circulation. 1998, 97: 1695-1701. 10.1161/01.CIR.97.17.1695.CrossRefPubMed

13.
Goke R, Fehmann HC, Linn T, Schmidt H, Krause M, Eng J, Goke B: Exendin-4 is a high potency agonist and truncated exendin-(9–39)-amide an antagonist at the glucagon-like peptide 1-(7–36)-amide receptor of insulin-secreting beta-cells. J Biol Chem. 1993, 268: 19650-19655.PubMed

14.
Deacon CF, Mannucci E, Ahren B: Glycaemic efficacy of glucagon-like peptide-1 receptor agonists and dipeptidyl peptidase-4 inhibitors as add-on therapy to metformin in subjects with type 2 diabetes-a review and meta analysis. Diabetes Obes Metab. 2012, In Press

15.
Pencek R, Brunell SC, Li Y, Hoogwerf BJ, Malone J: Use of concomitant glucose-lowering therapies and associated treatment results observed in clinical trials of twice-daily exenatide. Endocr Pract. 2012, 18: 227-237. 10.4158/EP11306.OR.CrossRefPubMed

16.
Arakawa M, Mita T, Azuma K, Ebato C, Goto H, Nomiyama T, Fujitani Y, Hirose T, Kawamori R, Watada H: Inhibition of monocyte adhesion to endothelial cells and attenuation of atherosclerotic lesion by a glucagon-like peptide-1 receptor agonist, exendin-4. Diabetes. 2010, 59: 1030-1037. 10.2337/db09-1694.PubMedCentralCrossRefPubMed

17.
Ban K, Noyan-Ashraf MH, Hoefer J, Bolz SS, Drucker DJ, Husain M: Cardioprotective and vasodilatory actions of glucagon-like peptide 1 receptor are mediated through both glucagon-like peptide 1 receptor-dependent and -independent pathways. Circulation. 2008, 117: 2340-2350. 10.1161/CIRCULATIONAHA.107.739938.CrossRefPubMed

18.
Erdogdu O, Nathanson D, Sjoholm A, Nystrom T, Zhang Q: Exendin-4 stimulates proliferation of human coronary artery endothelial cells through eNOS-, PKA- and PI3K/Akt-dependent pathways and requires GLP-1 receptor. Mol Cell Endocrinol. 2010, 325: 26-35. 10.1016/j.mce.2010.04.022.CrossRefPubMed

19.
Nystrom T, Gutniak MK, Zhang Q, Zhang F, Holst JJ, Ahren B, Sjoholm A: Effects of glucagon-like peptide-1 on endothelial function in type 2 diabetes patients with stable coronary artery disease. Am J Physiol Endocrinol Metab. 2004, 287: E1209-E1215. 10.1152/ajpendo.00237.2004.CrossRefPubMed

20.
Oeseburg H, de Boer RA, Buikema H, van der HP, van Gilst WH, Sillje HH: Glucagon-like peptide 1 prevents reactive oxygen species-induced endothelial cell senescence through the activation of protein kinase A. Arterioscler Thromb Vasc Biol. 2010, 30: 1407-1414. 10.1161/ATVBAHA.110.206425.CrossRefPubMed

21.
Ha SJ, Kim W, Woo JS, Kim JB, Kim SJ, Kim WS, Kim MK, Cheng XW, Kim KS: Preventive Effects of Exenatide on Endothelial Dysfunction Induced by Ischemia-Reperfusion Injury via KATP Channels. Arterioscler Thromb Vasc Biol. 2012, 32: 474-480. 10.1161/ATVBAHA.110.222653.CrossRefPubMed

22.
Ratner R, Han J, Nicewarner D, Yushmanova I, Hoogwerf BJ, Shen L: Cardiovascular safety of exenatide BID: an integrated analysis from controlled clinical trials in participants with type 2 diabetes. Cardiovasc Diabetol. 2011, 10: 22-10.1186/1475-2840-10-22.PubMedCentralCrossRefPubMed

23.
Xiao YF, Nikolskaya A, Jaye DA, Sigg DC: Glucagon-like peptide-1 enhances cardiac L-type Ca2+ currents via activation of the cAMP-dependent protein kinase A pathway. Cardiovasc Diabetol. 2011, 10: 6-10.1186/1475-2840-10-6.PubMedCentralCrossRefPubMed

24.
Matthews DR, Hosker JP, Rudenski AS, Naylor BA, Treacher DF, Turner RC: Homeostasis model assessment: insulin resistance and beta-cell function from fasting plasma glucose and insulin concentrations in man. Diabetologia. 1985, 28: 412-419. 10.1007/BF00280883.CrossRefPubMed

25.
Nohria A, Gerhard-Herman M, Creager MA, Hurley S, Mitra D, Ganz P: Role of nitric oxide in the regulation of digital pulse volume amplitude in humans. J Appl Physiol. 2006, 101: 545-548. 10.1152/japplphysiol.01285.2005.CrossRefPubMed

26.
Bonetti PO, Pumper GM, Higano ST, Holmes DR, Kuvin JT, Lerman A: Noninvasive identification of patients with early coronary atherosclerosis by assessment of digital reactive hyperemia. J Am Coll Cardiol. 2004, 44: 2137-2141. 10.1016/j.jacc.2004.08.062.CrossRefPubMed

27.
Hamburg NM, Keyes MJ, Larson MG, Vasan RS, Schnabel R, Pryde MM, Mitchell GF, Sheffy J, Vita JA, Benjamin EJ: Cross-sectional relations of digital vascular function to cardiovascular risk factors in the Framingham Heart Study. Circulation. 2008, 117: 2467-2474. 10.1161/CIRCULATIONAHA.107.748574.PubMedCentralCrossRefPubMed

28.
Rubinshtein R, Kuvin JT, Soffler M, Lennon RJ, Lavi S, Nelson RE, Pumper GM, Lerman LO, Lerman A: Assessment of endothelial function by non-invasive peripheral arterial tonometry predicts late cardiovascular adverse events. Eur Heart J. 2010, 31: 1142-1148. 10.1093/eurheartj/ehq010.CrossRefPubMed

29.
Kelly AS, Metzig AM, Rudser KD, Fitch AK, Fox CK, Nathan BM, Deering M, Schwartz BL, Abuzzahab MJ, Gandrud LM: Exenatide as a weight-loss therapy in extreme pediatric obesity: a randomized, controlled pilot study. Obesity (Silver Spring). 2012, 20: 364-370. 10.1038/oby.2011.337.CrossRef

30.
Chaudhuri A, Ghanim H, Vora M, Sia CL, Korzeniewski K, Dhindsa S, Makdissi A, Dandona P: Exenatide exerts a potent antiinflammatory effect. J Clin Endocrinol Metab. 2012, 97: 198-207. 10.1210/jc.2011-1508.PubMedCentralCrossRefPubMed

31.
Bergenstal RM, Wysham C, MacConell L, Malloy J, Walsh B, Yan P, Wilhelm K, Malone J, Porter LE: Efficacy and safety of exenatide once weekly versus sitagliptin or pioglitazone as an adjunct to metformin for treatment of type 2 diabetes (DURATION-2): a randomised trial. Lancet. 2010, 376: 431-439. 10.1016/S0140-6736(10)60590-9.CrossRefPubMed

32.
Bunck MC, Diamant M, Eliasson B, Corner A, Shaginian RM, Heine RJ, Taskinen MR, Yki-Jarvinen H, Smith U: Exenatide affects circulating cardiovascular risk biomarkers independently of changes in body composition. Diabetes Care. 2010, 33: 1734-1737. 10.2337/dc09-2361.PubMedCentralCrossRefPubMed

33.
Rosenstock J, Klaff LJ, Schwartz S, Northrup J, Holcombe JH, Wilhelm K, Trautmann M: Effects of exenatide and lifestyle modification on body weight and glucose tolerance in obese subjects with and without pre-diabetes. Diabetes Care. 2010, 33: 1173-1175. 10.2337/dc09-1203.PubMedCentralCrossRefPubMed

34.
Schwartz EA, Koska J, Mullin MP, Syoufi I, Schwenke DC, Reaven PD: Exenatide suppresses postprandial elevations in lipids and lipoproteins in individuals with impaired glucose tolerance and recent onset type 2 diabetes mellitus. Atherosclerosis. 2010, 212: 217-222. 10.1016/j.atherosclerosis.2010.05.028.CrossRefPubMed



Authors’ contributions
A.S.K. participated in study design, data collection, data analysis and interpretation, and drafted the manuscript; R.M.B. participated in data collection, data interpretation, and edited the manuscript; J.M.G.C. participated in data interpretation and edited the manuscript; H.K. participated in data interpretation and edited the manuscript; A.J.B. participated study design, data collection, data interpretation, and edited the manuscript.


OEBPS/sidebar.gif





OEBPS/A12933_2012_Article_495_Fig1_HTML.jpg
Endothelial Function by Treatment

207 ANOVA P = 0.348 O3 Pre
— T Bl Post
2.5
I 20-
T 20
1.54
1.0

| L]
Exenatide Metformin





OEBPS/contact.gif





OEBPS/A12933_2012_Article_495_Fig2_HTML.jpg
RHI

Postprandial Endothelial Function

2.4
2.2
2.0
1.8+
1.6+
1.4
1.2

1.0

ANOVA P = 0.203 -e- Control

-& Metformin
-+ Exenatide

Bastlaline 1-H'our 2-H'our
OGTT Time





