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Abstract
Aims/hypothesis The aim of the present study was to assess
the development of microangiopathy in patients with
fulminant type 1 diabetes, a novel subtype of type 1B
diabetes.
Materials and methods In a nationwide survey, we fol-
lowed 41 patients with fulminant type 1 diabetes and 76
age- and sex-matched patients with type 1A diabetes for
5 years. The following data were recorded every 12 months
after the onset of diabetes: seven-point blood glucose
concentrations, HbA1c level, urinary albumin excretion,
serum C-peptide level, blood pressure, daily dosages of
insulin, frequency of severe hypoglycaemic episodes, and
neurological and fundoscopic examination.

Results The 5-year cumulative incidence of microangiop-
athy was 24.4% in fulminant type 1 diabetes and 2.6% in
type 1A diabetes. In longitudinal studies using the Kaplan–
Meier method, the cumulative incidence of each form of
microangiopathy was significantly higher in fulminant type
1 diabetes than in type 1A diabetes; retinopathy was 9.8% vs
0% (p=0.014), nephropathy 12.2% vs 2.6% (p=0.015) and
neuropathy 12.2% vs 1.3% (p=0.010), respectively. Mean
HbA1c levels were similar in the fulminant and type 1A
diabetes groups during the follow-up periods. However, the
mean M-value, mean insulin dosages and the frequency of
severe hypoglycaemic episodes were significantly higher,
and the mean postprandial C-peptide level was significantly
lower in the fulminant type 1 diabetes group.
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Conclusions/interpretation These data suggest that patients
with fulminant type 1 diabetes are a high-risk subgroup for
diabetic microangiopathy associated with the lack of
endogenous insulin secretion from the onset of diabetes.
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Abbreviations
DCCT Diabetes Control and Complications Trial
DISS Diabetes Incidence Study in Sweden
GADAb anti-GAD antibodies
IA-2Ab anti-insulinoma-associated antigen 2 antibodies
ICA islet-cell antibodies
NIA nephelometric immunoassay
SDR simple diabetic retinopathy
TIA turbidimetric immunoassay
UAE urinary albumin excretion

Introduction

Type 1 diabetes mellitus is characterised by an insulin
deficiency resulting from the destruction of pancreatic beta
cells [1, 2] and is subclassified into type 1A (autoimmune)
or type 1B (idiopathic). Recently, a novel subtype of type
1B has been recorded. Referred to as ‘fulminant type 1
diabetes,’ this new subtype accounts for approximately
20% of Japanese ketosis-onset type 1 diabetes [3, 4]. The
clinical characteristics of this subtype of type 1 diabetes are:
(1) remarkably abrupt onset of the disease; (2) very short
duration (usually less than 1 week) of diabetic symptoms,
e.g. polyuria, thirst; (3) acidosis at the time of diagnosis; (4)
negative findings for islet-related autoantibodies, such as
islet-cell antibodies (ICA), anti-GAD antibodies (GADAb),
insulin autoantibodies or anti-insulinoma-associated antigen
2 antibodies (IA-2Ab); (5) virtually no C-peptide secretion
(less than 10 μg/day in the urine); (6) elevated serum
pancreatic enzyme levels; (7) frequent flu-like symptoms
around the time of disease onset; (8) association with
pregnancy; and (9) strong association with HLA-DR4-DQ4
haplotype [3–6].

We have previously reported that fulminant type 1
diabetes showed more severe metabolic acidosis at disease
onset than autoimmune type 1A diabetes [3, 4]. However,
little is known about chronic complications of fulminant
type 1 diabetes. Due to the lack of endogenous insulin
secretion from the onset, strict glycaemic control is usually
difficult and blood glucose levels tend to be erratic, as in
brittle diabetes, even with intensified insulin treatments.
Brittle diabetes itself is one of the risk factors for micro-
angiopathy [7]. These phenomena prompted us to hypothe-

sise that patients with fulminant type 1 diabetes may have
higher risks of developing microangiopathic complications.
To date, the precise clinical course of diabetic complica-
tions of fulminant type 1 diabetes has not been reported.

The aim of the present study was to assess the
development of microvascular complications in fulminant
type 1 diabetes of 5 years duration in comparison with acute-
onset type 1A diabetes in a nationwide survey in Japan.

Subjects and methods

Subjects We examined 41 patients with fulminant type 1
diabetes. These patients were diagnosed between 1989 and
2001, and had been followed for 5 years since the disease
onset [4]. This study was conducted in accordance with the
agreed standardised protocol of the centres involved.
Inclusion criteria for fulminant type 1 diabetes in this study
were: (1) ketosis or ketoacidosis at the onset of diabetes; (2)
duration of hyperglycaemic symptoms before the diagnosis
of diabetes <7 days; (3) insulin dependence, both at the
onset and 6 months later; (4) absence of GADAb, ICA or
IA-2Ab; (5) HbA1c <8.5% on the first visit; and (6) fasting
serum C-peptide <0.1 nmol/l or serum C-peptide
<0.17 nmol/l after glucagon injection or meal load soon
after disease onset [3, 4].

As control subjects with type 1A diabetes, we asked 22
hospital doctors at the participating centres to recruit type
1A diabetic patients whose age and sex were matched to
each patient with fulminant type 1 diabetes. The patients
with classical acute-onset type 1A diabetes were diagnosed
between 1981 and 2001 and had been followed for 5 years.
Inclusion criteria for classical acute-onset type 1A diabetes
were: (1) presence of ketoacidosis at the onset of diabetes;
(2) duration of hyperglycaemic symptoms before insulin
therapy of <3 months; (3) insulin replacement therapy
required throughout the study period; and (4) presence of at
least one islet-related autoantibody (GADAb, ICA or IA-
2Ab). Patients with slowly progressive type 1 diabetes or
latent autoimmune diabetes of adults were excluded from
this study.

All patients except three with type 1A diabetes were
receiving intensive insulin injection therapy. Intensive
insulin injection therapy was defined as multiple daily
injections with preprandial insulin regular, lispro or aspart,
and with once- or twice-daily insulin NPH or glargine. All
patients were instructed on self-monitoring of blood
glucose. Patients were usually followed every month and
insulin doses were adjusted to target near normal blood
glucose levels (<7 mmol/l before meals, <10 mmol/l 2-
h postprandial). No patient had hypertension or took
antihypertensive drugs, including angiotensin receptor
blockers or ACE inhibitors.
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The following data were examined and recorded every
12 months after the onset of diabetes in each hospital:
seven-point (preprandial and 120-min postprandial for each
meal and bedtime) capillary blood glucose concentrations,
HbA1c level, urinary albumin excretion (UAE), serum C-
peptide level (fasting or postprandial), body weight, blood
pressure and status of diabetic complications. Seven-point
blood glucose concentrations and postprandial serum C-
peptide levels were available in 28 and 22 of 41 fulminant
type 1 diabetic subjects and in 42 and 38 of 76 type 1A
subjects, respectively. Daily dosages of insulin injections
and frequency of severe hypoglycaemic episodes in the
previous 12 months were also recorded. Severe hypogly-
caemic episodes were defined as events with severe
neurological dysfunction such as seizure or loss of
consciousness and/or events that required the assistance of
someone other than the patient for treatment. Data were
analysed as mean of 5 years’ measurements of the patients.

This study was approved by the ethics committee of the
Japan Diabetes Society, and informed consent was obtained
from all subjects.

Complication assessment Fundoscopic examinations were
performed through dilated pupils by ophthalmologists in
each hospital and classified as: (1) no evidence of diabetic
retinopathy; (2) simple diabetic retinopathy (SDR); and
(3) pre-proliferative retinopathy or proliferative retinopa-
thy [8]. This classification corresponds to levels 10, 21/10
to 31/31, 41/<41 to 51/51 and 60+/<60+ to 60+/60+, as
defined in the Wisconsin study [9–11]. Retinopathy was
defined as the appearance of SDR or more severe grade in
one eye. Normo-, micro- and macroalbuminuria were
defined as having UAE <30 mg/g creatinine, 30 to
299 mg/g creatinine and ≥300 mg/g creatinine, respectively
[12]. Nephropathy was defined as a UAE equal to or greater
than 30 mg/g creatinine from consecutive random sterile
samples in the absence of both urinary tract infection and/or
haematuria. Neuropathy was defined as the presence of
decreased or absent Achilles’ tendon reflex.

Laboratory measurements HbA1c levels were measured by
high-performance liquid chromatography, which was stan-
dardised across the centres using the Tosoh and Kyoto
Daiichi calibration methods (inter-laboratory CVs: <5%;
normal range: 4.3–5.8%) [13]. GADAb, ICA and IA-2Ab
were determined at the onset of diabetes and serum C-
peptide levels were measured, as previously described [3–
5]. Urinary albumin concentrations were determined by
turbidimetric immunoassay (TIA) or nephelometric immu-
noassay (NIA) using commercial kits. TIA was used in 19
hospitals and NIA in the other three hospitals. These two
assays for measuring UAE have been reported to be well
correlated (r≥0.97) [14], although a direct comparison

between them was not performed in this study. These
assays were not centralised; however, all laboratories have
participated in quality control procedures using commer-
cially available kits (TIA kit: Wako Pure Chemical,
Mitsubishi Chemical or Nittobo, Tokyo, Japan; NIA kit:
Dade Behring Diagnostic, Marburg, Germany). Thus, the
values of the two assays are considered to be reasonably
comparable. Based on the seven-point capillary glucose
profile, the M-value was calculated [15]. This parameter is a
quantitative measure of the deviation of several blood
glucose values in a specified time-period from an arbitrarily
selected point (e.g. 5.0 mmol/l). The deviation index (δ) of
each individual glucose value (γ) is first calculated as
δ ¼ 10� log γ=5:0½ �ð Þ3. The M-value is the average of all
the individually calculated deviation indices (∑δ/n).

Statistical analysis The Kolmogorov–Smirnov test was
used to identify Gaussian distribution. Statistical differences
between groups for continuous variables were analysed
with the Student’s t test for Gaussian parameters, the
Mann–Whitney U test for non-Gaussian data or with
Fisher’s exact probability test for categorical variables.
The cumulative free incidence rate of each diabetic
complication was compared using the Kaplan–Meier
method (95% CIs) with log-rank test. Multiple logistic
regression analysis was performed to evaluate the relation-
ship between patients versus patients without retinopathy,
nephropathy or neuropathy (categorical variable, yes or no)
and other variables. Independent variables included in the
analysis were age, mean postprandial C-peptide levels and
mean HbA1c levels. Data are presented as mean±SD unless
otherwise specified. A two-sided p<0.05 was considered
statistically significant.

Results

Baseline characteristics The baseline characteristics of
fulminant and type 1A diabetic subjects are shown in
Table 1. HbA1c and fasting serum C-peptide levels at onset
were significantly lower in fulminant type 1 diabetic
patients than in the type 1A patients.

Characteristics during follow-up of fulminant and type 1A
diabetic patients During the 5 years after onset, ten out of
41 patients (24.4%) in the fulminant type 1 diabetic group
and two out of 76 (2.6%) in the type 1A group developed
microangiopathy. In longitudinal studies using the Kaplan–
Meier method, the cumulative incidence of each micro-
angiopathy was significantly higher in patients with
fulminant type 1 diabetes than in patients with type 1A
diabetes (Table 2). Mean UAE was significantly higher in
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patients with fulminant type 1 diabetes than in type 1A
diabetic patients. Mean HbA1c levels were similar in both
groups during the follow-up period. However, the mean M-
value, mean insulin dosages and the frequency of severe
hypoglycaemic episodes were significantly higher in
patients with fulminant type 1 diabetes than in patients
with type 1A diabetes. Blood pressure and body weight did
not differ between the two groups. Significantly lower
levels of mean postprandial C-peptide were observed in
fulminant type 1 diabetic subjects. We also compared the
clinical characteristics (including cumulative incidence of
each complication) of subjects in whom C-peptide data
were obtained and of subjects in whom these data were not
obtained; no significant differences were observed in any

variables between these two groups, either in the fulminant
type 1 or in the typical type 1A diabetic subjects.
Postprandial C-peptide levels in the fulminant type 1
diabetic group remained low during the 5 years after onset.

Characteristics of fulminant type 1 diabetic patients
according to microangiopathic status Fulminant type 1
diabetic patients with microangiopathy had significantly
higher mean HbA1c and mean M-value levels than those
without microangiopathy (Table 3). Fisher’s exact proba-
bility test showed that patients with retinopathy tended to
have nephropathy (p=0.06) and neuropathy (p=0.06), but
these findings were not statistically significant. Multiple
logistic regression analysis showed that mean HbA1c and
mean postprandial C-peptide levels were independent risk
factors for retinopathy (β=0.29, p=0.04; β=−0.27, p<0.05,
respectively) and for neuropathy (β=0.39, p=0.01;
β=−0.25, p<0.05, respectively), but not for nephropathy.
Characteristics, including grading of retinopathy and
nephropathy, of the patients with fulminant type 1 diabetes
and microangiopathy are shown in Table 4. There were no
differences in sex, age, blood pressure, insulin dosages,
postprandial C-peptide levels or frequency of severe
hypoglycaemic episodes between those with and without
micoangiopathy.

Discussion

In the present study, we found a high cumulative incidence
of diabetic microangiopathies in patients with fulminant

Table 1 Baseline characteristics of the fulminant and type 1A
diabetic patients

Fulminant Type 1A p value

N 41 76
Sex (male/female) 21/20 33/43 NSa

Age (years) 38 (14–77) 33 (17–63) NSb

GADAb, ICA or IA-2Ab positive 0 (0) 76 (100) <0.0001a

Fasting serum C-peptide (nmol/l) 0.05±0.02 0.16±0.09 0.034c

HbA1c at onset (%) 6.4±0.5 11.4±1.4 <0.0001c

Data are n (%), mean±SD or median (range)
a Fisher’s exact probability test
bMann–Whitney U test
c Student’s t test

Table 2 Cumulative incidence of diabetic microangiopathy and other
clinical parameters during follow-up of the fulminant and type 1A
diabetic patients

Fulminant Type 1A p value

Retinopathy 4 (9.8) 0 (0) 0.014d

Nephropathy 5 (12.2) 2 (2.6) 0.015d

Neuropathy 5 (12.2) 1 (1.3) 0.010d

UAE (mg/g creatinine)a 8.8 (5.9–11.8) 4.4 (1.7–7.1) <0.0001e

Systolic blood pressure
(mmHg)a

117±10 117±11 NSf

Diastolic blood pressure
(mmHg)a

72±6 70±7 NSf

HbA1c (%)a 7.4±1.2 7.7±1.8 NSf

M–valuea,b 29.2±13.5 23.0±15.3 0.047f

Insulin dose (U/kg)a 0.76±0.22 0.60±0.21 0.0001f

Postprandial serum
C–peptide (nmol/l)a,c

0.08±0.04 0.24±0.15 0.0007f

Severe hypoglycaemia
(n per year per person)

0.3±1.0 0.0±0.1 0.018f

Data are n (%), mean±SD or median (interquartile range)
aMean or median of 5 years of measurements in patients
b n=28 in fulminant and n=42 in Type 1A, respectively
c n=22 in fulminant and n=38 in Type 1A, respectively
d Kaplan–Meier method with log–rank test
eMann–Whitney U test
f Student’s t test

Table 3 Characteristics of the fulminant type 1 diabetic patients with
or without microangiopathy

With Without p value

N 10 31
Sex (male/female) 6/4 15/16 NSd

Age (years) 46 (24–58) 37 (14–77) NSe

Systolic blood pressure (mmHg)a 119±7 117±12 NSf

Diastolic blood pressure (mmHg)a 72±4 72±7 NSf

HbA1c (%)a 8.2±0.7 7.1±0.5 0.036f

M-valuea,b 36.5±13.5 25.2±12.0 0.031f

Insulin dose (U/kg)a 0.8±0.2 0.8±0.3 NSf

Postprandial serum
C-peptide (nmol/l)a,c

0.07±0.02 0.08±0.03 NSf

Severe hypoglycaemia
(n per year per person)

0.3±0.7 0.3±0.7 NSf

Unless otherwise stated, data are mean±SD or median (range)
aMean of 5 years of measurements in patients
b n=18 and c n=12 in patients without microangiopathy
d Fisher’s exact probability test
eMann–Whitney U test
f Student’s t test
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type 1 diabetes during the first 5 years after diagnosis. For
example, the cumulative incidence of retinopathy in
fulminant type 1 diabetic patients was 9.8%, significantly
higher than the 0% in type 1A patients. The high incidence
is notable compared with the result of the nationwide
population-based Diabetes Incidence Study in Sweden
(DISS) [11]. DISS resembled our study because all patients
were adolescents and adults who were followed from
disease onset and had mean HbA1c of 7.5% at follow-up.
In the type 1 diabetic cohort of the DISS, cumulative
incidence of retinopathy was approximately 5% during the
5 years after onset. The Diabetes Control and Complica-
tions Trial (DCCT) [16] also showed a less frequent rate of
retinopathy in the intensively treated group of the primary
prevention cohort than that in our fulminant diabetic group
during the first 5 years. Considering these results, patients
with fulminant type 1 diabetes have a higher risk of
developing diabetic microangiopathy than type 1 diabetic
patients overall.

The rapid appearance of diabetic microangiopathy is
accompanied by unstable blood glucose control in fulmi-
nant type 1 diabetic patients. During the follow-up period,
the mean M-value, mean insulin dosages and the frequency
of severe hypoglycaemic episodes in the fulminant type 1
diabetic group were significantly higher than those in the
type 1A diabetic group, while mean HbA1c values were
similar in both groups. Of course, HbA1c, which reflects
mean blood glucose concentration for the preceding 1–
2 months, is the most important determinant of the
progression of diabetic microangiopathy, as shown in the
DCCT, where a 2% reduction of HbA1c reduced the mean
risk of developing diabetic retinopathy by 76% [17]. In our
5-year study, too, the mean HbA1c level was significantly
higher in fulminant type 1 diabetic patients with micro-

angiopathy than in those without. In addition, elevated
HbA1c was an independent risk factor for retinopathy and
neuropathy in patients with fulminant type 1 diabetes.
However, our results suggest that the degree of fluctuation
in blood glucose concentration indicated by an increased
M-value is also associated with the complications.

Unstable blood glucose control in type 1 fulminant
diabetic patients is associated with the extremely low
insulin-producing capacity of such patients in the present
study. The mean postprandial C-peptide levels were
significantly lower in fulminant diabetic patients than those
in type 1A diabetic patients. They were almost undetectable
even at the onset of diabetes and throughout the study in
fulminant diabetic patients. An inverse correlation has also
been reported between residual beta cell function and the
degree of glycaemic instability [18]. In the DCCT, the 138
of 412 patients in the intensive treatment group who
responded to mixed meal stimulation for C-peptide at
baseline had a lower risk of hypoglycaemic events than
those who did not respond [19]. In addition, those
responders showed a lower risk of diabetic retinopathy
and nephropathy than non-responders. A negative relation-
ship between preserved beta cell function and progression
of diabetes complications has also been shown in other
studies [20–22]. Logistic regression analysis showed that
decreased C-peptide secretion was a risk for retinopathy
and neuropathy in this study. All these findings suggest that
depleted and irreversible loss of insulin production is
associated with unstable blood glucose control and thereby
a high incidence of diabetic microvascular complications in
fulminant type 1 diabetic patients.

Our present study also shows that postprandial C-peptide
levels did not recover, at least not over a 5-year period from
disease onset in fulminant type 1 diabetes. C-peptide is

Table 4 Characteristics of the fulminant type 1 diabetic patients with microangiopathy at 5th year

Case

Characteristic 1 2 3 4 5 6 7 8 9 10

Age/sex (years/
male or female)

57/M 58/M 24/F 45/F 32/F 47/M 29/F 36/M 54/M 47/M

Retinopathy
(levels)

SDR (31/31) SDR (21/10) SDR (21/21) SDR (21/21) NDR NDR NDR NDR NDR NDR

UAE (mg/g Cr) 113 39.7 28 9.2 136 39.5 83.3 5.7 14.5 3.9
Neuropathy
(+ or −)

+ − + − − − − + + +

HbA1c (%)a 10.1±0.9 6.9±0.5 8.3±1.2 9.6±0.7 6.3±0.7 7.2±0.2 7.5±0.2 8.0±0.6 11.2±1.7 7.4±0.4
M-valuea 22.2±17.3 43.2±17.3 59.6±18.0 ND 39.7±6.7 36.7±9.1 47.7±6.7 32.7±27.8 40.3±11.0 10.6±4.8
Postprandial
serum C-peptide
(nmol/l)a

0.05±0.02 0.04±0.04 0.03±0.03 0.08±0.00 0.08±0.00 0.05±0.06 0.06±0.01 0.08±0.02 0.08±0.03 0.05±0.06

aMean±SD of 5 years of measurements in each patient
Cr, creatinine; NDR, no evidence of retinopathy; ND, not determined
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considered to be a good marker of insulin secretion and has
no biological activity of its own. However, over the last
decade, several reports have suggested that C-peptide may
exert a number of physiological effects, which are probably
mediated by stimulation of Na+,K+-ATPase and endothelial
nitric oxide synthetase activities in several tissues [23]. In
the early stage of type 1 diabetes, C-peptide replacement
results in diminished UAE rate and ameliorates nerve
dysfunction [24]. Based on these findings, lack of C-
peptide itself might be one of the causal factors in the
development of microangiopathy in fulminant type 1
diabetic patients.

While the aetiology of fulminant type 1 diabetes is not
clear, substantial regeneration of pancreatic beta cells was
found to be impossible in this subtype, as well as in
conventional type 1A diabetes [19]. Early progression of
diabetic complications and long-standing unstable blood
glucose control might necessitate a more aggressive
intervention, such as islet-transplantation from living
donors [25], in fulminant type 1 diabetes.

In conclusion, the present study suggests that fulminant
type 1 diabetes represents a high-risk subgroup for diabetic
microangiopathy. The condition is associated with extreme-
ly low beta cell function from the onset of diabetes,
although our sample size is small and our follow-up period
is short. The establishment of a therapeutic approach for
fulminant type 1 diabetes is an important task for the future.

Acknowledgements This study was performed under the auspices
of the Japanese Diabetes Society. We would like to extend our
appreciation to the following doctors who referred the patients to our
committee: H. Ishii and K. Morioka, Kitakyusyu Municipal Hospital;
H. Isotani, K. Furukawa and K. Kameoka, Department of Medicine,
Hirakata City Hospital; S. Kawakita, Toki General Hospital; N.
Matsuura, Department of Pediatrics, Kitasato Universtiy School of
Medicine; N. Sekine, Department of Metabolic Diseases, Graduate
School of Medicine, University of Tokyo; K. Shima, Kawashima
Hospital; S. Sumi, Suita Municipal Hospital; K. Yamaguchi, Depart-
ment of Cardiology and Endocrinology, Oita Prefectural Hospital; T.
Kahara and R. Usuda, Department of Internal Medicine, Toyama
Prefectural Central Hospital; Y. Harada, Department of Internal
Medicine, Tonami General Hospital; A. Takazakura, Department of
Internal Medicine, Koseiren Takaoka Hospital.

Duality of interest The authors are not aware of any conflicts of
interest.

References

1. The Expert Committee on the Diagnosis and Classification of
Diabetes Mellitus (1997) Report of the Expert Committee on the
Diagnosis and Classification of Diabetes Mellitus. Diabetes Care
20:1183–1197

2. Alberti KG, Zimmet PZ (1998) Definition, diagnosis and
classification of diabetes mellitus and its complications. Part 1:
diagnosis and classification of diabetes mellitus provisional report
of a WHO consultation. Diabet Med 15:539–553

3. Imagawa A, Hanafusa T, Miyagawa J, Matsuzawa Y (2000) A
novel subtype of type 1 diabetes mellitus characterized by a rapid
onset and an absence of diabetes-related antibodies. Osaka IDDM
Study Group. N Engl J Med 342:301–307

4. Imagawa A, Hanafusa T, Uchigata Y et al (2003) Fulminant type 1
diabetes: a nationwide survey in Japan. Diabetes Care 26:2345–2352

5. Shimizu I, Makino H, Imagawa A et al (2006) Clinical and
immunogenetic characteristics of fulminant type 1 diabetes
associated with pregnancy. J Clin Endocrinol Metab 91:471–476

6. Imagawa A, Hanafusa T, Uchigata Y et al (2005) Different
contribution of class II HLA in fulminant and typical autoimmune
type 1 diabetes mellitus. Diabetologia 48:294–300

7. Kent LA, Gill GV, Williams G (1994) Mortality and outcome of
patients with brittle diabetes and recurrent ketoacidosis. Lancet
344:778–781

8. Matsumoto A, Iwashima Y, Abiko A et al (2000) Detection of the
association between a deletion polymorphism in the gene
encoding angiotensin I-converting enzyme and advanced diabetic
retinopathy. Diabetes Res Clin Pract 50:195–202

9. Klein R, Klein BEK, Magli YL, Brothers RJ, Meuer SM, Davis
MD (1986) An alternative method of grading diabetic retinopathy.
Ophthalmology 93:1183–1187

10. Klein R, Klein BEK, Moss SE, Davis MD, DeMets DL (1989) The
Wisconsin Epidemiologic Study of Diabetic Retinopathy IX: four-
year incidence and progression of diabetic retinopathy when age at
diagnosis is less than 30 years. Arch Ophthalmol 107:237–243

11. Henricsson M, Nystrom L, Blohme G et al (2003) The incidence
of retinopathy 10 years after diagnosis in young adult people with
diabetes: results from the nationwide population-based Diabetes
Incidence Study in Sweden (DISS). Diabetes Care 26:349–354

12. American Diabetes Association (2004) Nephropathy in diabetes
(position statement). Diabetes Care 27(Suppl 1):S79–S83

13. Shima K, Endo J, Oimomi M, Oshima I, Omori Y, Katayama Y
(1994) Inter-laboratory difference in HbA1c measurement in
Japan. A report of the Committee on an inter-laboratory
standarization of HbA1c determination, the Japan Diabetes
Society. J Jpn Diabetes Soc 37:855–864 (in Japanese)

14. Roberts WL, Calcote CB, Cook CB et al (1998) Comparison of
four commercial urinary albumin (microalbumin) methods: impli-
cations for detecting diabetic nephropathy using random urine
specimens. Clin Chim Acta 273:21–33

15. Schlichtkrull J, Munch O, Jersild M (1954) The M-value, an index
of blood-sugar control in diabetics. Acta Med Scand 177:95–102

16. The Diabetes Control and Complications Trial Research Group
(1993) The effect of intensive treatment of diabetes on the
development and progression of long-term complications in
insulin-dependent diabetes mellitus. N Engl J Med 329:977–986

17. Diabetes Control and Complications Trial Research Group (1995)
The effect of intensive diabetes therapy on the development and
progression of neuropathy. Ann Intern Med 122:561–568

18. Fukuda M, Tanaka A, Tahara Y et al (1988) Correlation between
minimal secretory capacity of pancreatic beta-cells and stability of
diabetic control. Diabetes 37:81–88

19. The Diabetes Control and Complications Trial Research Group
(1998) Effect of intensive therapy on residual beta-cell function in
patients with type 1 diabetes in the diabetes control and
complications trial. A randomized, controlled trial. Ann Intern
Med 128:517–523

20. Nakanishi K, Kobayashi T, Inoko H, Tsuji K, Murase T, Kosaka K
(1995) Residual beta-cell function and HLA-A24 in IDDM.
Markers of glycemic control and subsequent development of
diabetic retinopathy. Diabetes 44:1334–1339

21. Steffes MW, Sibley S, Jackson M, Thomas W (2003) Beta-cell
function and the development of diabetes-related complications in
the diabetes control and complications trial. Diabetes Care
26:832–836

536 Diabetologia (2007) 50:531–537



22. Palmer JP, Fleming GA, Greenbaum CJ et al (2004) C-peptide is
the appropriate outcome measure for type 1 diabetes clinical trials
to preserve beta-cell function: report of an ADAworkshop, 21–22
October 2001. Diabetes 53:250–264

23. Ido Y, Vindigni A, Chang K et al (1997) Prevention of vascular
and nerve dysfunction in diabetic rats by C-peptide. Science
277:563–566

24. Johansson BL, Borg K, Fernqvist-Forbes E, Kernell A, Odergren
T, Wahren J (2000) Beneficial effects of C-peptide on incipient
nephropathy and neuropathy in patients with type 1 diabetes
mellitus. Diabet Med 17:181–189

25. Matsumoto S, Okitsu T, Iwanaga Y et al (2005) Insulin
independence after living-donor distal pancreatectomy and islet
allotransplantation. Lancet 365:1642–1644

Diabetologia (2007) 50:531–537 537


	Fulminant type 1 diabetes as a high risk group for diabetic microangiopathy—a nationwide 5-year-study in Japan
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Introduction
	Subjects and methods
	Results
	Discussion
	References




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /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 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /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 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /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 600
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /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 (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /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 5.0 e versioni successive.)
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /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 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents for journal articles and eBooks for online presentation. Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice


