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ABSTRACT
Introduction Imeglimin is a novel anti- hyperglycemic 
drug that improves both insulin resistance and insulin 
secretion. The effects of imeglimin on glycemic control 
were confirmed in phase III clinical trials, but little is known 
about its effectiveness in daily clinical practice settings, 
especially compared with metformin. Therefore, we aim 
to clarify the efficacy of imeglimin in patients with type 2 
diabetes (T2D) being treated with a dipeptidyl peptidase- 4 
(DPP- 4) inhibitor plus low- dose metformin.
Research design and methods This is a multicenter, 
randomized, prospective, open- label, parallel- group 
trial. Seventy participants with T2D treated with a DPP- 4 
inhibitor plus metformin (500–1000 mg/day) for more 
than 12 weeks and a glycated hemoglobin (HbA1c) level 
of 52–85 mmol/mol (7.0%–9.9%) will be randomized to 
receive add- on imeglimin 1000 mg two times per day or 
metformin dose escalation for 24 weeks. Biochemical 
analyses and physical assessments will be performed at 
baseline and at the end of the study, and adverse events 
will be recorded. The primary endpoint is the change 
in HbA1c after 24 weeks. The secondary endpoints 
comprise the changes in blood pressure, pulse rate, body 
weight, abdominal circumference, and other laboratory 
parameters; the relationship between improvements of 
biological parameters including glycemic control and 
patient background characteristics; and side effects.
Results This study will reveal new insights into the 
incorporation of imeglimin into the diabetes treatment strategy.
Conclusions This will be the first randomized controlled 
trial to compare the efficacy of adding imeglimin versus 
metformin dose escalation on glycemic control in patients 
with T2D.

Trial registration number jRCT1011220005.

INTRODUCTION
Both progressive impairment of insulin secre-
tion and worsening insulin resistance have 
been described as features of diabetes.1–3 
Conversely, one of the goals in the manage-
ment of diabetes is reducing mortality by 

WHAT IS ALREADY KNOWN ON THIS TOPIC
 ⇒ Imeglimin is a novel oral antidiabetic drug that im-
proves both insulin secretion and insulin resistance.

 ⇒ A phase III trial revealed an additional anti- 
hyperglycemic action on other oral antidiabetic 
agents.

WHAT THIS STUDY ADDS
 ⇒ It is under whether imeglimin administration pro-
vides a better effect than metformin dose escalation 
following pretreatment with a dipeptidyl peptidase- 4 
inhibitor plus metformin.

 ⇒ The study will be conducted in a real- world setting 
at six medical centers, and this study design will in-
clude broad eligibility criteria.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

 ⇒ The results of this study will reveal new insights 
into the incorporation of imeglimin into the diabetes 
treatment strategy.
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preventing macrovascular and microvascular complica-
tions.4 To achieve this, comprehensive management of 
metabolic conditions including obesity, hyperglycemia, 
dyslipidemia, and hypertension is required.5 6 Therefore, 
treatment strategies that improve both insulin secretion 
and insulin resistance without causing undesirable effects 
are required.

Metformin has long been an essential medical agent 
for type 2 diabetes (T2D)7 8 because of its safety and effi-
cacy, especially concerning mortality and cardiovascular 
events.9 10 Recently, glucagon- like peptide- 1 (GLP- 1) 
receptor agonists and sodium glucose cotransporter 
2 (SGLT2) inhibitors were demonstrated to potently 
reduce the risk of cardiovascular events in several cardio-
vascular outcomes trials11; however, it is noteworthy that 
most participants in such trials received metformin as the 
baseline treatment.11 Meanwhile, dipeptidyl peptidase- 4 
(DPP- 4) inhibitors, which increase endogenous incretin 
levels and exert hypoglycemic effects in a glucose level- 
dependent manner, are widely used in Japan based on 
their safety pharmacological actions and potent effect 
on glycemic control in the Asian population.12 A recent 
investigation revealed that both metformin and DPP- 4 
inhibitors are frequently prescribed as oral antidiabetic 
drugs in Japan.13 However, treatment strategies to achieve 
better glycemic management in patients taking these two 
medications have not been elucidated.

Recently, imeglimin, a first- in- class anti- hyperglycemic 
agent that improves both insulin secretion and insulin 
resistance received its first approval for use in T2D in 
Japan. It has a similar structure as metformin14; however, 
the risk of lactic acidosis is lower than metformin.15 
Imeglimin improves both insulin resistance and insulin 
secretion via multiple molecular mechanisms, namely, 
inhibition of complex I and correction of deficient 
complex III activity followed by reducing reactive oxygen 
species levels, incrementally increasing ATP generation 
in beta- cells, and increasing nicotinamide phosphori-
bosyl transferase and NAD+ levels.14 16 17 The effects of 
imeglimin on glycemic control were confirmed in several 
phase III trials,18–20 but little is known about its efficacy 
in standard clinical practice settings. In addition, it is 
unclear whether imeglimin administration is superior 
to a doubling of the metformin dose with respect to 
glycemic control in patients who were treated with combi-
nation therapy of a DPP- 4 inhibitor plus metformin. In 
this multicenter, randomized, prospective, open- labeled 
parallel- group trial, we aim to verify the efficacy of imeg-
limin compared with metformin dose escalation in 
patients with T2D who were treated with a combination 
of DPP- 4 inhibitor plus low- dose metformin.

RESEARCH DESIGN AND METHODS
Study design
The MEGMI study is a multicenter, open- label prospec-
tive, randomized, parallel- group comparison study 
aiming to demonstrate the superiority of imeglimin 

over metformin dose escalation in patients with T2D 
who previously treated with the combination of a DPP- 4 
inhibitor plus low- dose metformin. After enrolment with 
written informed consent, the participants will undergo 
physical examination including clinic blood pressure, 
pulse rate, body weight, and abdominal circumference, 
and will provide urine and serum samples, including 
measurements of lactate acid and vitamin B12 levels, to 
obtain baseline data. As shown in figure 1, serum and 
urine metabolic parameters, physical examination will be 
repeatedly measured at each study visit. During period 1 
(−8 to 0 weeks), all participants will be randomly assigned 
at a 1:1 ratio to receive add- on imeglimin or metformin 
dose escalation up to 2000 mg/day according to the base-
line characteristics such as age, body mass index, and 
glycated hemoglobin (HbA1c) level.21 Web- based auto-
mated system that is independent of the participating 
sites (NorthNet; https://www.crmic-huhp.jp/northnet/ 
edc/) will be used for randomization and allocation of 
the participants, as described previously.21 The glycemic 
target for each patient will be determined based on the 
recommendations of the Japan Diabetes Society (JDS).22

Inclusion and exclusion criteria
Boxes 1 and 2 show the inclusion and exclusion criteria. 
Briefly, Japanese adult (20–89 years) patients with T2D 
who have been treated with the combination of a DPP- 4 
inhibitor plus metformin 500–1000 mg/day for at least 12 
weeks before enrolment, although with HbA1c levels of 
52–85 mmol/mol (7.0%–9.9%) will be enrolled (box 1).

As summarized in box 2, patients who will not be suit-
able for adding imeglimin or metformin will be excluded, 
such as severe renal dysfunction (estimated glomerular 
filtration rate (eGFR) <45 mL/min/1.73 m2), severe 
infection and planned surgery.

Study arm and treatment strategy
In the imeglimin arm, imeglimin will be initiated at 
1000 mg two times per day, and no dose adjustment 
will be performed during the study period because 
only a dose of 2000 mg/day is approved in Japan. In 
the metformin escalation arm, patients will undergo 
metformin dose escalation (eg, increased from 500 to 
1000 mg/day or from 750 to 1500 mg/day). In patients 
who were treated with metformin at 1000 mg/day, the 
dose will be increased to 1500 mg/day for at least 4 weeks 
followed by 2000 mg/day to minimize the risk of gastroin-
testinal disorders. The maximum dose of metformin will 
be restricted to 1500 mg/day in patients with mild renal 
dysfunction (eGFR=45–60 mL/min/1.73 m2) and/or in 
older patients (≥75 years old) based on both the recom-
mendation on safe use of metformin from the JDS and the 
package insert of metformin. In patients with gastroin-
testinal disorders, metformin therapy can be temporarily 
interrupted and/or adjusted. The treatments including 
diet and exercise regimens will be supervised for 24 weeks 
at the appropriate medical care center during the study. 
To avoid hypoglycemia, anti- hyperglycemic agents which 
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cause hypoglycemia such as sulphonylureas, glinides, and 
insulin can be adjusted according to the recommenda-
tions of the JDS.22 The doses of other anti- hyperglycemic 
drugs as well as concomitant treatments will not be 
adjusted during the study period. If appropriate glycemic 
control is not achieved and/or worsening occurs despite 

suitable lifestyle interventions, dose adjustment or the 
addition of anti- hyperglycemic drugs will be considered.

Sample selection
Written informed consent from all eligible participants 
will be obtained from the physicians in the research 
team. The eligibility criteria are described above. The 
Research Committee has approved the written mate-
rial, consisting of a participant information leaflet and 
consent documentation. The participants will be able 
to ask questions regarding the trial freely, and there will 
be an opportunity to withdraw their consent at any time 
during the study period. Similar to our previous trial,21 
patients will be withdrawn from the trial for any of the 
reasons summarized in box 3. Participant enrolment will 
occur between 11 May 2022 and 31 December 2024 at 
six medical centers and clinics located in Sapporo, Japan.

Figure 1 Patient recruitment scheme. Participants will be randomly assigned to add- on imeglimin 2000 mg/day or metformin 
dose escalation to 1000–2000 mg/day (doubling of the current metformin dose; *restricted to 1500 mg/day in patients 
with eGFR=45–60 mL/min/1.73 m2 and/or those ≥75 years old; in case of a starting dose of 1000 mg/day, the dose will be 
increased to 1500 mg/day at least for 4 weeks followed by 2000 mg/day if tolerable). All participants will undergo physical and 
biochemical examinations at baseline and at the end of the study. DPP- 4, dipeptidyl peptidase- 4 inhibitor; eGFR, estimated 
glomerular filtration rate; T2D, type 2 diabetes.

Box 1 Inclusion criteria

 ⇒ Japanese patients with T2D
 ⇒ Age of 20–89 years
 ⇒ HbA1c=52–85 mmol/mol (7.0%–9.9%)
 ⇒ Treatment with a DPP- 4 inhibitor plus metformin (500–1000 mg/
day) for at least 12 weeks before enrolment

DPP- 4, dipeptidyl peptidase- 4; HbA1c, glycated hemoglobin; T2D, type 2 
diabetes.
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Primary and secondary endpoints
The primary endpoint of the study is the change in HbA1c 
from baseline to week 24. The secondary endpoints are 
as follows: (1) the mean changes in physical examination 
findings such as body weight, abdominal circumference, 
blood pressure and pulse rate; (2) the mean changes in 
laboratory parameters indicative of glucose and lipid 
metabolism and liver and renal function; (3) the rela-
tionship between improvements of metabolic parame-
ters including HbA1c and patient background; and (4) 
side effects. The changes of these primary and secondary 
endpoints will be compared between the imeglimin and 
metformin escalation groups. The frequency of hypo-
glycemia (symptomatic hypoglycemic events or blood 
glucose levels less than 70 mg/dL) will be recorded. A 
time- course sheet for each study visit will be prepared to 
minimize the risk of participant withdrawal as described 
previously.21

Sample size calculation
The sample size was calculated based on the assumption 
that imeglimin 2000 mg/day addition to a DPP- 4 inhib-
itor will improve HbA1c levels by at least 0.92±0.87% as 
demonstrated in a phase III trial.19 Conversely, doubling 
of the metformin dose will reduce HbA1c levels by 
0.40±0.47% based on our previous randomized controlled 
trial.23 It was determined that 30 patients per arm is 
needed to achieve a power of at least 80% for detecting 
the superiority of imeglimin over metformin dose esca-
lation. Based on an assumption that five patients (15%) 
will withdraw from each arm, the target sample size was 
set at 35 individuals per group. The significance level will 
be set at 0.05 and two- sided tests will be performed. To 

ensure that sufficient participants of various background 
are enrolled, the study will be conducted at six medical 
centers in Sapporo city.

Data analysis
Analysis of data for the primary and secondary endpoints 
will be principally performed using the full analysis set as 
described previously.21 This analysis will exclude the data 
from the patients who do not meet the inclusion criteria, 
those with insufficient primary endpoint data, or those 
who appreciably deviated from the study protocol. Differ-
ences between the two study arms will be analyzed using 
the Welch t- test or Mann- Whitney U test for continuous 
variables, and the χ2 test or Fisher’s exact test for categor-
ical variables. The factors correlated with any improve-
ments in glycemic control or other variables in metabolic 
factors will be explored using analysis of covariance and 
multivariate analysis. The data will be analyzed using JMP 
Pro (SAS Institute), BellCurve for Excel (Social Survey 
Research Information, Japan), and GraphPad Prism 
(GraphPad Software, San Diego, California, USA).

Ethics approval
The MEGMI study was registered with the Japan Registry 
of Clinical Trials (jRCT1011220005) before enrolment. 
The study will be carried out in accordance with the prin-
ciples of the Declaration of Helsinki and its amendments.

Data protection and management
The researchers will perform data management such as 
cleaning, coding, storage, and security throughout the 
study. The participants will be able to know the outcomes 
of this trial, and all data related to this study will be kept 
at Hokkaido University for 5 years. Detailed information 
regarding the trial will be published in jRCT databases 
(https://jrct.niph.go.jp/latest-detail/jRCT1011220005). 
Similar to our previous trials, a monitor who is indepen-
dent of the investigators will perform monitoring for the 
first participant at each of the study sites. In addition, fifth 
participant at Hokkaido University Hospital will be moni-
tored.21 Adverse events and other information, including 
modifications to the trial, will be disclosed publicly in line 
with the provisions of the Clinical Trials Act in Japan.

Availability of data and materials
The data generated during this trial will be available on 
reasonable request.

DISCUSSION
To date, no studies have directly compared the efficacy 
of imeglimin with respect to glycemic control with other 
anti- hyperglycemic agents in patients with T2D in a 
real- world setting. Imeglimin is a first- in- class oral anti- 
hyperglycemic drug that targets mitochondrial bioen-
ergetics. Mitochondrial dysfunction is reported to be 
an underlying T2D pathogenesis resulting in both beta- 
cell dysfunction24 25 and insulin resistance.24 26 Consid-
ering that progressive beta- cell dysfunction and loss are 

Box 2 Exclusion criteria

 ⇒ Allergy to imeglimin
 ⇒ Unsuitable for metformin dose escalation
 ⇒ Unstable diabetic retinopathy
 ⇒ Current severe liver dysfunction or nephropathy (eGFR <45 mL/
min/1.73 m2)

 ⇒ Pregnancy
 ⇒ Severe ketosis
 ⇒ Diabetic coma or pre- coma
 ⇒ Severe infection, trauma, and/or recent or planned surgery
 ⇒ Low drug compliance rate
 ⇒ Inability to consume an appropriate diet
 ⇒ Incompatibility with the trial for other reasons as determined by the 
physician

eGFR, estimated glomerular filtration rate.

Box 3 Withdrawal criteria

 ⇒ Withdrawal of consent
 ⇒ Decision of the physician based on the patient’s condition
 ⇒ Discontinuation of the study
 ⇒ Decision of the physician for any other reason
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common features of diabetic islets1 27 and that insulin 
resistance occurs under diabetic conditions regardless 
of obesity,28 targeting both insulin resistance and beta- 
cell dysfunction via interventions targeting mitochondria 
represents a promising treatment strategy.

The effects of imeglimin on glycemic control were 
demonstrated in the TIMES phase III randomized 
controlled trials conducted in Japan.18–20 Briefly, imeg-
limin monotherapy for 24 weeks significantly lowered 
HbA1c levels by 0.87% versus placebo, and its efficacy 
as add- on therapy was also confirmed. However, such 
efficacy has not been confirmed in real- world settings. 
Additionally, the effects of add- on imeglimin therapy on 
HbA1c differed according to the baseline therapy in the 
TIMES2 trial (from 0.12% with GLP- 1 receptor agonists 
to 0.92% with DPP- 4 inhibitors).19 Therefore, the effi-
cacy of imeglimin should be confirmed in patents taking 
more complicated antidiabetes therapies. Recent Japa-
nese cohort data obtained from an administrative claims 
database also illustrated that the most frequently adminis-
trated antidiabetic agents were DPP- 4 inhibitors followed 
by metformin, and the initial dose of metformin was 
500 mg or less in 72.9% of metformin- naïve patients.29 In 
this situation, it would be plausible to consider two treat-
ment options for patients in whom appropriate glycemic 
control is not achieved even with the combination of a 
DPP- 4 inhibitor plus metformin, namely, the addition of 
a suitable antidiabetic agent and metformin escalation 
up to the effective dose.

Metformin administration is known to be related to 
vitamin B12 deficiency and lactic acid accumulation, 
which can lead to lactic acidosis in some cases.30 Both of 
these adverse events are believed to be uncommon for 
imeglimin treatment. In the TIMES2 trial, the incidence 
of gastrointestinal disorders related to imeglimin treat-
ment was higher in patients being treated with metformin 
than in those receiving other anti- hyperglycemic drugs.19 
In addition, metformin dose escalation can also lead 
to gastrointestinal complaints. Considering that both 
treatment regimens in this trial can induce bowel symp-
toms, resulting in dehydration and/or renal dysfunction, 
careful monitoring is required. Therefore, we will investi-
gate relevant serum markers and symptoms in the safety 
analysis. This information will also be useful for safe use 
of the sue in daily practice. Owing to the broad inclu-
sion criteria, extremely old patients can be recruited into 
this trial. Although the benefits or risks of metformin 
in extremely old patients with diabetes have not been 
verified,31 such patients are more likely to become ill. 
There is a certain risk of withdrawal based on physicians’ 
decisions in both arms for these reasons. However, our 
research team consists of well- trained diabetologists, and 
we will attempt to enroll patients without frailty under 
the aforementioned inclusion and exclusion criteria.

In conclusion, the present study will be the first 
randomized controlled trial to investigate the efficacy of 
add- on imeglimin compared with metformin dose esca-
lation concerning glycemic control in patients with T2D 

who were treated with a DPP- 4 inhibitor plus low- dose 
metformin in a real- world clinical setting. The results are 
expected to reveal new insights into the use of imeglimin 
in treatment strategies for patients with T2D.

Author affiliations
1Department of Rheumatology, Endocrinology, and Nephrology, Faculty of Medicine 
and Graduate School of Medicine, Hokkaido University, Sapporo, Japan
2Kurihara Clinic, Sapporo, Japan
3Sapporo Diabetes and Thyroid Clinic, Sapporo, Japan
4Division of Diabetes and Endocrinology, Department of Medicine, NTT East 
Corporation, Sapporo, Japan
5Diabetes Center, Manda Memorial Hospital, Sapporo, Japan
6Clinical Research and Medical Innovation Center, Hokkaido University Hospital, 
Sapporo, Japan
7Aoki Clinic, Sapporo, Japan

Acknowledgements We thank the participants in the study.

Contributors HN and HM designed the original study protocol. AN, AM, HK and 
KYC modified the study design. HN wrote the manuscript, and all other named 
authors contributed to its revision. All authors will contribute to participant 
enrolment. KYC will collect and analyze the data. HN will take responsibility for 
the integrity of the data and the accuracy of the data analysis, and this author is 
the guarantor of this work. All named authors meet the International Committee 
of Medical Journal Editors criteria for the authorship of this article. They take 
responsibility for the integrity of the work as a whole and give their approval for 
this version of the manuscript to be published.

Funding The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not- for- profit sectors.

Competing interests AN has obtained research support from Taisho 
Pharmaceutical Co., Ltd., Kissei Pharmaceutical Co., Ltd., Nippon Boehringer 
Ingelheim Co., and Mitsubishi Tanabe Pharma. KYC has obtained speaking fees 
from Eli Lilly Japan K.K. HM has received honoraria for lectures from Astellas 
Pharma Inc., Sumitomo Pharma Co., Ltd., Eli Lilly Japan K.K., Mitsubishi Tanabe 
Pharma Co., MSD K.K., Novo Nordisk Pharma Ltd., Sanofi, Nippon Boehringer 
Ingelheim Co., Kowa Pharmaceutical Co., Ltd., and Ono Pharmaceutical Co., Ltd.; 
and has received research funding from Novo Nordisk Pharma, Astellas Pharma 
Inc., Sumitomo Pharma Co., Ltd., Daiichi Sankyo Co., Mitsubishi Tanabe Pharma 
Co., Kowa Pharmaceutical Co., Ltd., Abbott Japan Co., Taisho Pharmaceutical 
Co., Ltd., Nippon Boehringer Ingelheim Co., LifeScan Japan Inc., and Ono 
Pharmaceutical Co., Ltd. TA has obtained research grants from Ono Pharmaceutical 
Co., Ltd., Pfizer Inc., Astellas Pharma Inc., Chugai Pharmaceutical Co., Ltd., Takeda 
Pharmaceutical Co., Ltd., Daiichi Sankyo Co. Ltd., Mitsubishi Tanabe Pharma Co., 
Otsuka Pharmaceutical Co., Ltd., Teijin Pharma Ltd., and Alexion Inc.; speaking 
fees from Kyowa Kirin Co., Ltd., Mitsubishi Tanabe Pharma Co., Eli Lilly Japan 
K.K., Chugai Pharmaceutical Co., Ltd., Novartis Pharma K.K., Astellas Pharma Inc., 
Eli Lilly Japan K.K., Takeda Pharmaceutical Co., Ltd., Eisai Co. Ltd., Pfizer Inc., 
AbbVie Inc., Bristol- Myers Squibb Co., Daiichi Sankyo Co., Ltd., UCB Japan Co. 
Ltd., and Taiho Pharmaceutical Co., Ltd.; and fees for consultancies from Novartis 
Pharma K.K., AstraZeneca plc., Ono Pharmaceutical Co. Ltd., Medical & Biological 
Laboratories Co., Ltd., AbbVie Inc., Nippon Boehringer Ingelheim Co., Ltd., and 
Pfizer Inc.

Patient consent for publication Not applicable.

Ethics approval The institutional review board of Hokkaido University reviewed and 
approved the study protocol (approved no. 021- 008), and written consent will be 
obtained from all participants. The study has been registered in the Japan Registry 
of Clinical Trials under the identifier jRCT1011220005. Participants gave informed 
consent to participate in the study before taking part.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement Data are available on reasonable request.

Open access This is an open access article distributed in accordance with 
the Creative Commons Attribution Non Commercial (CC BY- NC 4.0) license, 
which permits others to distribute, remix, adapt, build upon this work non- 
commercially, and license their derivative works on different terms, provided the 
original work is properly cited, appropriate credit is given, any changes made 
indicated, and the use is non- commercial. See: http://creativecommons.org/ 
licenses/by-nc/4.0/.

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://drc.bm

j.com
/

B
M

J O
pen D

iab R
es C

are: first published as 10.1136/bm
jdrc-2022-002988 on 15 N

ovem
ber 2022. D

ow
nloaded from

 

http://creativecommons.org/licenses/by-nc/4.0/
http://creativecommons.org/licenses/by-nc/4.0/
http://drc.bmj.com/


6 BMJ Open Diab Res Care 2022;10:e002988. doi:10.1136/bmjdrc-2022-002988

Emerging technologies, pharmacology and therapeutics

ORCID iDs
Hiroshi Nomoto http://orcid.org/0000-0003-0713-221X
Hideaki Miyoshi http://orcid.org/0000-0002-5909-3243

REFERENCES
 1 Kendall DM, Cuddihy RM, Bergenstal RM. Clinical application of 

incretin- based therapy: therapeutic potential, patient selection and 
clinical use. Am J Med 2009;122:S37–50.

 2 Group UKPDS. U.K. prospective diabetes study 16. overview of 
6 years' therapy of type II diabetes: a progressive disease. U.K. 
prospective diabetes Study Group. Diabetes 1995;44:1249–58.

 3 Weyer C, Bogardus C, Mott DM, et al. The natural history of insulin 
secretory dysfunction and insulin resistance in the pathogenesis of 
type 2 diabetes mellitus. J Clin Invest 1999;104:787–94.

 4 Zoungas S, Arima H, Gerstein HC, et al. Effects of intensive glucose 
control on microvascular outcomes in patients with type 2 diabetes: 
a meta- analysis of individual participant data from randomised 
controlled trials. Lancet Diabetes Endocrinol 2017;5:431–7.

 5 Group TDCACTR. Influence of intensive diabetes treatment on 
body weight and composition of adults with type 1 diabetes 
in the diabetes control and complications trial. Diabetes Care 
2001;24:1711–21.

 6 The Diabetes Control and Complications Trial Research Group. 
Hypoglycemia in the diabetes control and complications trial. 
Diabetes 1997;46:271–86.

 7 , Draznin B, Aroda VR, et al, American Diabetes Association 
Professional Practice Committee. 9. pharmacologic approaches to 
glycemic treatment: standards of medical care in Diabetes- 2022. 
Diabetes Care 2022;45:S125–43.

 8 Cosentino F, Grant PJ, Aboyans V, et al. 2019 ESC guidelines on 
diabetes, pre- diabetes, and cardiovascular diseases developed in 
collaboration with the EASD. Eur Heart J 2020;41:255–323.

 9 Group UPDSU. Effect of intensive blood- glucose control with 
metformin on complications in overweight patients with type 2 
diabetes (UKPDS 34). The Lancet 1998;352:854–65.

 10 Selvin E, Bolen S, Yeh H- C, et al. Cardiovascular outcomes in trials 
of oral diabetes medications: a systematic review. Arch Intern Med 
2008;168:2070–80.

 11 Lin DS- H, Lee J- K, Hung C- S, et al. The efficacy and safety of novel 
classes of glucose- lowering drugs for cardiovascular outcomes: a 
network meta- analysis of randomised clinical trials. Diabetologia 
2021;64:2676–86.

 12 Kim YG, Hahn S, Oh TJ, et al. Differences in the glucose- lowering 
efficacy of dipeptidyl peptidase- 4 inhibitors between Asians and 
non- Asians: a systematic review and meta- analysis. Diabetologia 
2013;56:696–708.

 13 Yagi N, Komiya I, Arai K, et al. Current status of oral antidiabetic 
drug prescribing patterns based on the body mass index for 
Japanese type 2 diabetes mellitus patients and yearly changes in 
diabetologists' prescribing patterns from 2002 to 2019 (JDDM61). J 
Diabetes Investig 2022;13:65–73.

 14 Yendapally R, Sikazwe D, Kim SS, et al. A review of phenformin, 
metformin, and imeglimin. Drug Dev Res 2020;81:390–401.

 15 Theurey P, Vial G, Fontaine E, et al. Reduced lactic acidosis risk with 
Imeglimin: comparison with metformin. Physiol Rep 2022;10:e15151.

 16 Detaille D, Vial G, Borel A- L, et al. Imeglimin prevents human 
endothelial cell death by inhibiting mitochondrial permeability 

transition without inhibiting mitochondrial respiration. Cell Death 
Discov 2016;2:15072.

 17 Hallakou- Bozec S, Vial G, Kergoat M, et al. Mechanism of action of 
Imeglimin: a novel therapeutic agent for type 2 diabetes. Diabetes 
Obes Metab 2021;23:664–73.

 18 Dubourg J, Fouqueray P, Thang C, et al. Efficacy and safety of 
Imeglimin monotherapy versus placebo in Japanese patients with 
type 2 diabetes (times 1): a double- blind, randomized, placebo- 
controlled, parallel- group, multicenter phase 3 trial. Diabetes Care 
2021;44:952–9.

 19 Dubourg J, Fouqueray P, Quinslot D, et al. Long- Term safety and 
efficacy of imeglimin as monotherapy or in combination with existing 
antidiabetic agents in Japanese patients with type 2 diabetes (times 
2): a 52- week, open- label, multicentre phase 3 trial. Diabetes Obes 
Metab 2022;24:609–19.

 20 Reilhac C, Dubourg J, Thang C, et al. Efficacy and safety of 
imeglimin add- on to insulin monotherapy in Japanese patients with 
type 2 diabetes (times 3): a randomized, double- blind, placebo- 
controlled phase 3 trial with a 36- week open- label extension period. 
Diabetes Obes Metab 2022;24:838–48.

 21 Nomoto H, Furusawa S, Nakamura A, et al. Effects of switching 
from a dipeptidyl peptidase- 4 inhibitor to oral semaglutide on 
glucose metabolism in patients with type 2 diabetes: protocol 
for a multicentre, prospective, randomised, open- label, parallel- 
group comparison study (the SWITCH- SEMA 2 study). BMJ Open 
2022;12:e056885.

 22 Araki E, Goto A, Kondo T, et al. Japanese clinical practice guideline 
for diabetes 2019. Diabetol Int 2020;11:165–223.

 23 Kitao N, Miyoshi H, Furumoto T, et al. The effects of vildagliptin 
compared with metformin on vascular endothelial function and 
metabolic parameters: a randomized, controlled trial (Sapporo 
Athero- Incretin study 3). Cardiovasc Diabetol 2017;16:125.

 24 Lowell BB, Shulman GI. Mitochondrial dysfunction and type 2 
diabetes. Science 2005;307:384–7.

 25 Montemurro C, Nomoto H, Pei L, et al. Iapp toxicity activates HIF1α/
PFKFB3 signaling delaying β-cell loss at the expense of β-cell 
function. Nat Commun 2019;10:2679.

 26 Kim J- A, Wei Y, Sowers JR. Role of mitochondrial dysfunction in 
insulin resistance. Circ Res 2008;102:401–14.

 27 Butler AE, Janson J, Bonner- Weir S, et al. Beta- Cell deficit and 
increased beta- cell apoptosis in humans with type 2 diabetes. 
Diabetes 2003;52:102–10.

 28 Ludvik B, Nolan JJ, Baloga J, et al. Effect of obesity on insulin 
resistance in normal subjects and patients with NIDDM. Diabetes 
1995;44:1121–5.

 29 Kameda T, Kumamaru H, Nishimura S, et al. Use of oral antidiabetic 
drugs in Japanese working- age patients with type 2 diabetes 
mellitus: dosing pattern for metformin initiators. Curr Med Res Opin 
2020;36:749–56.

 30 Boucaud- Maitre D, Ropers J, Porokhov B, et al. Lactic acidosis: 
relationship between metformin levels, lactate concentration and 
mortality. Diabet Med 2016;33:1536–43.

 31 Schlender L, Martinez YV, Adeniji C, et al. Efficacy and safety 
of metformin in the management of type 2 diabetes mellitus 
in older adults: a systematic review for the development of 
recommendations to reduce potentially inappropriate prescribing. 
BMC Geriatr 2017;17:227.

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://drc.bm

j.com
/

B
M

J O
pen D

iab R
es C

are: first published as 10.1136/bm
jdrc-2022-002988 on 15 N

ovem
ber 2022. D

ow
nloaded from

 

http://orcid.org/0000-0003-0713-221X
http://orcid.org/0000-0002-5909-3243
http://dx.doi.org/10.1016/j.amjmed.2009.03.015
http://www.ncbi.nlm.nih.gov/pubmed/7589820
http://dx.doi.org/10.1172/JCI7231
http://dx.doi.org/10.1016/S2213-8587(17)30104-3
http://dx.doi.org/10.2337/diacare.24.10.1711
http://dx.doi.org/10.2337/diab.46.2.271
http://dx.doi.org/10.2337/dc22-S009
http://dx.doi.org/10.1093/eurheartj/ehz486
http://dx.doi.org/10.1016/S0140-6736(98)07037-8
http://dx.doi.org/10.1001/archinte.168.19.2070
http://dx.doi.org/10.1007/s00125-021-05529-w
http://dx.doi.org/10.1007/s00125-012-2827-3
http://dx.doi.org/10.1111/jdi.13621
http://dx.doi.org/10.1111/jdi.13621
http://dx.doi.org/10.1002/ddr.21636
http://dx.doi.org/10.14814/phy2.15151
http://dx.doi.org/10.1038/cddiscovery.2015.72
http://dx.doi.org/10.1038/cddiscovery.2015.72
http://dx.doi.org/10.1111/dom.14277
http://dx.doi.org/10.1111/dom.14277
http://dx.doi.org/10.2337/dc20-0763
http://dx.doi.org/10.1111/dom.14613
http://dx.doi.org/10.1111/dom.14613
http://dx.doi.org/10.1111/dom.14642
http://dx.doi.org/10.1136/bmjopen-2021-056885
http://dx.doi.org/10.1007/s13340-020-00439-5
http://dx.doi.org/10.1186/s12933-017-0607-6
http://dx.doi.org/10.1126/science.1104343
http://dx.doi.org/10.1038/s41467-019-10444-1
http://dx.doi.org/10.1161/CIRCRESAHA.107.165472
http://dx.doi.org/10.2337/diabetes.52.1.102
http://dx.doi.org/10.2337/diab.44.9.1121
http://dx.doi.org/10.1080/03007995.2020.1729710
http://dx.doi.org/10.1111/dme.13098
http://dx.doi.org/10.1186/s12877-017-0574-5
http://drc.bmj.com/

	Add-on imeglimin versus metformin dose escalation regarding glycemic control in patients with type 2 diabetes treated with a dipeptidyl peptidase-4 inhibitor plus low-dose metformin: study protocol for a multicenter, prospective, randomized, open-labe
	Abstract
	Introduction
	Research design and methods
	Study design
	Inclusion and exclusion criteria
	Study arm and treatment strategy
	Sample selection
	Primary and secondary endpoints
	Sample size calculation
	Data analysis
	Ethics approval
	Data protection and management
	Availability of data and materials

	Discussion
	References


