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Background: Gastrointestinal symptoms in patients with diabetes are believed to be caused by
gastrointestinal dysmotility and secretion/absorption disturbances, and the gut endocrine cells play an
important part in regulating these two functions. Studies on animal models of human diabetes type 1
revealed abnormality in these cells, but it is unknown whether abnormality also occurs in patients with
diabetes. Methods: Eleven patients with long duration of diabetes type 1 and organ complications, as
well as gastrointestinal symptoms, were studied. Endocrine cells in different segments of the
gastrointestinal tract were detected by immunocytochemistry and quantified by computerized image
analysis. Gastric emptying was measured by scintigraphy and gastric myoelectric activity was determined
by electrogastrography. Results: An abnormal density of gastrointestinal endocrine cells was found in
patients with diabetes. This abnormality occurred in all segments of the upper and lower gastrointestinal
tract investigated, and included most of the endocrine cell types. The patients showed delayed gastric
emptying, which correlated closely with the acute glucose level, but did not correlate with HbAlc.
Gastric emptying also correlated closely with the density of duodenal serotonin and secretin cells. The
patients exhibited bradygastrias and tachygastrias. These dysrhythmias, however, did not differ
significantly from controls. Conclusions: The endocrine cells are the anatomical units responsible for
the production of gut hormones, and the change in their density would reflect a change in the capacity of
producing these hormones. The abnormality in density of the gastrointestinal endocrine cells may
contribute to the development of gastrointestinal dysmotility and the symptoms encountered in patients
with diabetes.
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astrointestinal symptoms such as nausea and vomit-
ing, diarrhoea, constipation and abdominal pain are
common in patients with diabetes mellitus (1-5).
They are believed to be caused by gastrointestinal dysmotility
and secretion/absorption disturbances (6). The endocrine cells
of the gut secrete peptides and amines that play an important
part in regulating both motility and absorption/secretion of the
gastrointestinal tract (7-9). It is conceivable that gastro-
intestinal dysmotility and disturbances in absorption/secretion
can be accompanied by an abnormality in these cells. This
assumption is supported by the findings in animal models of
human diabetes (10-14). To the best of our knowledge, the
gastrointestinal endocrine cells in patients with diabetes have
not yet been studied.

The aim of the present study was to quantify the
gastrointestinal endocrine cells in patients with type 1
diabetes in order to establish whether or not an abnormality
occurs. In further investigating the possible role of such

© 2001 Taylor & Francis

abnormality in gastrointestinal dysmotility, the outcome was
correlated to gastric emptying and myoelectrical activity.

Methods

Patients

Twelve patients with diabetes type 1 (9 women and 3 men;
mean age 45 years, range 28—78) were investigated. Clinical
data were obtained from medical records and are summarized in
Table 1. All patients underwent ">Se-homocholic taurine-
conjugated bile acid (SeHCAT) and hydrogen breath tests.
Both tests were normal in all patients, thus excluding bile acid
malabsorption and small-bowel bacterial overgrowth. As
controls for the endocrine content, biopsy specimens of the
corpus and antrum of the stomach, bulbus and pars descendens
duodeni (as a representative of the small intestine) and the
rectum (as arepresentative of the large intestine) were selected.
The duodenum and the rectum were chosen because they
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Table I. Clinical data of patients with diabetes investigated
Diabetes Blood
Age duration GI symptoms Other organ HbAlc* glucose*
Patient no.  (years) Sex (years) GI symptoms duration (years) complications (3.9-5.3) (mmol/l)
1 53 F 25 Constipation 2 Retinopathy; 8.9 18
polyneuropathy
2 31 F 25 Nausea and vomiting, 8 Retinopathy; 10.5 10
constipation polyneuropathy,
nephropathy
3 63 F 41 Nausea and vomiting, 20 Polyneuropathy 6.7 9
constipation
4 46 F 19 Nausea and vomiting 3 Retinopathy; 12 14
polyneuropathy,
nephropathy
5 33 F 14 Nausea and vomiting, 4 None 8.7 11
diarrhoea
6 33 F 27 Nausea and vomiting, 4 Nephropathy 12.8 8
diarrhoea
7 28 M 15 Diarrhoea 1 Retinopathy; 9.6 16
polyneuropathy
8 30 F 16 Nausea and vomiting, 10 Retinopathy; 10.7 13
diarrhoea nephropathy
9 49 F 39 Nausea and vomiting, 13 Retinopathy, 6.5 9
constipation/ diarthoea polyneuropathy
10 49 M 13 Nausea and vomiting, 2 Polyneuropathy 9.4 7
constipation/ diarthoea
11 50 M 20 Diarrhoea 2 Polyneuropathy 6.6 6
12 78 F 48 Nausea and vomiting, 7 Retinopathy; 8.6 9.5
diarrhoea polyneuropathy

* Fast values measured before endoscopy.

contain all the endocrine cell types in the respective gastro-
intestinal segment and in large number (15). An overview of the
controls used to determine the endocrine cell content is given in
Table II. Fifteen healthy volunteers without gastrointestinal
complaints (10 women and 5 men; meanage 47 years,range 25—
65) served as controls for gastric scintigraphy, and 38 healthy
subjects (26 women and 12 men; mean age 37, range 18—65) as
controls for electrogastrography. The investigation was ap-
proved by the local ethics committee at Umea University.

Gastrointestinal endoscopy

After an overnight fast, a gastroduodenal endoscopy was
performed in patients and controls. During the endoscopy
procedure, three or four forceps biopsies were obtained from

the corpus (major curvature), the antrum, the bulbus duodeni
and the pars descendens duodeni (distal to papilla of vateri).
In addition, biopsies from the antrum were taken and used in
the CLO test for Helicobacter pylori. Colonoscopy was
performed and three or four biopsies were taken from the
dorsal wall of the rectum, about 15 cm from the anus.

Histopathology and immunocytochemistry

Tissue specimens were fixed in 4% buffered paraformal-
dehyde overnight, embedded in paraffin wax, and cut into 5-
pum-thick sections. These were stained by haematoxylin-eosin
and van Gieson, and immunostained with the avidin-biotin-
complex (ABC) method (Dakopatts, Glostrup, Denmark) as
described earlier in detail (16). Briefly, the sections were

Table II. An overview of the controls and the site of biopsies used in determining the endocrine cell content

No. of subjects Sex F/M* Age (years)** Biopsies localization Comments
28 18/10 47 (20-76)  Corpus and antrum parts of Twenty-five are healthy volunteers (16 women and 9
the stomach, and bulbus men) and 3 patients (2 women and 1 man) with
duodeni suspected gastrointestinal bleeding, where no bleeding
source in the gastrointestinal tract was found.

40 26/14 45 (20-76)  Pars descendens duodeni The same individuals as above. In addition, 12 patients (8
women and 4 men) with suspected gastrointestinal
bleeding, where no bleeding source in the
gastrointestinal tract was found.

34 20/14 46 (23-69) Rectum Patients who had undergone routine standard colonoscopy

due to rectal bleeding, where haemorrhoids or colon
polyps were identified as the source.

* Women/men; ** mean (range).
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Table III. Detailed account of the antibodies/antisera used

Antisera raised against

Working dilution

Code number Source

Serotonin* 1:800
Porcine secretin 1:500
Porcine gastric inhibitory polypeptide (GIP) 1:1600
Synthetic gastrin-34" 1:3000
Synthetic human somatostatin 1:4000
Synthetic polypeptide YY (PYY) 1:2000
Synthetic human pancreatic polypeptide (PP) 1:1000
Pancreatic glucagon 1:2500

M 758 Dakopatts, Glostrup, Denmark
R787502 B 33-1 Euro-Diagnostica, Malmo, Sweden
R786403 Euro-Diagnostica

R-783511 Dakopatts

A566 Dakopatts

B52-1 Eurodiagnostica

A619 Dakopatts

B-31 Eurodiagnostica

All the antisera raised in rabbits except *, which are monoclonal antibodies.
1 =specific for C-terminus of CCK/gastrin; 2 =specific for glucagon N-terminus and cross-reacts with both pancreatic glucagon and

enteroglucagon.

immersed in 0.5% hydrogen peroxide in Tris buffer, pH 7.6,
for 10 min to inactivate endogenous peroxidase. They were
then incubated with 1% bovine serum albumin for 10 min to
occupy the non-specific binding sites. The sections were then
incubated overnight with primary antisera/antibodies at room
temperature. Incubation with the secondary antibody, bioti-
nylated swine anti-rabbit, or swine anti-mouse (in the case of
monoclonal antibodies) IgG diluted 1:200, was carried out at
room temperature for 30 min. The sections were then
incubated with avidin-biotin-peroxidase complex (diluted
1:200) at room temperature for 30 min. Peroxidase was
detected by immersing the sections in 50 mL Tris buffer
containing 25 mg 3,3'-diaminobenzidine tetrahydrochloride
(DAB) and 10 pl of 30% H,O, followed by light counter
staining in Mayer’s haematoxylin.

All the gastrointestinal segments were investigated with
antisera/antibodies against serotonin and somatostatin. Antrum
and duodenum were studied with antiserum against cholecys-
tokinin (CCK)/gastrin C-terminus, duodenum with antisera
against secretin and gastric inhibitory peptide (GIP) and rectum
with antisera against pancreatic polypeptide (PP), peptide YY
(PYY) and enteroglucagon. A detailed account of the antisera
used is given in Table III. Specificity controls were the same as
those described previously (16). Briefly, the sections were
incubated with non-immune serum instead of the primary
antibodies, or with the primary antibody preincubated with the
corresponding or structurally related antigen.

Computerized image analysis

This was performed by the Quantimet 500MC image
processing and analysis system (Leica, Cambridge, UK)
linked to an Olympus microscope, type BX50. The program
used in this system is QWIN (Leica’s Windows-based image
analysis tool kit, version 1.02). In addition, the system
included QUIPS (version 1.02), an interactive programming
system. The slides were coded and the performer was not
aware of the identity of the sections. Measurements were
performed with an x 20 objective. At this magnification, each
pixel of the image corresponds to 0.414 pm, and each field in
the monitor represented a tissue area of 0.04 mm? Measure-
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ments were made in 20 randomly chosen fields in the stomach
and rectum, and the vilus and crypt parts of the duodenum for
each individual and peptide. These fields were selected from
three to four sections, 50 um apart.

The parameters measured were: the number of immuno-
reactive cells and the area of epithelial cells. Using QUIPS, an
automated standard sequence analysis operation was created,
as described in detail earlier (17). Briefly, the number of
immunoreactive cells was counted using field measurements.
The areas of the epithelial areas were measured using a
threshold setting. The data from each field were tabulated,
computed and statistically analysed automatically. Section
thickness was determined microscopically by reading the
screw at the upper and lower section surfaces. The number of
endocrine cells/mm? of the epithelial cells was estimated as
described previously (17).

Scintigraphic measurements of gastric emptying

Scintigraphic measurement of gastric emptying was per-
formed as described earlier (18). Briefly, after an overnight
fast, gastric emptying of solid food was carried out after the
subjects had ingested a standard meal consisting of an
omelette (311 kcal) and 150 mL soft drink (70 kcal), with
total energy of 381 kcal. The omelette was made of 2 eggs
(57.5-65 g), 100 mL milk (3% fat), 15 g wheat flour, 5¢g
margarine and 15 MBq “°Tc-labelled macroaggregated
albumin (Pulmonate; Amersham International plc, Little
Chalfont, UK). The omelette was cooked in a microwave
oven at 1000W for 3 min. The omelette comprised 18 g
protein, 19 g fat and 17 g carbohydrate. The meal was eaten
within 10 min and measurement began immediately after
ingestion, with the subjects seated in an upright position with
the gamma camera in an anterior position. The region of
interest corresponding to the stomach was outlined to
determine the gastric counts for each frame. Data were
acquired for 120 min, 60 sec per frame, at 5-min intervals for
30 min, and thereafter at 10-min intervals. After correction for
background scatter and isotope decay, the lag phase and half-
emptying time (Ts,) were calculated using a program created
in Excel (Microsoft, Calif., USA).
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Electrogastrography (EGG)

EEG was performed with a Digitrapper (Synetics Medical,
OS version 2.0, hardware 03.0) for signal trapping, and the
results were analysed with Synectics EGG software version
6.3. After skin preparation, the electrodes were applied as
follows: one active electrode in the ventral mid-line, between
the xiphoid process and umbilicus and the other active
electrode on the left side of the abdomen, 5cm distally
angulated at 45 °. The reference electrode was placed on the
right side of the abdomen, 15 cm from the first electrode.
Registration was done in 30 min after an overnight fast and
after a standard meal. The meal consisted of 500 g fruit
yoghurt, one slice of crisped bread and 200 mL orange juice.
This meal contained 10.6 g protein, 6.5 g fat and 110.6
carbohydrates, with a total energy of 342 kcal.

Statistical analysis

Comparisons between patients and controls were per-
formed with the Wilcoxon non-parametric test, and correla-
tion with Spearman non-parametric test. P-values below 0.05
were deemed significant.

Results

Gastrointestinal endoscopy

The stomach and duodenum, as well as the rectum, of both
the patients and the controls were macroscopically normal.
One of the patients with diabetes (no. 1) and four of the
controls exhibited a positive CLO test, indicating infection
with H. pylori.

Histopathology and immunocytochemistry

Histopathological examination of the stomach and duo-
denal biopsies from patients and controls revealed normal
histology, thus excluding coeliac disease as a cause of
diarrhoea. The rectal biopsies were normal except for one
patient (no. 1) and three controls whose mucosa displayed a
slight proctitis.

In the corpus, serotonin- and somatostatin-immunoreactive
(IR) cells were found in both patients with diabetes and
controls. In the antrum, in addition to serotonin- and
somatostatin-IR, CCK/gastrin C-terminus-IR cells were
detected. In the stomach the endocrine cells were localized
mainly in the glandular tissue. The endocrine cells were
round- to basket-shaped.

In the duodenum, serotonin-, secretin-, GIP-, CCK/gastrin
C-terminus- and somatostatin-IR cells were observed in both
patients and controls. Serotonin-IR cells were found both in
villi and crypts. CCK/gastrin- and secretin-immunoreactive
cells were confined almost exclusively to the villus; soma-
tostatin- and GIP-immunoreactive cells were mainly localized
within the crypts. The shape of these cells varied from flask-
shaped to basket-shaped, with a basal process running parallel
to the basement membrane.

In the rectum, serotonin-, peptide YY (PYY)-, pancreatic
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Fig. 1. Peptide YY (PYY)-immunoreactive cells in the rectum of a
control (A) and of a patient (B). x400.

polypeptide (PP)-, and somatostatin-IR cells were found in
both patients and controls. On the other hand, enterogluca-
gon-IR cells were detected in controls, but not in patients with
diabetes. The endocrine cells occurred mostly in the middle
part of the crypts of Lieberkiihn. Their shape varied from
basket-shaped to flask-shaped (Fig. 1).

Specificity controls showed that the immunostaining was
abolished completely after the pre-incubation with the
corresponding peptide. Preincubation of the antisera with
the structurally related peptides had no effect on the
immunostaining. Replacing the antisera with normal rabbit
serum or Tris buffer gave no staining.

Computerized image analysis

In both the corpus and the antrum, the number of serotonin-
IR cells was significantly higher in patients with diabetes than
in controls. There was no statistical difference between
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Fig. 2. The density of various endocrine cells in the stomach of
patients and controls. * P < 0.05.

patients and controls regarding CCK/gastrin C-terminus- and
somatostatin-IR cells (Fig. 2).

The density of serotonin- and secretin-IR cells was higher
in both bulbus and pars descendens duodeni in patients with
diabetes than in controls. Whereas the number of CCK/gastrin
C-terminus-IR cells increased in bulbus duodeni, it decreased
in pars descendens duodeni in the patients compared to the
controls. The density of gastric inhibitory peptide (GIP) was
higher in pars descendens duodeni of the patients, but not in
bulbus duodeni. The number of somatostatin-IR cells in both
bulbus duodeni and pars descendens did not differ from that
of controls (Figs. 3 and 4).

In the rectum, the density of serotonin- and PYY-IR cells
was higher in patients with diabetes than in controls. The
number of somatostatin-IR cells was lower than in controls
and enteroglucagon-IR cells were lacking completely in the
patients. There was no difference between patients and
controls regarding PP-IR cells (Fig. 5).

Scintigraphic measurements of gastric emptying

In patients with diabetes, the lag phase and Tsy were
52.8 9.9 min and 198.7 £ 48 min (mean = s), respectively.
The corresponding figures for controls were 31.7 £ 0.9 and
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Fig. 3. The number of different endocrine cell types in bulbus
duodeni. Sero = serotonin; GIP = gastric inhibitory peptide; CCK
= cholecystokinin; Som = somatostatin. * P < 0.05; ** P < 0.01;
#x P < 0.001.

91.4 + 1.6 (Fig. 6). The difference between patients and
controls was statistically significant regarding the lag phase
and Tso (P =<0.001 and <0.001, respectively). Tsq corre-
lated with the present blood glucose level (P = 0.007; r =0.8),
but not with the lag phase (P =0.4; r=0.3). Neither the lag
phase nor Ts, correlated with HbA,. (P=0.5; r=0.2 and
0.6; r=0.2, respectively). Tsq correlated with the density of
serotonin-IR cells in bulbus duodeni (P =0.03; r=0.8),
secretin-IR cells in both bulbus duodeni (P =0.0.3; r=0.8)
and pars descendens duodeni (P =0.02; r=0.8). Neither the
lag phase nor the T correlated with the density of any of the
other endocrine cell types in the various gastrointestinal
segments investigated.

RIGHTS

i,



Scand J Gastroenterol Downloaded from informahealthcare.com by JHU John Hopkins University on 09/26/11

For personal use only.

Villi
- 35000 =Py —
% 30000 s DCor?troIs |
£ 25000 K Patients |
&g 20000 e
™ @ 15000
EZ 10000
B Qe 5000 4
5 E 0 !
o T/J/ T 1
N o° & N o
) & F
g &
z
Endocrine cell type
Crypts
160000
140000 - = [ Controls

gmoooo . & Patients

£100000

©

cells {(me

80000 -
60000 - *
40000 4
20000 ‘ﬁ
0 r-|5£§| @

GP CCK/Gastrin
Endocrine cell type

Number of cellsfmm3 epithelial

Sero Som

Total
_ 35000 =
©
% 30000 Cor?trols
Z 25000 B Patients
O 720000 A s
o
€ £ 15000 .
Eg
) ¢ 10000
8 = 5000
ol 0 ‘
L O
3 &° @i\\o (8 & %06‘
g & @00
Z o

Endocrine cell type

Fig. 4. The density of various endocrine cells types in pars
descendens duodeni. Symbols are the same as in Fig. 3.

Electrogastrography

There was no statistically significant difference between
patients and controls in either fasting or the postprandial state
regarding period dominant frequency, dominant frequency in
normal area, bradygastria, tachygastria or the ratio between
period dominant power postprandial and in fasting (Table IV).

Table IV. The results of electrogastrography in patients and controls
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Fig. 6. Gastric emptying in patient no. 8 and in a female control at
the same age.

Discussion

The changes in the gastrointestinal endocrine cells observed
here in patients with diabetes were much more extensive than
those seen in an animal model of human diabetes type 1 (non-
obese diabetic mouse) (10, 11, 14). Moreover, the type of
endocrine cells affected differed from those in the animal model
(10, 11, 14). This difference may be due either to the shorter
duration of the diabetic state in these animals as compared with
the patients examined in the present study, or to this model being
not completely representative of human diabetes type 1. Some
of the changes in the gastrointestinal cells could be primary, as
changes in these cells have been observed in the pre-diabetic
state in an animal model of human diabetes type 1 (10, 11, 14).

PDF, PDF, PDFN, PDFN, Brad, Brad, Tach, Tach, Ratio*
Controls 3£003 3+£0.05 92 +£2.6 95+3 34+£06 3-7+£1.2 23+14 47+15 34+£0.6
Patients 29+0.09 3+0.09 85+ 6.6 90 +3.5 35+£09 0.7+0.7 125£6.7 62£22 35+£09

FDP = period dominant frequency; PDFN=% of period frequency in normal frequency area; Brad =% bradygastria; Tach =%
tachygastria; ratio* =ratio between period dominant power postprandia and period dominant power in fasting state (volts); 1 =fasting state;

2 = postprandial.
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Some of the abnormalities may be secondary to the diabetic
state, with the metabolic rearrangement it causes, as other
changesin the gut endocrine cells than those observed in the pre-
diabetic state have been reported in an animal model of human
diabetes type 1 (10, 11, 14). The other changes could be
secondary to autonomic neuropathy, as changes in the gastro-
intestinal endocrine cells have been reported after vagotomy
(19-21). Regardless of the cause of the abnormality in the
density of gastrointestinal cells in patients with diabetes, this
abnormality may result in a dysfunction of the gastrointestinal
motility and secretion/absorption.

The patients included in this study showed delayed gastric
emptying, a finding which agrees with previous observations in
patients with diabetes (6, 28). The present finding that Tsq
correlates closely with the acute glucose level of the patients is in
agreement with earlier studies where hyperglycaemia has been
found to impair gastric emptying and gastric motility (6, 22—
25). Ithas been suggested that hyperglycaemia is a major factor
in the development of gastroparesis in diabetic patients (6). On
the other hand, in the present study gastric emptying did not
correlate with HbA 1c, which agrees with previous observations
(26). It seems that gastric emptying is affected only by the
present blood glucose level and not by chronic hyperglycaemia.
The patients exhibited bradygastrias and tachygastrias, as
reported earlier (6, 27). However, these dysrhythmias did not
differ significantly from controls, which is in agreement with
previously reported observations (28).

Serotonin has been found to stimulate gastric antrum, the
small intestinal and colonic motility, as well as accelerating
gastric emptying, and both small and large intestinal transits
(29-34). The density of serotonin-IR cells was higher in
patients with diabetes than in controls in all gastrointestinal
segments. This increase may be one of the factors that causes
diarrhoea, a symptom most of the patients examined here
suffered from. The number of small intestinal serotonin-IR
cells correlated closely with gastric emptying. The increase in
small intestinal serotonin-IR cells could be a secondary
response to the delayed gastric emptying in these patients.

Secretin delays gastric emptying and inhibits contractile
activity of small intestine and colon (35, 36). The density of
secretin-IR cells was significantly higher in patients with
diabetes compared with controls and was closely correlated
with gastric emptying. It is reasonable, therefore, to conclude
that the increased density of secretin cells may be one of the
factors causing delayed gastric emptying in these patients. GIP
plays amajorpartasen ‘incretin’ in the mechanism by which gut
factors contribute to the enhancement of insulin secretion after a
meal (37). The increased intensity of small intestinal GIP-IR
cells in patients with diabetes may be caused by the absence of
insulin release in response to hyperglycaemia in these patients.

Gastrin has an excitatory effect on the smooth muscles,
exerted by a direct effect on the corpus and antrum and by an
indirect effect mediated by the release of acetylcholine (7).
Despite this stimulatory motor activity of the corpus and
antrum, gastrin delays gastric emptying of both solids and
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liquids (38). CCK retards gastric emptying in most species
studied by inducing relaxation of the proximal part of the
stomach and constricting the pyloric sphincter (39). Further-
more, CCK stimulates slow motor activity and decreases
intestinal transit time (39). The antisera used here reacts with
CCK/gastrin C-terminus and, accordingly, cross-reacts with
both CCK and gastrin cells. One may speculate that the
decrease in density of CCK/gastrin-IR cells in bulbus duodeni
may be one of the factors that delays gastric emptying. On the
other hand, the decrease in density of CCK/gastrin-IR cells in
pars descendens duodeni may be compensatory to the
increase in bulbus duodeni. Ileal brake is the phenomenon
observed in humans, in which perfusion of the ileum and
colon with fats slows intestinal transit and delays gastric
emptying (40). PYY is believed to be one of the mediators of
ileal brake (40). The increased number of PYY-IR cells in
patients with diabetes may be a secondary response to
accelerated intestinal transit in these patients. This increase
would, as a side effect, contribute further to delaying gastric
emptying. Somatostatin stimulates the early phase of gastric
emptying and inhibits the late phase of gastric emptying and
gastric migrating motor complex (41). The decrease in
colonic somatostatin-IR in patients with diabetes observed
here may therefore contribute to the motility disorders in
these patients. The significance of the absence of enteroglu-
cagon-IR cells observed here in the colon of patients with
diabetes is difficult to interpret, as the biological action of this
peptide is not yet clear (43). It is noteworthy, however, that
vincristine-induced constipation in rats is accompanied by
disturbances in the colonic enteroglucagon-IR cells (43).

The endocrine cells are the anatomical units responsible for
the production of gut hormones, and consequently the change in
their density would reflecta change in the capacity of producing
gut hormones. The present study revealed abnormal density of
gastrointestinal endocrine cells in patients with diabetes. This
abnormality was extensive and included most of the endocrine
cell types in both the upper and lower gastrointestinal tract. This
abnormality may contribute to the development of gastrointest-
inal dysmotility and symptoms encountered in patients with
diabetes. One should keep in mind, however, that endocrine
cellsof the gutintegrate and interact with each other and with the
enteric and autonomic nervous system. One should consider the
present findings as an imbalance in the endocrine cell part of a
fairly complicated regulatory mechanism of the gut.

Acknowledgements

This study was supported by grants from the Bengt IThre
Foundation, the Sahlberg Foundation and the Faculty of
Medicine, Umea University Research funds.

References

1. Locke III GR. Epidemiology of gastrointestinal complications of
diabetes mellitus. Eur J Gastroenterol Hepatol 1995;7:711-6.

RIGHTS

i,



Scand J Gastroenterol Downloaded from informahealthcare.com by JHU John Hopkins University on 09/26/11
For personal use only

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

. Feldman M, Schiller LR. Disorders of gastrointestinal motility

associated with diabetes mellitus. Ann Intern Med 1983;98:378—
84.

.Spéngéus A, El-Salhy M, Suhr O, Erikssdon J, Lithner F.

Prevalence of gastrointestinal symptoms in young and middle-
aged diabetic patients. Scand J Gastroenterol 1999;34:196-202.

. Enck P, Rathmann W, Spiekermann M, Czener D, Tschope D,

Ziegler D, et al. Prevalence of gastrointestinal symptoms in
diabetic patients and non-diabetic subjects. Z Gastroenterol
1996;32:637-41.

. Schwartz E, Palmér M, Ingberg CM, Aman J, Berne. Increased

prevalence of gastrointestinal symptoms in long-term type 1
diabetes mellitus. Diabetic Med 1996;13:478—81.

. Koch KL. Diabetic gastropathy. Gastric neuromuscular dysfunc-

tion in diabetes mellitus. A review of symptoms, pathophysiol-
ogy and treatment. Dig Dis Sci 1999;44:1061-75.

. Allescher HD. Postulated physiological and pathophysiological

roles on motility. In: Daniel EE, editor. Neuropeptides function in
gastrointestinal tract. Boca Raton: CRC Press; 1991. p 309—400.

. Ekblad E, Hakanson R, Sundler F. Microanatomy and chemical

coding of peptide-containing neurones in the digestive tract. In:
Daniel EE, editor. Neuropeptides function in gastrointestinal
tract. Boca Raton: CRC Press; 1991. p. 131-80.

. Rangachari PK. Effects of neuropeptides on intestinal ion

transport. In: Daniel EE, editor. Neuropeptides function in
gastrointestinal tract. Boca Raton: CRC Press; 1991. p. 429-46.
El-Salhy M, Zachrisson S, Spangéus A. Abnormalities of small
intestinal endocrine cells in non-diabetic NOD-mice. J Diabetes
Complications 1998;12:215-23.

El-Salhy M, Spangéus A. Antral endocrine cells in non-obese
diabetic NOD-mice. Dig Dis Sci 1998;43:1031-7.

El-Salhy M, Spangéus A. Substance P in the gastrointestinal
tract of non-obese diabetic NOD-mice. Scand J Gastroenterol
1998;33:394—-400.

Spangéus A, El-Salhy M. Large intestinal endocrine cells in
non-obese diabetic mice. J Diabetes Complications 1998;12:
321-7.

Portela-Gomes GM, Wilander E, Grimelius L, Bergstrom R,
Ruhn G. The enterochromaffin cells in the mouse gastrointest-
inal tract after streptozotocin treatment. Pathol Res Pract
1990;186:260—4.

Sjolund K, Sandén G, Hakansson R, Sundler F. Endocrine cells
in human intestine. An immunocytochemical study. Gastro-
enterology 1983;85:1120-30.

Grybick P, Bajc M, Granerus G, Lyrends E, Hermansson G,
Beckman KW, et al. Underskning av ventrikelté mning med
gammakamera. Kliniskt anvéindbar, enhetlig metod fastsalld.
Likartidningen 200;97:1811-6.

El-Salhy M, Stenling R, Grimelius L. Peptidergic innervation
and endocrine cells in the human liver. Scand J Gastroenterol
1993;28:809-15.

El-Salhy M, Sandstrom O, Nisstrom E, Mustajbasic M,
Zachrisson S. Application of computer image analysis. Histo-
chem J 1997;29:249-55. .

Qian B-F, El-Salhy M, Danielsson A, Shalaby A, Axelsson H.
Changes in intestinal endocrine cells in the mouse after unilateral
cervical vagotomy. Histol Histopathol 1999;14:453—-60.

Qian B-F, El-Salhy M, Danielsson A, Shalaby A, Axelsson H.
Effects of unilateral cervical vagotomy on antral endocrine cells
in mouse. Histol Histopathol 1999;14:705-9.

Qian B-F, El-Salhy M, Danielsson A. Vagal regulation of the
gastrointestinal neuroendocrine system. Scand J Gastroenterol
1996;31:529-40.

Abrahamsson H. Gastrointestinal motility disorders in patients
with diabetes mellitus. J Intern Med 1995;237:403-9.
Bjornsson ES, Urbanavicius V, Eliasson B, Attvall S, Smith U,
Abrahamsson H. Effects of hyperglycemia on interdigestive

Received 5 February 2001
Accepted 13 April 2001

24.

25.

26.

217.

28.

29.

30.

31

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

Gut Endocrine Cells in Diabetes 1169

gastrointestinal motility in humans. Scand J Gastroenterol 1994;
29:1096-104.

Samsom M, Akkermans LM, Jebbink HJ, van Isselt H, van
Berge-Henegouwen GP, Smout AJ. Gastrointestinal motor mech-
anisms in hyperglycaemia induced delayed gastric emptying
in type I diabetes mellitus. Gut 1997;40:641-6.

Eliasson B, Bjornsson E, Urbanavicius V, Andersson H, Attvall
S, Abrahamsson H, Smith U. Hyperinsulinaemia impairs gastro-
intestinal motility and slows carbohydrate absorption. Diabeto-
logia 1995;38:87-95.

Merio R, Festa A, Bergmann H, Eder T, Eibl N, Stacher-Janotta
G, et al. Slow gastric emptying in type I diabetes: relation to
autonomic and peripheral neuropathy, blood glucose and
glycaemic control. Diabetes Care 1997;20:419-23.

Chen J, Lin Z, McCallum R. Current status and future
development of the electrogastrogram. Motility 1998;42:14—7.
Jebbink HJA, Bruijs PPM, Bravenboer B Akkerman LMA, van
Berge-Henegouwen GP, Smout AJPM. Gastric myoelectrical
activity in patients with type 1 diabetes mellitus and autonomic
neuropathy. Dig Dis Sci 1994;39:2376— 83.

Nakjimma M, Shiihara Y, Shiba Y, Sano I, Sakai T, Mizum T.
Effects of 5-hydroxytryptamine on gastrointestinal motility in
conscious guinea-pigs. Neurogastroenterol Motil 1997;4:205-14.
Lidberg P. On the role of substance P and serotonin in the
pyloric motor control. An experimental study in cat and rat. Acta
Physiol Scand 1985; Suppl 538:1-69.

Goarard DA, Libby GW, Farthing MJ. 5-Hydroxytryptamine
and human intestinal motility: effect of inhibiting 5-hydroxy-
tryptamine uptake. Gut 1994;35:496—500.

Tally NJ. Review article: 5-Hydroxytryptamine agonists and
antagonists in modulation of gastrointestinal motility and
sensation: clinical implications. Aliment Pharmacol Ther 1992;
6:273-89.

von der Ohe MR, Hanson RB, Camilleri M. Serotogenic
mediation of postprandial colonic tonic and phasic response in
humans. Gut 1994;35:536—41.

Qosterbosch L, von der Ohe MR, Valdovinos M, Kost LJ,
Phillips SF, Camilleri M. Effects of serotonin on rat ileocolonic
transit and fluid transfer in vivo: possible mechanisms of action.
Gut 1993;34:794-8.

Huizinga JD, Pintin-Quezada J. Physiological and pathophysio-
logical roles of VIP, somatostatin, opioids, galanin, GRP and
secretin. In: Daniel EE, editor. Neuropeptides function in
gastrointestinal tract. Boca Raton: CRC Press; 1991. p. 401-28.
Leiter AB, Chey WY, Kopin AS: Secretin. In: Walsh JH,
Dockray GJ, editors. Gut peptides: biochemistry and physiology.
New York: Raven Press; 1994. p. 147-73.

Holst J, Fahrenkrug J, Stadil F, Rehfeld J. Gastrointestinal
endocrinology. Scand J Gastroenterol 1996;31 Suppl 216:27-38.
Walsh JH. Gastrin. In: Walsh JH, Dockray GJ, editors. Gut
peptides: biochemistry and physiology. New York: Raven Press;
1994. p. 75-122.

Liddle RA. Cholecystokinin. In: Dockray GJ, Walsh JH, editors.
Gut peptides biochemistry and physiology. New York: Raven
Press; 1994. p. 175-216.

Mannon P, Taylor IL. Polypeptide family. In: Dockray GIJ,
Walsh JH, editors. Gut peptides biochemistry and physiology.
New York: Raven Press; 1994. p. 341-70.

Chiba T, Yamada T. Gut somatostatin. In: Dockray GJ, Walsh
JH, editors. Gut peptides biochemistry and physiology. New
York: Raven Press; 1994. p. 123-46.

Walsh JH. Gastrointestinal hormones; enteroglucagons. In:
Johnson LR, Alpers DH, Christensen J, Jacobson ED, Walsh
JH, editors. Physiology of the gastrointestinal tract. 3rd edn.
New York: Raven Press; 1994. p. 95-106.

Jonston JC, Shaw C, Buchanan KD. Vincristine-induced abnor-
malities of gastrointestinal regulatory peptide cells of the rat. An
immunocytochemical study. Cell Tissue Res 1985;239:229-33.

SRIGHTS LT



