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Abstract
Aims: In diabetic nephropathy, the effects of antiplatelet agents in addition to standard care are not clear. The aim of this study 
(the ATP-DN trial) was to examine the effect of cilostazol on diabetic nephropathy with macroalbuminuria.

Method: The ATP-DN trial is a prospective, randomized, double-blind, placebo-controlled, multicentered clinical trial in 
Japanese type 2 diabetes with macroalbuminuria. Patients were randomly assigned to receive cilostazol 100 mg or 200 mg 
or placebo for 14 weeks. The primary endpoint was the change in urinary Albumin-Creatinine Ratio (ACR). The secondary 
endpoints were changes in Estimated Glomerular Filtration Rate (eGFR), cystatin C, and High Molecular Weight (HMW) 
adiponectin.

Results: A total of 69 patients were treated. For the primary endpoint, cilostazol decreased the increase of urinary ACR dose-
dependently, but not significantly. For the secondary endpoints, cilostazol also decreased the change of eGFR dose-dependently, 
but not significantly; and did not change cystatin C and HMW adiponectin. In post-hoc analysis, the percentage increase of 
urinary ACR was significantly lower after treatment with cilostazol compared with placebo (3.2 ± 46.7% vs. 28.5 ± 54.2%, 
p<0.05).

Conclusion: Our results suggest that an antiplatelet agent, cilostazol, might have the effect of reducing albuminuria in diabetic 
nephropathy with macroalbuminuria.
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Introduction
Diabetic nephropathy is an inducer of Chronic Kidney Disease 

(CKD), which progresses to End Stage Renal Disease (ESRD), 
and a major cause of dialysis and a risk factor for cardiovascular 
events and death. Interventions for diabetic nephropathy in the 
microalbuminuric stage may result in remission, and this stage 
has been shown to be reversible in many clinical studies [1-3]. 
In contrast, the macroalbuminuric stage may be irreversible and 
gradually progresses to ESRD over several years. Therefore, it is 
important to examine interventions in the macroalbuminuric stage 
that may prevent progression of diabetic nephropathy. 

Control of blood glucose, blood pressure, use of renin 
angiotensin system (RAS) inhibitors, and a low protein diet 
are recommended as treatment in the macroalbuminuric stage. 
However, control of risk factors is often difficult clinically [3] 
and the effects of a low protein diet are uncertain [4]. Use of a 
RAS inhibitor for prevention of diabetic nephropathy with 
macroalbuminuria has been examined in many clinical studies 
[5,6]. The direct renoprotective effect of RAS inhibitors may 
compensate for the difficulty of control of risk factors and diet 
therapy.

Antiplatelet agents may also be effective for diabetic nephropathy 
with macroalbuminuria [7,8]. Cilostazol, an antiplatelet agent that 
inhibits aggregation of platelets and dilates peripheral vessels, 
has been shown to have an effect on diabetic nephropathy in 
animals [9,10] and humans [11-13], but the details were not 
investigated. To examine the effect of antiplatelet agents on 
proteinuria in diabetic nephropathy with macroalbuminuria, we 
planned a prospective clinical trial using cilostazol. In addition, 
we investigated the effect of cilostazol on adiponectin, which is an 
adipocytokine that is associated with the prognosis of diabetes and 
its complications, and is thought to have a renoprotective effect on 
diabetic nephropathy [14].

Participants and Method
Research design: The study is a prospective, randomized, double-
blind, placebo-controlled, multicentered clinical trial (the ATP-
DN trial) of the effect of cilostazol as an antiplatelet agent on 
diabetic nephropathy with macroalbuminuria. The participants 
were treated at 16 centers of the National Hospital Organization 
(NHO) in Japan. The study was approved by the appropriate ethics 
committees and conducted in a accordance with Good Clinical 
Practice and the Declaration of Helsinki. Written informed consent 
was obtained from all participants before study commencement. 
This study is registered with the University Hospital Medical 
Information Network (Number: UMIN000007718). There were no 
changes to methods after trial commencement in this study.

Participants: The participants were Japanese outpatients with 
type 2 diabetes with macroalbuminuria. All participants met 
the following criteria: i) 20-75 years old, ii) urinary albumin-
creatinine ratio (ACR) >300 mg/g creatinine, iii) serum creatinine 
<2.5 mg/dl, iv) HbA1c <9.4%, v) blood pressure <160/100 
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mmHg, iv) treated with a RAS inhibitor for at least 6 months, and 
vii) not treated with dipyridamole; and did not meet any exclusion 
criteria: i) hypersensitivity to cilostazol, ii) contraindication for 
cilostazol (bleeding and congestive heart failure), iii) previous 
treatment with cilostazol, (v) heart rate >100 /min, (vi) severe liver 
dysfunction, (vii) Hb <9.0 g/dl, viii) pregnancy, ix) malignancy, 
x) history or treatment of bleeding or hemorrhagic diseases, 
including active diabetic retinopathy, xi) a disease with proteinuria 
except diabetic nephropathy, such as urinary tract infection and 
nephritis, xii) treatment with CYP3A4 inhibitors, and xiii) use of 
an investigational drug within the past 30 days. During the follow-
up period, changes of dosage and usage of hypotensive drugs 
including RAS inhibitors, antiplatelet agents except cilostazol, 
spherical adsorptive carbon beads, thiazolidinediones, statins, 
and fibrates were not permitted. During this period, participants 
received low-protein diet therapy (0.8 g/kg/day) and other 
background therapy remained unchanged.

Randomization and masking: The participants were randomly 
assigned (1:1:1) to receive cilostazol 100 mg or 200 mg or placebo 
twice daily for 14 weeks. Randomization was done using a 
computer-generated random sequence and was stratified according 
to urinary ACR, blood pressure, estimated glomerular filtration 
rate (eGFR), HbA1c, and age. The assigned treatment was masked 
from the patents and investigators.

Physical examination and laboratory tests: Blood pressure was 
measured in the sitting position. HbA1c levels are expressed in 
accordance with the National Glycohemoglobin Standardization 
Program, as recommended by the Japan Diabetes Society. Urinary 
albumin was obtained from spot urine samples and assayed by 
turbidimetric immunoassay. The results were corrected for urine 
creatinine and expressed as the urinary ACR. Two consecutive 
morning urine samples were collected and the geometric mean of 
these samples was used for analysis. eGFR was calculated using a 
formula corrected for Japanese subjects [15]. Serum creatinine was 
measured by an enzymatic method. Serum cystatin C was assayed 
using a colloidal gold immunoassay (Alfresa Pharma Corporation, 
Osaka, Japan). The concentration of high molecular weight 
(HMW) adiponectin was assessed using a chemiluminescent 
enzyme immunoassay (Fujirebio, Tokyo, Japan).

Outcomes

The primary endpoint was the change in urinary ACR at 14 
weeks from baseline (ΔACR), which was calculated as urinary 
ACR at 14 weeks – urinary ACR at baseline. The secondary 

endpoints were changes in eGFR, Cystatin C, and HMW 
adiponectin at 14 weeks from baseline (ΔeGFR, ΔCystatin C, and 
ΔHMW adiponectin, respectively). These were calculated using 
an equation similar to that for ΔACR. For post-hoc analysis, the 
percentage increase of urinary ACR was calculated as ΔACR / 
urinary ACR at baseline × 100%.

Statistical analysis

Data in the full analysis set were used. Numeric variables 
are expressed as mean ± standard deviation. A Student t-test and 
a Mann-Whitney test were used for comparison of normally and 
non-normally distributed continuous variables, respectively. 
A Chi-square test was used to compare categorical variables 
between groups. Data for three groups (cilostazol 100 mg, 200 
mg and placebo) were compared by one-way analysis of variance. 
Statistical analysis was performed using SPSS v.11 (SPSS, 
Chicago, IL, USA), with p < 0.05 considered to be significant in 
all analyses. Interim analyses were not performed in this study.

The calculation of sample size was based on a two sided 
significant level of 0.05 and a power of 0.90. According to the 
previous study [11], the required sample size was 38 in each group 
for a total of 114. Assuming that 20% of patients would not have 
post-baseline assessment, 150 patients (50 patients per treatment 
group) were planned to be randomly assigned.

Results

Study participants

A total of 145 participants were enrolled from April 2012 
and the last participant completed the 14-week treatment period in 
August 2013. Of these participants, 62 were excluded mainly due to 
criteria for HbA1c and blood pressure, 5 withdrew consent, and one 
patient in each group was randomized but not treated. As a result, 75 
participants were randomized at baseline (Figure 1). The baseline 
characteristics of this population are shown in Table 1. There were 
no significant differences in metabolic parameters among the three 
groups. During treatment, two patients were withdrawn from the 
trial due to adverse effects and one was withdrawn due to non-
compliance with medication in the cilostazol 100 mg group; and 
two patients were withdrawn due to adverse effects and one due 
to withdrawal of consent in the cilostazol 200 mg group. In the 
placebo group, no patients dropped out. Thus, final totals of 22, 22 
and 25 participants were treated with cilostazol 100 mg, cilostazol 
200 mg, and placebo, respectively (Figure 1). 
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Figure 1: Flow of participants through the main 14-week period of the ATP-DN trial.

Variables Placebo 
(n=25)

Cilostazol 100 mg 
(n=25)

Cilostazol 200 mg 
(n=25) p value

Age (years) 62.2 ± 7.9 61.2 ± 9.6 61.2 ± 8.9 n.s.
Duration of diabetes 

(months) 226.6 ± 110.3 159.8 ± 107.8 172.3 ±89.9 n.s.

Gender (n, men / women) 21 / 4 18/ 7 16/ 9 n.s.

BMI (kg/m2) 26.0 ± 4.6 26.0 ± 3.7 26.2 ± 4.2 n.s.

SBP (mmHg) 135 ± 16 138 ± 16 134 ± 15 n.s.

DBP (mmHg) 74 ± 10 77 ± 11 76 ± 10 n.s 

Heart rate (/min) 73 ± 11 78 ± 13 79 ± 14 n.s

HbA1c (%) 7.3 ± 1.0 7.4 ± 0.9 7.5 ± 1.0 n.s

ACR (mg/g CRE) 1056.9 ± 811.9 1369.7 ± 1349.8 1272.0 ± 1117.9 n.s 

eGFR (ml/min/1.73 m2) 47.3 ± 17.9 48.6 ± 19.4 48.3 ± 21.3 n.s.

Cystatin C (mg/l) 1.61 ± 0.55 1.59 ± 0.49 1.66 ± 0.67 n.s.

HMW adiponectin (µg/ml) 5.58 ± 5.26 5.57 ± 4.12 4.15 ± 3.36 n.s.

Diabetic retinopathy (n)       n.s

None 5 (20%) 5 (20.0%) 7 (28%)  

Simple 4 (16%) 8 (32%) 7 (28%)  

Pre-proliferative and 
proliferative 16 (64%) 12 (48% 11 (44%)  

Table 1: Baseline characteristics of the randomized population.
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Changes in metabolic parameters from baseline to 14 weeks

Changes in metabolic parameters from baseline to 14 weeks are shown in Table 2. HbA1c and blood pressure were unchanged by 
cilostazol treatment, but heart rate significantly increased in participants treated with cilostazol. Urinary ACR increased significantly in 
the placebo group, but not in the cilostazol 100 mg and 200 mg groups. eGFR decreased significantly with cilostazol 200 mg, but not in 
the other groups. Cystatin C was unchanged, but HMW adiponectin increased significantly in all three groups.

Variables Treatment Week n   p value

SBP (mmHg)

Placebo
0 25 135 ± 16

n.s.
14 25 136 ± 19

Cilostazol 100 mg
0 25 138 ± 16

n.s.
14 22 137 ± 16

Cilostazol 200 mg
0 25 134 ± 15

n.s.
14 22 136 ± 16

DBP (mmHg)

Placebo
0 25 74 ± 11

n.s.
14 25 75 ± 11

Cilostazol 100 mg
0 25 77 ± 11

n.s.
14 22 76 ± 12

Cilostazol 200 mg
0 25 76 ± 10

n.s.
14 22 75 ±10

Heart rate (/min)

Placebo
0 25 73 ± 12

n.s.
14 25 74 ± 11

Cilostazol 100 mg
0 25 78 ± 13

p<0.001
14 22 89 ±10

Cilostazol 200 mg
0 25 79 ±14

p=0.019
14 22 91 ±14

HbA1c (%)

Placebo
0 25 7.3 ± 1.0

n.s.
14 25 7.5 ± 1.2

Cilostazol 100 mg
0 25 7.4 ± 0.9

n.s.
14 22 7.3 ±0.9

Cilostazol 200 mg
0 25 7.5 ±1.0

n.s.
14 22 7.6 ±1.2
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Urinary ACR (mg/g CRE)

Placebo
0 25 1056.9 ± 811.9

p=0.04
14 25 1270.2 ± 982.1

Cilostazol 100 mg
0 25 1369.7 ± 1349.7

n.s.
14 22 1550.5 ± 1703.6

Cilostazol 200 mg
0 25 1272.0 ± 1117.9

n.s.
14 22 1324.2 ± 1214.9

eGFR (ml/min/1.73 m2)

Placebo
0 25 47.3 ± 17.9

n.s.
14 25 46.1 ± 17.3

Cilostazol 100 mg
0 25 48.2 ± 20.3

n.s.
14 22 45.5 ± 20.2

Cilostazol 200 mg
0 25 48.6 ± 21.3

p=0.004
14 22 43.8 ± 21.7

Cystatin C (mg/l)

Placebo
0 25 1.61 ± 0.56

n.s.
14 25 1.66 ± 0.60

Cilostazol 100 mg
0 25 1.62 ± 0.50

n.s.
14 22 1.61 ± 0.57

Cilostazol 200 mg
0 25 1.63 ± 0.64

n.s.
14 22 1.66 ±0.72

HMW adiponectin  (µg/ml)

Placebo
0 25 5.58 ± 5.26

p=0.045
14 25 6.30 ± 5.80

Cilostazol 100 mg
0 25 5.91 ± 4.25

p <0.001
14 22 7.10 ± 4.64

Cilostazol 200 mg
0 25 4.33 ± 3.55

p=0.011
14 22 5.32 ± 4.17

Table 2: Changes in metabolic parameters from baseline to 14 weeks of treatment.

Primary endpoint

Results for the primary endpoint of the change of urinary ACR from baseline to 14 weeks (ΔACR) are shown in Table 3. ΔACR 
showed a dose-dependent decrease of 214.3 ± 458.7 mg/gCRE for placebo, 100.1 ± 622.8 mg/gCRE for cilostazol 100 mg, and 87.2 ± 
416.5 mg/gCRE for cilostazol 200 mg, but the changes were not significant.

Secondary endpoints

Results for secondary endpoints are also shown in Table 3. Cilostazol decreased ΔeGFR dose-dependently (-1.3 ± 8.0 ml/min/1.73 
m2 for placebo, -2.6 ± 6.1 ml/min/1.73 m2 for cilostazol 100 mg, and -4.8 ± 6.9 ml/min/1.73 m2 for cilostazol 200 mg), but not 
significantly. Cilostazol did not change ΔCystatin C and ΔHMW adiponectin significantly.
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Variables Placebo 
(n=25)

Cilostazol 100 mg 
(n=22)

Cilostazol 200 mg 
(n=22) p value

Primary endpoint ΔACR (mg/g CRE) 214.3 ± 458.7 100.1 ± 622.8 87.2 ± 416.5 n.s

Secondary endpoints        

ΔeGFR (ml/min/1.73 m2) -1.3 ± 8.0 -2.6 ± 6.1 -4.8 ± 6.9 n.s

ΔCystatin C (ml/min/1.73 m2) 0.05 ±0.15 -0.01 ± 0.23 0.03 ± 0.17 n.s

ΔHMW adiponectin (µg/ml) 0.71 ± 2.71 1.20 ± 1.36 0.99 ± 1.90 n.s

Table 3: Results for primary and secondary endpoints: changes in urinary ACR, eGFR, cystatin C, and HMW adiponectin from baseline 
to 14 weeks of treatment.

Post-hoc analysis

In post-hoc analysis, the percentage increase of urinary ACR from baseline to 14 weeks was significantly lower in the combined 
cilostazol 100 mg and 200 mg group (n=44) compared with the placebo group (n=25) (3.2 ± 46.7% vs. 28.5 ± 54.2%, p<0.05) (Figure 
2). The percentage increases of eGFR, ΔCystatin C, and ΔHMW adiponectin were not changed by cilostazol.

Figure 2: Effect of cilostazol on the percentage increase of urinary ACR in post-hoc analysis.

Adverse events

Palpitation, headache, and tachycardia were reported as main adverse effects: palpitation occurred in 1, 2, and 5; headache in 0, 
2, and 2; and tachycardia in 0, 2, and 1 participants in the placebo, cilostazol 100 mg, and cilostazol 200 mg groups, respectively. These 
adverse effects showed no significant differences among the three groups and there were no deaths in each group.

Discussion
Antiplatelet therapy may be useful for diabetic vascular complications [16], and effects of antiplatelet agents on diabetic nephropathy 
have been found in animal models [17,18] and humans [7,8]. However, these human studies included relatively few cases, and there 
are few reports for type 2 diabetes and no randomized, double-blind, placebo-controlled trials. Thus, there is little evidence from large-
scale clinical trials for an isolated effect of an antiplatelet agent on diabetic nephropathy. The current study is the first such trial to 
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examine the effects of cilostazol as an antiplatelet agent in addition 
to standard care for diabetic nephropathy. Cilostazol is a 2(1H)-
quinolinone derivative that is an inhibitor of phosphodiesterase 
(PDE)-3. By inhibiting PDEs, cilostazol increases cyclic 
adenosine monophosphate (cAMP) levels, resulting in pleiotropic 
antiplatelet, anti-inflammatory, and vasodilatory effects. This 
is the basis for the proposed benefit of cilostazol for treating 
microvascular complications including diabetic nephropathy [19]. 

In the current study, cilostazol inhibited the significant 
increase of albuminuria observed in the placebo group, and 
decreased ΔACR dose-dependently. In post-hoc analysis, 
moreover, cilostazol reduced the percentage increase of 
albuminuria significantly. In contrast, eGFR was reduced by 
200 mg cilostazol significantly and cilostazol decreased ΔeGFR 
dose-dependently. These data suggest a renoprotective effect of 
cilostazol by decreasing albuminuria through improvement of 
glomerular hyperfiltration in diabetic nephropathy. Similar results 
have been reported in an animal model [9]. Proteinuria is a risk 
factor for progression to ESRD [20,21], indicating the importance 
of reduction of proteinuria for prevention of kidney disease [22], 
including diabetic nephropathy [23]. Hyperfiltration is also an 
important mechanism in diabetic nephropathy [24], and RAS 
inhibitors, which are established drugs for diabetic nephropathy, 
exert a renoprotective effect through expanding the efferent artery 
on renal arterioles and reducing intraglomerular pressure. In 
contrast, the renoprotective effect of cilostazol has been thought 
to occur in parallel with regulation of inflammatory biomarkers 
in animals [9,10] and humans [12,13]. Therefore, regulation of 
inflammation is assumed to underlie the renoprotective effect of 
cilostazol, but the hemodynamic mechanism has not been described. 
For cilostazol in diabetic nephropathy, effects on proteinuria have 
been shown, but few reports have examined the effect on renal 
function. In studies showing that cilostazol reduces albuminuria, 
cilostazol tended to decrease eGFR in the short term until one year 
[13,25]. These findings are consistent with our results. These data 
suggest that cilostazol might have a renoprotective effect through 
a hemodynamic mechanism, similar to RAS inhibitors, but there is 
no evidence for an effect of cilostazol on the afferent and efferent 
arterioles of the kidney. It will be interesting and important to 
investigate the effect of cilostazol on renal arteries in further 
studies.

In this study, cilostazol decreased the increase of ΔACR 
dose-dependently but not significantly in the 100 mg, 200 mg, and 
placebo groups. Tang et al. also examined cilostazol attenuation of 
deterioration of albuminuria in diabetic nephropathy with similar 
results, but also some differences, since in Tang, et al. ΔACR was 
significantly reduced by cilostazol compared with the placebo 
[13]. This discrepancy might be due to the following issues, some 
of which are also limitations of the current study. The first cause 
may be the difference in study design: the current double-blind 

multicenter study in patients with macroalbuminuria, compared 
to a single-blind single-institute study in patients with micro and 
macroalbuminuria plus peripheral arterial occlusion disease. The 
second cause may be the differences in treatment period and dose 
of cilostazol: we used a 14-week period with 100 mg or 200 mg 
cilostazol twice daily, whereas Tang et al used treatment for 52 
weeks at 200 mg cilostazol per day. The results of both studies 
suggested that reduction of albuminuria depended on the duration 
and dose of cilostazol, and it is possible that the treatment period 
in our study might have been too short and the dose too low to 
detect significant differences. The third cause might be the number 
of cases, since we included patients with macroalbuminuria only, 
which led to difficulty securing a high number of cases compared 
to that in Tang et al. Moreover, we randomized the patients into 
three dose groups, leaving ≤25 cases in each group. In contrast, 
Tang et al. examined 90 cases in two equally sized groups. The last 
cause might be differences in handling of RAS inhibitors between 
the two studies. In our protocol, participants had been treated with 
RAS inhibitors for at least 6 months at baseline, and alteration of 
dosage and usage were not permitted during the follow-up period. 
In Tang et al., RAS inhibitors were not administered in all cases 
at baseline, and there was no rule regarding use of RAS inhibitors 
in the follow-up period. This difference in the handling of RAS 
inhibitors may have influenced the results.

Cilostazol regulates inflammatory biomarkers associated 
with diabetic nephropathy, as mentioned above, and 
atherosclerosis, such as high-sensitivity C-reactive protein, the 
soluble CD40 ligand, interleukin-6, tumor necrosis factor-a, and 
vascular cell adhesion molecule-1 [13, 26, 27]. We focused on 
adiponectin as an anti-inflammatory factor because adiponectin 
may have a renoprotective effect [14]. We particularly focused on 
HMW adiponectin, which is a multimer of adiponectin that is a 
useful marker for metabolic syndrome and diabetic angiopathy, 
including diabetic nephropathy [28, 29]. In cellular and diabetic 
animal models, cilostazol increases adiponectin via activation of 
peroxisome proliferator-activated receptor-g [30]. In the current 
study, HMW adiponectin increased in all three groups, but 
without a significant difference. In previous studies in patients 
with diabetes, adiponectin increased or was unchanged after 
cilostazol administration [26, 27], but these studies did not specify 
the stage of diabetic nephropathy and amount of proteinuria. The 
current study is the first report of the effect of cilostazol on HMW 
adiponectin in diabetic nephropathy with macroalbuminuria.

The main adverse events in the study of headache, palpitation, 
and tachycardia were expected before administration and can 
be explained by the pharmacological mechanism of cilostazol. 
Headache was due to the effect of vasodilatation, while palpitation 
and tachycardia were due to acceleration of adrenergic receptor 
stimulation by increasing cAMP through inhibition of PDE. None 
of the events were severe clinically.
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In conclusion, cilostazol may have a renoprotective 
effect of reducing albuminuria through amelioration of 
hyperfiltration in diabetic nephropathy with macroalbuminuria. 
Establishment of antiplatelet therapy for diabetic nephropathy 
with macroalbuminuria may be important for reduction of ESRD, 
cardiovascular events, and death due to diabetes.

Disclousure
Clinical trial reg. no. UMIN000007718, www.umin.ac.jp/ctr/
index/htm

Acknowledgments: We conducted this study as part of 
the NHO Multi-Center Clinical Research for Evidence- Based 
Medicine study and was supported by a NHO collaborative clinical 
research grant. We are grateful to Otsuka Pharmaceutical Co., Ltd. 
for providing placebo and inspection.

Conflict of interest: Disclosures of conflict of interest with 
regard to the study are as follows. Drugs including placebo were 
provided by Otsuka Pharmaceutical Co., Ltd. Inspection was 
performed by Otsuka Pharmaceutical Co., Ltd.

References
1.	 Group UPDSU (1998) Intensive blood-glucose control with 

sulphonylureas or insulin compared with conventional treatment and 
risk of complications in patients with type 2 diabetes (UKPDS 33). 
Lancet 352: 837-853.

2.	 Group UPDSU (1998) Tight blood pressure control and risk of 
macrovascular and microvascular complications in type 2 diabetes: 
UKPDS 38. BMJ 317: 703-713.

3.	 Gaede P, Vedel P, Parving HH, Pedersen O (1999) Intensified 
multifactorial intervention in patients with type 2 diabetes mellitus and 
microalbuminuria: the Steno type 2 randomised study. Lancet 353: 
617-622.

4.	 Rughooputh MS, Zeng R, Yao Y (2015) Protein Diet Restriction Slows 
Chronic Kidney Disease Progression in Non-Diabetic and in Type 1 
Diabetic Patients, but Not in Type 2 Diabetic Patients: A Meta-Analysis 
of Randomized Controlled Trials Using Glomerular Filtration Rate as a 
Surrogate. PLoS One  10: e0145505.

5.	 Lewis EJ, Hunsicker LG, Bain RP, Rohde RD (1993) The effect of 
angiotensin-converting-enzyme inhibition on diabetic nephropathy. 
The Collaborative Study Group. N Engl J Med 329: 1456-1462.

6.	 Brenner BM, Cooper ME, de Zeeuw D, Keane WF, Mitch WE, et al. 
(2001) Effects of losartan on renal and cardiovascular outcomes in 
patients with type 2 diabetes and nephropathy. N Engl J Med 345: 
861-869.

7.	 Kontessis PS, Jones SL, Barrow SE, Stratton PD, Alessandrini P, et al. 
(1993) Effect of selective inhibition of thromboxane synthesis on renal 
function in diabetic nephropathy. J Lab Clin Med 121: 415-423.

8.	 Khajehdehi P, Roozbeh J, Mostafavi H (2002) A comparative 
randomized and placebo-controlled short-term trial of aspirin and 
dipyridamole for overt type-2 diabetic nephropathy. Scand J Urol 
Nephrol 36: 145-148.

9.	 Tohma T, Shimabukuro M, Oshiro Y, Yamakawa M, Shimajiri Y, 
et al. (2004) Cilostazol, a phosphodiesterase inhibitor, reduces 
microalbuminuria in the insulin-resistant Otsuka Long-Evans 
Tokushima Fatty rat. Metabolism 53: 1405-1410.

10.	 Lee WC, Chen HC, Wang CY, Lin PY, Ou TT, et al. (2010) Cilostazol 
ameliorates nephropathy in type 1 diabetic rats involving improvement 
in oxidative stress and regulation of TGF-Beta and NF-kappaB. Biosci 
Biotechnol Biochem 74: 1355-1361.

11.	 Watanabe J, Sako Y, Umeda F, Nawata H (1993) Effects of cilostazol, 
a phosphodiesterase inhibitor, on urinary excretion of albumin and 
prostaglandins in non-insulin-dependent diabetic patients. Diabetes 
Res Clin Pract 22: 53-59.

12.	 Jiao XM, Jiao XJ, Zhang XG, Xu XP, Wu JX, et al. (2013) Cilostazol 
reduces microalbuminuria in type 2 diabetic nephropathy. Chin Med J 
(Engl) 126: 4395-4396.

13.	 Tang WH, Lin FH, Lee CH, Kuo FC, Hsieh CH, et al. (2014) Cilostazol 
effectively attenuates deterioration of albuminuria in patients with type 
2 diabetes: a randomized, placebo-controlled trial. Endocrine 45: 293-
301.

14.	 Christou GA, Kiortsis DN (2014) The role of adiponectin in renal 
physiology and development of albuminuria. J Endocrinol 221: 
R49-R61.

15.	 Matsuo S, Imai E, Horio M, Yasuda Y, Tomita K, et al. (2009) Revised 
equations for estimated GFR from serum creatinine in Japan. Am J 
Kidney Dis 53: 982-992.

16.	 Patrono C, Davi G (1993) Antiplatelet agents in the prevention of 
diabetic vascular complications. Diabetes Metab Rev 9: 177-188.

17.	 Moel DI, Safirstein RL, McEvoy RC, Hsueh W (1987) Effect of aspirin 
on experimental diabetic nephropathy. J Lab Clin Med 110: 300-307.

18.	 Yamagishi S, Koga K, Inagaki Y, Amano S, Okamoto T, et al. (2002) 
Dilazep hydrochloride, an antiplatelet drug, prevents progression of 
diabetic nephropathy in Otsuka Long-Evans Tokushima fatty rats. 
Drugs Exp Clin Res 28: 221-227.

19.	 Asal NJ, Wojciak KA (2017) Effect of cilostazol in treating diabetes-
associated microvascular complications. Endocrine 56: 240-244.

20.	 Hillege HL, Fidler V, Diercks GF, van Gilst WH, de Zeeuw D, et 
al. (2002) Urinary albumin excretion predicts cardiovascular and 
noncardiovascular mortality in general population. Circulation 106: 
1777-1782.

21.	 Yokoyama H, Tomonaga O, Hirayama M, Ishii A, Takeda M, et al. 
(1997) Predictors of the progression of diabetic nephropathy and the 
beneficial effect of angiotensin-converting enzyme inhibitors in NIDDM 
patients. Diabetologia 40: 405-411.

22.	 Inker LA, Levey AS, Pandya K, Stoycheff N, Okparavero A, et al. 
(2014) Early change in proteinuria as a surrogate end point for kidney 
disease progression: an individual patient meta-analysis. Am J Kidney 
Dis 64: 74-85.

23.	 Araki S, Haneda M, Koya D, Hidaka H, Sugimoto T, et al. (2007) 
Reduction in microalbuminuria as an integrated indicator for renal and 
cardiovascular risk reduction in patients with type 2 diabetes. Diabetes 
56: 1727-1730.

24.	 Jerums G, Premaratne E, Panagiotopoulos S, MacIsaac R (2010) 
The clinical significance of hyperfiltration in diabetes. Diabetologia 53: 
2093-2104.

25.	 Noh Y, Lee J, Shin S, Park I, Bae SK, et al. (2018) Effects of cilostazol 
and renin-angiotensin system (RAS) blockers on the renal disease 
progression of Korean patients: a retrospective cohort study. Int J Clin 
Pharm 40: 160-168.

26.	 Kim NH, Kim HY, An H, Seo JA, Choi KM, et al. (2013) Effect of 
cilostazol on arterial stiffness and vascular adhesion molecules in type 
2 diabetic patients with metabolic syndrome: a randomised, double-
blind, placebo-controlled, crossover trial. Diabetol Metab Syndr 5: 41.

https://pubmed.ncbi.nlm.nih.gov/9742976/
https://pubmed.ncbi.nlm.nih.gov/9742976/
https://pubmed.ncbi.nlm.nih.gov/9742976/
https://pubmed.ncbi.nlm.nih.gov/9742976/
https://pubmed.ncbi.nlm.nih.gov/9732337/
https://pubmed.ncbi.nlm.nih.gov/9732337/
https://pubmed.ncbi.nlm.nih.gov/9732337/
https://pubmed.ncbi.nlm.nih.gov/10030326/
https://pubmed.ncbi.nlm.nih.gov/10030326/
https://pubmed.ncbi.nlm.nih.gov/10030326/
https://pubmed.ncbi.nlm.nih.gov/10030326/
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0145505#:~:text=from such intervention.-,Conclusion,type 2 diabetics with CKD.
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0145505#:~:text=from such intervention.-,Conclusion,type 2 diabetics with CKD.
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0145505#:~:text=from such intervention.-,Conclusion,type 2 diabetics with CKD.
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0145505#:~:text=from such intervention.-,Conclusion,type 2 diabetics with CKD.
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0145505#:~:text=from such intervention.-,Conclusion,type 2 diabetics with CKD.
https://pubmed.ncbi.nlm.nih.gov/8413456/
https://pubmed.ncbi.nlm.nih.gov/8413456/
https://pubmed.ncbi.nlm.nih.gov/8413456/
https://pubmed.ncbi.nlm.nih.gov/11565518/
https://pubmed.ncbi.nlm.nih.gov/11565518/
https://pubmed.ncbi.nlm.nih.gov/11565518/
https://pubmed.ncbi.nlm.nih.gov/11565518/
https://pubmed.ncbi.nlm.nih.gov/8445289/
https://pubmed.ncbi.nlm.nih.gov/8445289/
https://pubmed.ncbi.nlm.nih.gov/8445289/
https://pubmed.ncbi.nlm.nih.gov/12028688/
https://pubmed.ncbi.nlm.nih.gov/12028688/
https://pubmed.ncbi.nlm.nih.gov/12028688/
https://pubmed.ncbi.nlm.nih.gov/12028688/
https://pubmed.ncbi.nlm.nih.gov/15536593/
https://pubmed.ncbi.nlm.nih.gov/15536593/
https://pubmed.ncbi.nlm.nih.gov/15536593/
https://pubmed.ncbi.nlm.nih.gov/15536593/
https://pubmed.ncbi.nlm.nih.gov/20622454/
https://pubmed.ncbi.nlm.nih.gov/20622454/
https://pubmed.ncbi.nlm.nih.gov/20622454/
https://pubmed.ncbi.nlm.nih.gov/20622454/
https://pubmed.ncbi.nlm.nih.gov/8137717/
https://pubmed.ncbi.nlm.nih.gov/8137717/
https://pubmed.ncbi.nlm.nih.gov/8137717/
https://pubmed.ncbi.nlm.nih.gov/8137717/
https://pubmed.ncbi.nlm.nih.gov/24238537/
https://pubmed.ncbi.nlm.nih.gov/24238537/
https://pubmed.ncbi.nlm.nih.gov/24238537/
https://pubmed.ncbi.nlm.nih.gov/23775007/
https://pubmed.ncbi.nlm.nih.gov/23775007/
https://pubmed.ncbi.nlm.nih.gov/23775007/
https://pubmed.ncbi.nlm.nih.gov/23775007/
https://pubmed.ncbi.nlm.nih.gov/24464020/
https://pubmed.ncbi.nlm.nih.gov/24464020/
https://pubmed.ncbi.nlm.nih.gov/24464020/
https://pubmed.ncbi.nlm.nih.gov/19339088/
https://pubmed.ncbi.nlm.nih.gov/19339088/
https://pubmed.ncbi.nlm.nih.gov/19339088/
https://pubmed.ncbi.nlm.nih.gov/3475395/
https://pubmed.ncbi.nlm.nih.gov/3475395/
https://pubmed.ncbi.nlm.nih.gov/12776575/
https://pubmed.ncbi.nlm.nih.gov/12776575/
https://pubmed.ncbi.nlm.nih.gov/12776575/
https://pubmed.ncbi.nlm.nih.gov/12776575/
https://pubmed.ncbi.nlm.nih.gov/28293857/
https://pubmed.ncbi.nlm.nih.gov/28293857/
https://pubmed.ncbi.nlm.nih.gov/12356629/
https://pubmed.ncbi.nlm.nih.gov/12356629/
https://pubmed.ncbi.nlm.nih.gov/12356629/
https://pubmed.ncbi.nlm.nih.gov/12356629/
https://pubmed.ncbi.nlm.nih.gov/9112017/
https://pubmed.ncbi.nlm.nih.gov/9112017/
https://pubmed.ncbi.nlm.nih.gov/9112017/
https://pubmed.ncbi.nlm.nih.gov/9112017/
https://pubmed.ncbi.nlm.nih.gov/24787763/
https://pubmed.ncbi.nlm.nih.gov/24787763/
https://pubmed.ncbi.nlm.nih.gov/24787763/
https://pubmed.ncbi.nlm.nih.gov/24787763/
https://pubmed.ncbi.nlm.nih.gov/17360976/
https://pubmed.ncbi.nlm.nih.gov/17360976/
https://pubmed.ncbi.nlm.nih.gov/17360976/
https://pubmed.ncbi.nlm.nih.gov/17360976/
https://pubmed.ncbi.nlm.nih.gov/20496053/
https://pubmed.ncbi.nlm.nih.gov/20496053/
https://pubmed.ncbi.nlm.nih.gov/20496053/
https://pubmed.ncbi.nlm.nih.gov/29282632/
https://pubmed.ncbi.nlm.nih.gov/29282632/
https://pubmed.ncbi.nlm.nih.gov/29282632/
https://pubmed.ncbi.nlm.nih.gov/29282632/
https://pubmed.ncbi.nlm.nih.gov/23886346/
https://pubmed.ncbi.nlm.nih.gov/23886346/
https://pubmed.ncbi.nlm.nih.gov/23886346/
https://pubmed.ncbi.nlm.nih.gov/23886346/


Citation: Seki N, Nishimura H, Ohtani S, Nishimura M, Ujihara M, et al. (2022) Effect of Cilostazol as an Antiplatelet Agent pn Diabetic Nephropathy with Macroalbu-
minuria: A Randomized, Double-Blind, Placebo-Controlled Trial (ATP-DN). J Diabetes Treat 7: 1095. DOI: 10.29011/2574-7568.001095

10 Volume 7; Issue 01

J Diabetes Treat, an open access journal
ISSN: 2574-7568

27.	 Hsieh CJ, Wang PW (2009) Effect of cilostazol treatment on 
adiponectin and soluble CD40 ligand levels in diabetic patients with 
peripheral arterial occlusion disease. Circ J 73: 948-954.

28.	 Hara K, Horikoshi M, Yamauchi T, Yago H, Miyazaki O, et al. (2006) 
Measurement of the high-molecular weight form of adiponectin in 
plasma is useful for the prediction of insulin resistance and metabolic 
syndrome. Diabetes Care 29: 1357-1362.

29.	 Kato K, Osawa H, Ochi M, Kusunoki Y, Ebisui O, et al. (2008) Serum 
total and high molecular weight adiponectin levels are correlated with 
the severity of diabetic retinopathy and nephropathy. Clin Endocrinol 
(Oxf) 68: 442-449.

30.	 Park SY, Shin HK, Lee JH, Kim CD, Lee WS, et al. (2009) 
Cilostazol ameliorates metabolic abnormalities with suppression of 
proinflammatory markers in a db/db mouse model of type 2 diabetes 
via activation of peroxisome proliferator-activated receptor gamma 
transcription. J Pharmacol Exp Ther 329: 571-579.

https://pubmed.ncbi.nlm.nih.gov/19282610/
https://pubmed.ncbi.nlm.nih.gov/19282610/
https://pubmed.ncbi.nlm.nih.gov/19282610/
https://pubmed.ncbi.nlm.nih.gov/16732021/
https://pubmed.ncbi.nlm.nih.gov/16732021/
https://pubmed.ncbi.nlm.nih.gov/16732021/
https://pubmed.ncbi.nlm.nih.gov/16732021/
https://pubmed.ncbi.nlm.nih.gov/17970779/
https://pubmed.ncbi.nlm.nih.gov/17970779/
https://pubmed.ncbi.nlm.nih.gov/17970779/
https://pubmed.ncbi.nlm.nih.gov/17970779/
https://pubmed.ncbi.nlm.nih.gov/19221061/
https://pubmed.ncbi.nlm.nih.gov/19221061/
https://pubmed.ncbi.nlm.nih.gov/19221061/
https://pubmed.ncbi.nlm.nih.gov/19221061/
https://pubmed.ncbi.nlm.nih.gov/19221061/

