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Diabetes has been identified as an independent risk factor for atrial fibrillation

(AF), the most common chronic cardiac arrhythmia. Whether or not glucose and

insulin disturbances observed during diabetes enhance arrhythmogenicity of the atria,

potentially leading to AF, is not well-known. We hypothesized that insulin deficiency

and impaired glucose transport provide a metabolic substrate for the development and

maintenance of AF during diabetes. Transesophageal atrial pacing was used to induce

AF in healthy, streptozotocin-induced insulin-deficient type 1 diabetic, and insulin-treated

diabetic mice. Translocation of insulin-sensitive glucose transporters (GLUTs) to the

atrial cell surface was measured using a biotinylated photolabeling assay in the

perfused heart. Fibrosis and glycogen accumulation in the atrium were measured using

histological analysis. Diabetic mice displayedmild hyperglycemia, increased duration and

frequency of AF episodes vs. age-matched controls (e.g., AF duration: 19.7 ± 6.8 s

vs. 1.8 ± 1.1 s, respectively, p = 0.032), whereas insulin-treated diabetic animals did

not. The translocation of insulin-sensitive GLUT-4 and -8 to the atrial cell surface was

significantly downregulated in the diabetic mice (by 67 and 79%, respectively; p≤ 0.001),

and rescued by insulin treatment. We did not observe fibrosis or glycogen accumulation

in the atria of diabetic mice. Therefore, these data suggest that insulin and glucose

disturbances were sufficient to induce AF susceptibility during mild diabetes.

Keywords: glucose transporters, arrhythmias, glycogen, metabolism, diabetes, atria

INTRODUCTION

Atrial fibrillation (AF) has been identified as the most common chronic abnormal heart rhythm,
although AF can also be paroxysmal. Approximately 33 million people (2.2 million in the
United States alone) suffer from this condition and it is predicted to double by 2050 (1). AF has been
associated with 4–5-fold increase in the risk of ischemic stroke, a 3-fold increase in heart failure,
and a 40–90% increase in mortality (2–4). Identification of the underlying pathophysiological
mechanisms is required for the development of novel therapeutic strategies for AF. While diabetes
is an epidemic disease currently affecting 9% of the US population, and has been identified as one of
the most important risk factors for AF (5, 6), the mechanisms underlying increased AF propensity
during metabolic diseases are not well-known. For instance, it has been reported that diabetes
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increases the odds of developing AF by 1.4 and 1.6-fold in male
and female patients, respectively (4). In population-based cohort
studies, it was reported that diabetes was responsible for a ∼30–
40% increased risk of AF and that the risk of AF is enhanced with
increased duration of diabetes (6–8). However, a causative link
between diabetes and AF is not well-established and whether a
metabolic substrate underlies AF remains elusive.

In addition to structural-electrical remodeling, altered glucose
metabolismmay directly play important and interrelating roles in
the pathogenesis of AF in diabetic patients (8). This is germane
to the fact that some risk factors of AF included the duration
of diabetes and level of glycemic control (9). For instance, in a
population-based study (out of 11,140 patients), 7.6% of diabetic
patients were diagnosed with AF at baseline (10). Furthermore,
it has been reported that the risk of AF in individuals
with insulin-deficient (type 1 and advanced type 2) diabetes
increased with worsening glycemic control and periods of
hypoglycemia (11–13). Similarly, severe hypoglycemia-induced
fatal cardiac arrhythmias were enhanced in diabetic rats with
insulin deficiency (14). Recently, we demonstrated that long
term high-fat diet-induced insulin resistance enhanced the
vulnerability of AF induction in a rodent model (15). Taken
together, the results of these studies suggest that disturbances in
glucose and insulin could enhance the arrhythmogenicity of the
atrium, which contains the pacemaker of the heart, potentially
leading to AF (6, 9, 16). However, it remains to be determined
whether alterations in myocardial glucose metabolism plays a
direct role in the pathogenesis of AF.

Since cardiac myocytes contract for each heartbeat, the
metabolic demands in the heart are high. In order to sustain
this high energy demand, cardiac myocytes have a high rate
of glucose utilization, despite the ability of the myocardium
to use other substrates (17). Glucose uptake from the blood
into the cells is tightly regulated by a specialized family of
glucose transporters (GLUTs) (18). So far a total of 14 GLUT
isoforms have been identified and distributed into 3 classes (15,
19, 20). The translocation of GLUT4 to cell surface, the major
insulin-sensitive isoform, which precedes glucose uptake and
oxidation, is mediated by AS160 phosphorylation and rabGTP
activation downstream of the insulin-signaling pathway (21),
Importantly, we recently reported that translocation of insulin-
sensitive GLUT-4 and -8 to the cell surface was significantly
impaired in the atria of insulin deficient type 1 diabetic
mice, which was restored following in vitro insulin stimulation
(19). These findings suggested that in vivo insulin treatment
could possibly restore alterations in atrial glucose transport
during diabetes.

Insulin stimulates both glucose transport and glycogen
synthase activity in striated muscle. Once glucose is inside the
muscle cell, it is transformed to G-6-P through the activation
of hexokinase and becomes trapped in the muscle cell. Under
the action of glycogen synthase, G-1-P is converted to glycogen
(22). Although the glycogen pool in the heart is relatively
small and has a relatively rapid turnover (17), increased
accumulation of glycogen has been reported in the myocardium
of diabetic subjects and in a goat model, which may induce
electrophysiological conduction blockade (23–27). However,

whether glycogen accumulation leads to electrophysiological
disturbances and AF remains to be elucidated.

Although 10–25% of AF patients are diabetic (16, 28),
there are almost no studies that have investigated whether
interventions to reduce the hyperglycemic burden or dysglycemia
during diabetes could reduce the AF burden. As many of these
diabetic patients suffer from type 2 diabetes in particular, we
have recently identified that insulin dysregulation complicated by
obesity significantly increased the propensity toward developing
AF (15). However, it is unknown if chronic hyperglycemia
alone (without the confounding variable of obesity) also leads
to increased AF susceptibility. Given the association between
hyperglycemia and AF, we investigated the role of insulin
deficiency toward susceptibility and propensity of AF in type 1
diabetic animals. In addition, we evaluated the role of insulin
treatment in reducing AF induction. We hypothesized that (1)
insulin-deficient type 1 diabetic mice will have greater propensity
for AF and (2) insulin treatment will rescue alterations in glucose
transport in the atria of insulin-deficient type 1 diabetic mice, and
thereby reduce AF vulnerability.

METHODS

Induction of Insulin-Deficient Diabetes
All procedures were done according to the NIH guidelines
and approved by the Oklahoma State University Institutional
Animal Care and Use Committee (animal protocol # VM-12-
3). Male FVBN/J mice were obtained from Jackson Laboratory
(Bar Harbor, ME) at the age of 8–10 weeks. The animals were
randomly allocated to one of the following 3 groups (n = 9–
12/group): control, insulin-deficient (type 1) diabetic (T1Dx),
and insulin-treated diabetic (T1Dx+Insulin). Insulin deficiency
was induced for 8 weeks by 3 consecutive low-to-mild doses (29)
of intraperitoneal injection of streptozotocin (STZ, 65–95 mg/kg,
at 48 h intervals), while the control group (control) only received
injections of the vehicle (citrate buffer) (19, 30, 31). Venous blood
glucose concentration (from facial vein) wasmeasured at baseline
and every week on mice fasted for 6 h using a glucometer (Bayer
Contour, Tarrytown, NY). Diabetes was confirmed when fasted
venous blood glucose concentration was ≥200 mg/dl (29, 32).
Once hyperglycemia was confirmed, a subgroup of the diabetic
mice was treated with exogenous insulin (T1Dx+Insulin) for 7
weeks by the insertion of a subcutaneous insulin pump (ALZET
mini osmotic pump, HumulinR, 0.5U of insulin/per mouse/per
day, Model 1004; weight of filled pump 0.41 g, dispensed volume
0.5ml). The osmotic insulin pumps were inserted the day after
diabetes was confirmed (on week 1). At this dose of insulin,
we did not observe hypoglycemia in treated diabetic animals.
While all animals used in this study were included in the in
vivo data (Figure 1), not all animals were included in the in
vitro experiments due to the small size of the mouse atria or
due to potential confounding variables secondary to the AF
induction experiments.

Induction of Atrial Fibrillation
Atrial fibrillation was induced in control, untreated and treated
diabetic animals via closed chest trans-esophageal atrial pacing
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FIGURE 1 | Streptozotocin-induced hyperglycemia was rescued by in vivo insulin treatment in the treated diabetic group. Mean ± SE of fasted serum blood glucose

levels of untreated type 1 diabetic (T1Dx, n = 12), insulin-treated type 1 diabetic (T1Dx+Ins, n = 9), and control animals (n = 12/group). #P < 0.05 vs. Baseline, *P <

0.05 vs. insulin-treated T1Dx. Statistical test: 2-way repeat measure ANOVA.

under anesthesia (ketamine/xylazine intraperitoneal injection;
Dose: 87.5 mg/kg ketamine; 12.5 mg/kg xylazine). Atrial pacing
was achieved by inserting a 2.2 Fr 6-polar catheter through the
esophagus and by positioning it near the left atrium, as previously
described (15, 33). Body surface ECG was recorded via dual
subcutaneous ECG leads with a telemetric data communication
to AliveCor iphone application (AliveCor, Inc., San Francisco,
CA). In order to induce AF, burst pacing, using an AC-powered
stimulator (Grass Instruments Company, Quincy, MA), was
applied for 10 s at 2 different frequencies: 20Hz (1,200/min) and
40Hz (2,400/min) twice, for a total of four bursts per animal.

AF was defined as no discernible P-waves and irregular
R-R intervals. Duration (in seconds), frequency (number of
incidences per animal) of AF, atrial tachycardia (i.e., increased
heart rate without defined P waves), sick sinus syndrome
(i.e., long sinus pauses and slow recovery, without associated
tachycardias), and tachy-brady syndrome (i.e., intermittent
sinus pauses and intermittent tachycardia) were recorded from
the surface ECG traces, as previously described (15). Atrial
tachy arrhythmia included atrial fibrillation, atrial tachycardia,
sick sinus syndrome, and tachy-brady syndrome. ECG traces
were analyzed by an operator who was blinded to the
treatment groups.

Protein Extraction
Total and membrane-enriched protein extracts were obtained
from fresh or frozen pooled left and right atrium, as previously
described (15, 19, 30, 31). Briefly, total protein extracts were
obtained by incubating atrial tissue in RIPA lysis buffer (Thermo
Fisher Scientific) containing 0.2% protease inhibitor for 1 h at
4◦C. Following centrifugation at 3,000 g for 30min at 4◦C, the

supernatant was collected and stored at −80◦C for analysis.
In order to obtain membrane enriched extracts, atrial tissue
was first homogenized in a buffer containing 210mM sucrose,
40mM NaCl, 2mM EDTA, 30mM HEPES, and 2% protease
inhibitor cocktail (Sigma, St. Louis, MO). The homogenate was
subsequently incubated in a buffer containing 58mM sodium
pyrophosphate and 1.17mM KCl. The membrane fraction was
recovered by centrifugation at 40,700 g for 90min at 4◦C. The
collected pellet was re-suspended in a buffer containing RIPA and
0.2% protease inhibitor and incubated for 1 h, following which
the samples were centrifuged at 3,000 g for 30min at 4◦C. The
supernatant was stored at−80◦C for further analysis.

Quantification of Active Cell Surface GLUT
Expression
Immediately following excision, the heart underwent
Langendorff perfusion as previously described (15, 19, 30, 31).
The impermeant biotinylated photolabeling reagent (bio-LC-
ATB-BGPA, Toronto Research Chemicals, ON, Canada) was
perfused through the aorta of the intact heart for 1min. The
intact heart was then incubated in the photolabeling reagent
for 15min in the dark at 4◦C. The atria were exposed to UV
using a Rayonet photochemical reactor (340 nm, Southern New
England UV) which ensured the cross-linkage between the
photolabeling compound and the extracellular binding site of
GLUT protein. Recovery of the photolabeled cell-surface fraction
of GLUTs from total membrane extraction was achieved using
streptavidin bound 6% agarose beads, to allow separation of
non-cell-surface GLUTs (“unlabeled” or intracellular fraction
that remains in the supernatant) from cell-surface GLUTs
(“labeled” or membrane bound fraction). Proteins from the
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labeled fraction were quantified by densitometry relative to the
positive control, as described below (15, 19, 30, 31).

Protein Extraction and Western
Immunoblotting
Briefly, equal amounts of protein (5–20 µg) were resolved
in an 8–12% SDS-polyacrylamide gel and electrophoretically
transferred to a polyvinyl-idine fluoride membrane (BioRad),
as previously described (15, 19, 30, 31). After incubating in
blocking buffer (5% non-fat dry milk or 2% goat serum albumin
in phosphate buffered saline with 0.1% Tween-20) for 1 h,
membranes were incubated with primary antibodies overnight
(anti-human GLUT4, 1:750, AbD Serotec; anti-human GLUT8,
1:500; 1:1000, Cell Signaling; rabbit anti-MMP9, 1:1000, EMD
Millipore and rabbit anti-TGFβ-1, 1:300, Abcam Antibodies)
followed by a 1 h incubation of appropriate secondary antibodies
conjugated to horseradish peroxidase (polyclonal goat anti-
rabbit; 1:2500, GE Healthcare). Primary antibodies were chosen
based on their 100% sequence homology with the protein of
interest in rodents, and validated against a positive control
(i.e., tissue, peptide). Antibody-bound transporter proteins were
quantified by enhanced chemiluminescence reaction (KPL).
Band density was quantified using GelPro Analyzer (Media
Cybernetics). The data was expressed relative to appropriate
controls (i.e., atrial tissue from healthy mice). Equal protein
loading was confirmed by reprobing each membrane with
calsequestrin monoclonal IgG (Thermo-Scientific PA1-903,
1:2500, polyclonal rabbit anti-dog).

Histochemical Procedures
Glycogen accumulation was assessed by Periodic acid-Schiff
(PAS) staining, with and without diastase digestion, from
paraffin-embedded sections. Atrial fibrosis was assessed from
Masson’s trichrome stained tissue sections as previously
described (23, 24).

Statistical Analysis
Statistical power was calculated for all quantifications, and
Shapiro-wilk and Levene’s test were used to assess the normality
and homogeneity of data, respectively (SigmaStat 4.0, Jandel
Scientific). For blood glucose concentrations, differences between
means were assessed using repeated measured 2-way ANOVA
(duration and treatment). For all in vitro experiments (control,
untreated and treated diabetic groups), differences between
means were assessed using 1-way ANOVAwith Student Newman
Keuls post-hoc test as appropriate. Correlations were performed
using Spearman rank correlation analyses. Statistical significance
was defined as P < 0.05. Data was reported as mean ± standard
error (SE).

RESULTS

Validation of the Animal Diabetic Model
To investigate the role of diabetes in the development of
atrial fibrillation, we used an insulin-deficient diabetic animal
model (type 1 diabetes, T1Dx). Diabetic mice displayed mild
hyperglycemia for the 8-week period following the streptozotocin

injection, while the control group remained euglycemic (diabetic:
386 ± 180 mg/dL vs. control: 125 ± 15 mg/dL at 8 weeks after
STZ or placebo injection, respectively, Figure 1). In vivo insulin
treatment rescued hyperglycemia and insulin-treated diabetic
mice maintained normo-glycemia (116 ± 61 mg/dL), following
the insertion of the continuous release subcutaneous osmotic
insulin pumps.

In vivo Insulin Treatment Reduced the
Frequency and Duration of AF Episodes in
Diabetic Mice
Atrial tachy-arrhythmias were recorded and analyzed from
surface ECG traces following each burst of atrial pacing. T1Dx
animals exhibited longer duration and greater frequency of
AF episodes (by 1,115 and 800%, respectively, P = 0.050 and
P = 0.028, respectively, Figures 2A,B), which was rescued by
in vivo insulin treatment. Importantly, AF was observed in 70%
of T1Dx animals (7 out of 10) compared to 37% in the control
(3 out of 8) and 50% in T1Dx+Ins (2 out of 4) groups. The
total duration of AF episodes was 19.6 ± 7.7 s in diabetic vs.
1.8 ± 1.1 s in age-matched control group (p = 0.032) and 1.9
± 1.5 s in age-matched insulin-treated group (p = 0.137), with
duration ranging from 2.8 to 62.1 s (Figures 2A,B). In addition,
longer duration and greater frequency of atrial tachy-arrhythmias
(including atrial fibrillation, atrial tachycardia, and brady-tachy
syndrome) were also recorded in T1Dx animals (greater by 4,461
and 1,500%, respectively, P = 0.002 and P = 0.002, respectively,
Figures 2C,D). The vulnerability to atrial tachy-arrhythmias was
also significantly reduced in insulin-treated animals (P = 0.016
and P= 0.016 vs. T1Dx for duration and frequency, respectively).
The heart rate of diabetic mice during AF episodes (bpm) was
significantly higher compared to heart rate prior to AF induction
(240 ± 20 and 202.5 ± 6.2 bpm, respectively, P = 0.03). We
further reported a significant linear correlation between the
duration and frequency of AF (y = 0.050x – 1.2721, rs = 0.547,
P = 0.013; y = 0.0126x – 0.6538, rs = 0.562, P = 0.009), and the
duration and frequency of atrial tachy-arrhythmias (y = 0.4313x
- 57.443, rs = 0.706, P < 0.001; y = 0.0399x – 4.5158, rs = 0.702,
P < 0.001, respectively) with blood glucose levels of healthy and
diabetic (untreated and treated diabetic) mice. Together, these
findings indicate higher inducibility of atrial tachy-arrhythmias
(including AF) in the untreated T1Dx animals which was rescued
in the insulin-treated diabetic group.

In vivo Insulin Treatment Rescued the
Alterations in GLUT Protein Expression and
Trafficking in the Atria of Diabetic Animals
Once we established that insulin-deficient T1Dx animals were
vulnerable to AF induction, which was rescued by insulin
treatment, we then quantified cell surface and total protein
expression of two major insulin-sensitive GLUT isoforms in the
atria. Our results indicated a significant downregulation of total
protein expression of both GLUT-4 and -8 in total lysate of atria
of the T1Dx subjects compared to age-matched controls (by 24
and 38%, respectively, P = 0.011 and P = 0.01, respectively,
Figures 3A,B), which was restored in the insulin-treated T1Dx
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FIGURE 2 | Insulin-deficient type 1 diabetic (T1Dx) animals were more vulnerable to atrial fibrillation, which is rescued by in vivo insulin treatment (T1Dx+Ins). (A)

Longer duration and (B) greater frequency of induced atrial fibrillation in T1Dx animals. Top panels: Representative ECG Traces; bottom panels: Mean ± SE of duration

(seconds) and frequency (incidence/animal) of AF episodes. (C) Longer duration and (D) greater frequency of induced atrial tachy-arrhythmias in T1Dx animals, which

were rescued in T1Dx+Ins group. Methods: transesophageal atrial pacing; Control: n = 8, T1Dx: n = 8, and T1Dx+Ins: n = 4; #P < 0.05 vs. Control, *P < 0.05 vs.

T1Dx. Statistical test: 1-way ANOVA.

group. In order to assess GLUT translocation to the atrial cell
surface, the rate-limiting step in glucose uptake, we used the
biotinylated photolabeling assay in the intact perfused heart to
quantify active cell-surface GLUTs. We reported a significant
downregulation of atrial cell surface GLUT-4 and -8 in the T1Dx
animals compared to controls (by 67 and 80%, respectively,
P < 0.001, Figures 3C,D) which was significantly rescued in the
treated T1Dx subjects (P = 0.001 and P = 0.034, respectively,
Figures 3C,D).

Absence of Atrial Fibrosis and Glycogen
Accumulation in the Atria of Untreated and
Treated Diabetic Animals
Since atrial remodeling has been established as a precursor
of AF (34–36), we determined whether atrial fibrosis could

be involved in the pathogenesis of AF in our model. To
this end, Masson’s trichrome staining was used to assess the

presence of fibrosis in the atria of untreated and insulin-treated
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FIGURE 3 | Alterations in glucose transporter (GLUT) trafficking in the atria of insulin-deficient type 1 diabetic (T1Dx) animals were rescued by in vivo insulin treatment.

Total expression of (A) GLUT4 and (B) GLUT8 in the atria of the T1Dx, insulin-treated type 1 diabetic (T1Dx+Insulin), and control (Con) animals. Top panels:

representative Western blot from total lysate; loading control: calsequestrin (CLSQ). Bottom Panels: Mean ± SE of total GLUT protein content, normalized to

calsequestrin (values normalized to respective controls). Methods: Western blotting. Control: n = 4, T1Dx: n = 3, and T1Dx+Ins: n = 4. Atrial cell surface (C) GLUT4

and (D) GLUT8 protein expression in T1Dx, T1Dx+Insulin, and control animals. Top panels: representative Western blot. Bottom Panels: Mean ± SE of cell surface

GLUT protein content (values normalized to controls); Control: n = 4, T1Dx: n = 4, and T1Dx+Ins: n = 5. Methods: biotinylated photolabeling technique in the intact

perfused mouse heart. L, Labeled (cell surface fraction); UL, Unlabeled (intracellular fraction). #P < 0.05 vs. Control, *P < 0.05 vs. T1Dx. Statistical test: 1-way

ANOVA, two-tailed t-test.

diabetic animals, and age-matched control groups (15). Our
results did not reveal any fibrosis in the atrial tissue sections
of any groups (Figure 4). We then quantified the protein
expression of the pro- (latent) and active- transforming growth
factor −1 (TGFβ-1, a pro-fibrotic marker), and matrix metallo-
proteinase-9 (MMP-9, an activator of TGFβ-1) in the total
atrial tissue using Western blotting. A significant increase in
the expression of pro and active TGFβ-1 was observed in
the total lysate of atrial tissue of the T1Dx animals (by 49
and 61%, respectively, P = 0.026 and P = 0.025, respectively;
Figure 5A) compared to controls. The upregulated expression
of active TGFβ-1 was rescued in the atria of the T1Dx+Ins

group (P = 0.043). Similarly, a significant up-regulation in the
active form of MMP-9 was observed in T1Dx animals vs. age-
matched controls (by 61%, P = 0.041), which was significantly
rescued by in vivo insulin treatment (P = 0.044, Figure 5B).
These findings indicate that while fibrosis is absent in the atria
of the T1Dx animals, these insulin-deficient animals display
a pro-fibrotic protein expression profile that was rescued by
insulin treatment.

Impairment in glycolytic capacity may lead to abnormal
glycogen accumulation in atrial tissue. However, we did not
identify any glycogen deposits (using periodic acid-Schiff
staining) in the atrial tissue in any of the groups (Figure 6).
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FIGURE 4 | Absence of fibrosis in the atria of insulin-deficient type 1 diabetic (T1Dx) and insulin-treated diabetic (T1Dx+Ins) animals. Representative Masson’s

trichrome staining demonstrating the absence of fibrosis (blue staining fibrotic deposits) in (A,B) right and left atria of control animals; (C,D) right and left atria of T1Dx;

(E,F) right and left atria of T1Dx+Insulin animals, scale bar: 200µm. Control: n = 7, T1Dx: n = 7, and T1Dx+Ins: n = 3; (G) Positive control for Masson’s trichrome

staining (canine uterus, blue stain, scale bar: 50µm).

Frontiers in Cardiovascular Medicine | www.frontiersin.org 7 August 2020 | Volume 7 | Article 134

https://www.frontiersin.org/journals/cardiovascular-medicine
https://www.frontiersin.org
https://www.frontiersin.org/journals/cardiovascular-medicine#articles


Maria et al. Insulin-Dependent Diabetes and Atrial Fibrillation

FIGURE 5 | Increased protein expression of (A) active Transforming Growth Factor β-1 (TGFβ-1) and (B) active Matrix Metallo-Proteinase-9 (MMP-9) in the atria of

type 1 diabetic (T1Dx) animals which was rescued in insulin-treated diabetic (T1Dx+Ins) animals. Top panel: representative Western blot from total lysate; loading

control: calsequestrin (CLSQ). Bottom Panel: Mean ± SE of protein expression of pro- (latent) and active-TGFβ-1 and MMP9 (values normalized to respective

controls); Control: n = 9, T1Dx: n = 9, and T1Dx+Ins: n = 4; #P < 0.05 vs. Control; *P < 0.05 vs. T1Dx; Methods: Western blotting. Statistical test: 1-way ANOVA.

DISCUSSION

The novel findings of this study included that: (1) insulin-
deficient diabetic mice with mild hyperglycemia had an increased
vulnerability to AF induction; (2) restoration of normo-glycemia
in T1Dx animals by in vivo insulin treatment reduced AF
vulnerability and propensity; (3) insulin-deficient diabetic mice
displayed impairment in the expression and translocation of the
major insulin-sensitive GLUT isoforms in the atria, which was
rescued by in vivo insulin treatment.

Recently, we reported that insulin resistance during pre-
diabetes and obesity significantly increased AF inducibility,
including spontaneous AF (15). However, the pathogenic role
of insulin deficiency during AF remains elusive and warrants
further investigation. Therefore, in the present study, we used an
insulin-deficient diabetic animal model, which also allows us to
differentiate the complications resulting from the hyperglycemic
state vs. obesity. Indeed, numerous studies have shown that

obesity in itself (particularly obesity stemming from a high-
fat diet) can cause several confounding variables, including

inflammation, insulin resistance, hypertension, dyslipidemia,
atherosclerosis, fatty liver disease, and kidney failure (37). Most
importantly, obesity can often lead to an accumulation of
epicardial and pericardial fat deposition, which has been reported
to directly impact cardiac electrophysiology and contractility
(38, 39), and lead to AF (40). Thus, it is pertinent to explore the
potential causation of AF due to hyperglycemia alone, without
the confounding complications of obesity. In the current study,
we used an STZmodel, which is one of the most commonmodels
to investigate complications associated with insulin deficient

type 1 diabetes (29, 31). However, one of the limitations of
this model is that it usually induces acute severe hyperglycemia
without mimicking the autoimmune pathology of type 1 diabetic
patients. Therefore, since there is a relationship between the STZ
dose and the severity of diabetes, we previously established in
our laboratory a protocol to induce a mild form of diabetes in
order to mimic the early cardiac events that occur in diabetic
subjects (31). Indeed, we have previously shown that there
were no systolic and diastolic alterations in this diabetic model
(31). However, echocardiographic evaluation of the atria in this
model should be performed in future studies. In addition, in the
present study, we investigated the effect of different glycemic
level (i.e., normoglycemia, mild hyperglycemia, and restored
euglycemia following long term in vivo insulin treatment) on the
vulnerability to AF induction. However, future studies could be
considered using glucose infusion or different levels of insulin
dosing to correlate a wider range of glycemic levels with AF
susceptibility. Finally, in order to control for any confounding
variables associated with STZ administration itself, we used STZ-
induced diabetic mice treated with insulin and demonstrated that
all alterations were rescued in the insulin-treatedmice, indicating
that AF induction was not induced by potential STZ toxicity.

Although induction of AF in mice has been quite challenging
due to the small size of the atria (limiting the formation of
re-entry circuits, and thus fibrillatory activity) combined with
the use of anesthesia (which may decrease AF propensity),
we successfully induced AF in our mouse model using
transesophageal atrial pacing in closed chest anesthetized control,
untreated and treated diabetic animals, as previously described
(33). While pacing of atria under anesthesia is considered a
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FIGURE 6 | Absence of glycogen accumulation in the atria of insulin-deficient type 1 diabetic (T1Dx) and insulin-treated diabetic (T1Dx+Ins) animals. Periodic-acid

Schiff (PAS) Stain (light purple indicating a negative result) in (A,B) right and left atria of control animals; (C,D) right and left atria of T1Dx; (E,F) right and left atria of

T1Dx+Ins animals; (G) positive control for PAS staining (liver, dark purple, black arrows indicate positively-stained hepatocytes); scale bar: 200µm; Control: n = 7,

T1Dx: n = 7, and T1Dx+Ins: n = 3.

standard technique when examining propensity toward AF in
both animal models and human patients (36, 41), a study in
free-running mice fitted with telemetric monitoring would be
an interesting future study. Although not all the animals were
inducible, our results indicated that untreated T1Dx animals
had overall significantly greater frequency and longer duration

of atrial tachy-arrhythmias, including AF, atrial tachycardia and
brady-tachy syndrome (which has been reported to precede AF)
(42). Specifically, the frequency and duration of AF episodes
were greater in T1Dx animals vs. controls. Few studies have
investigated whether pharmacological interventions to correct
hyperglycemia could reduce the AF burden. In the present
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study, insulin-treated diabetic mice remained protected against
atrial tachy-arrhythmias, including AF. Therefore, our data
demonstrates that insulin treatment partially protected insulin-
deficient diabetic mice against AF susceptibility. In agreement
with our findings, improvement in glycemic balance by insulin
has been reported to decrease AF incidence during cardiac
surgery (43). In addition, in a case report, treatment with
rosiglitazone caused the regression of paroxysmal AF in diabetic
patients (44). It has also been proposed that fluctuations in the
glycemic state can initiate AF during diabetes rather than the
prolonged hyperglycemic state by itself. Saito et al. demonstrated
that glucose fluctuations increase the risk of AF in insulin-
deficient diabetic rats (45). Therefore, we investigated the
relationship between glycemic variability (i.e., hyperglycemia vs.
normoglycemia) in type 1 diabetic mice and AF propensity.
Restoration of euglycemia following insulin treatment was
associated with reduced frequency of AF in diabetic mice. We
further reported that AF vulnerability was significantly associated
with blood glucose levels. In agreement with our findings,
intra- and inter-atrial electromechanical delay has been positively
correlated with fasting glucose levels (46). Although correlations
between glucose levels and AF episodes are only associative in
the present study, our findings suggest a novel role of insulin
deficiency and impaired glucose metabolism in the pathogenesis
of AF.

Recent studies have shown that progression of AF was
associated with altered glucose transport and glycolytic inhibition
(47). The heart expresses GLUT isoforms of class I, II, and
III (e.g., GLUT-1, -3, -4, -8, -10, -11, and -12) (19, 30).
Importantly, our laboratory reported that similar to the major
cardiac isoform GLUT4, GLUT8 is an insulin-sensitive novel
GLUT isoform in the healthy myocardium, including in the
atria (19). We also reported that type 1 diabetes impairs the
trafficking of both GLUT-4 and -8 to the atrial cell surface,
which was correlated to blood glucose levels (19). We have
likewise recently demonstrated that dysregulation of GLUT-
4 and -8 trafficking is associated with AF propensity during
insulin resistance and obesity (15). However, it remains debatable
whether altered glucose metabolism plays a direct role in the
pathogenesis of AF (48). Additionally, we recently demonstrated
that in vitro stimulation of insulin restored GLUT trafficking
in the atria of type 1 diabetic rodents (19). Therefore, we
here capitalized on our recent findings to determine whether
the restoration of atrial glucose transport following long-
term in vivo insulin treatment will reduce the AF burden
in insulin-deficient diabetic animals. Our results indicated a
significant decrease in both total and active cell surface GLUT
protein expression in the atria of T1Dx (vs. controls), which
was rescued by long term in vivo insulin treatment. While
pathophysiological mechanisms underlying AF remain to be
investigated, one could speculate that restoration of GLUT
protein expression and trafficking by in vivo insulin treatment
restores glucose transport and reduces the glycolytic inhibition
in atrial tissue, thereby providing a protective role against
AF induction. Together, these findings suggest that insulin
dysregulation and impaired glucose transport, secondary to
altered GLUT trafficking, contribute to the overall pathogenesis

of AF, although a causal link could not be provided in this study.
Therefore, the pathophysiological mechanisms underlying AF
during metabolic disease require further investigation, including
the protein expression and function of ion channels in the
atria. Indeed, previous studies indicated a variety of alterations
of the generation and conduction of electrical signals in the
hyperglycemic heart (49–51). Using similar diabetic animal
models, we previously demonstrated that sustained outward K+

current and peak outward component of the inward rectifier were
reduced in ventricular myocytes, while transient outward current
was increased (49). In addition, Ca2+ transient amplitude was
reduced and transient decay was prolonged in diabetic compared
with control ventricular myocytes (50, 51). Finally, Howarth
et al. found that the action potentials in the sinoatrial node of
STZ-induced diabetic rats were significantly altered compared to
controls, suggesting the potential pathogenic role of ion channel
alterations during STZ-induced AF (52).

We further investigated potential additional metabolic
mechanisms underlying increased arrhythmogenicity in our
diabetic model. It has been suggested that glycogen accumulation
in the diabetic atria impedes cell-to-cell conduction leading
to enhanced atrial arrhythmogenicity, although results are
controversial (23, 24, 53). For instance, we recently reported
the absence of glycogen deposits in atrial tissue of insulin-
resistant mice which had greater propensity for AF induction
(15). In light of these recent findings, we investigated whether
glycogen accumulation could occur in the atria of insulin-
deficient type 1 diabetic animals. In contrast with previous
studies that reported increased glycogen accumulation in the
ventricle of diabetic patients and rodents (25–27), our results
did not indicate any distinct location or distribution of glycogen
in the atria of T1Dx animals compared to their respective
controls. Similarly, in a diabetic rodent model (using high-fat
diet with low dose STZ), it was reported that increasing STZ
dose did not induce glycogen accumulation in the myocardium
compared to controls (54). Therefore, findings from the present
study suggest that in our mild diabetic animal model, glycogen
deposition is not a contributing pathogenic factor during insulin
deficiency-induced AF. Structural remodeling, including atrial
fibrosis, has been identified as an important precursor of AF
(23, 24, 53). Fibrotic deposits have been identified as potential
anchoring points for reentry arrhythmias and attenuating
forward wave propagation in the atrium and thereby facilitating
the development of AF (53). In the present study, we did
not observe any fibrotic deposits in our AF-inducible type
1 diabetic model, in agreement with previous findings in an
insulin-resistant obese mice vulnerable to AF induction (15).
Watanabe et al. reported that fibrotic deposits were observed
in the atria of rats 16 weeks following STZ treatment (55).
Therefore, our animal model used may not encapsulate all of
the chronic alterations observed in clinical settings (56) and one
could speculate that atrial fibrosis would have occurred if the
duration of diabetes was prolonged or in a model with more
severe hyperglycemia. Indeed, the overexpression of pro-fibrotic
markers, such as TGFβ-1 and MMP-9, initiates atrial fibrosis
and could contribute to atrial structural remodeling. Similarly,
Nakano et al. reported significant increase in MMP-9 levels in
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atrial biopsies of human patients with both paroxysmal and
persistent AF (57). In addition, increased activity of MMP-9
has been observed following rapid atrial pacing in both human
and animal subjects (58, 59). Furthermore, it has been reported
that MMP-9 can activate TGFβ-1 and facilitate atrial fibrosis
(60). In addition, selective overexpression of TGFβ-1 in the
atrium was sufficient to increase AF inducibility in both mice
and transgenic goats (36, 61). Together, these results indicate
a strong correlation between enhanced MMP-9 and TGFβ-1
expression and AF propensity. We have also previously reported
increased expression of these pro-fibrotic markers during insulin
resistance-induced AF (15). Similarly, our results demonstrate
increased protein expression of active TGFβ-1 and MMP-9 in
the atria of T1Dx animals, but not the insulin-treated diabetic
animals, suggesting a potential link between the activation of
these pro-fibrotic markers and the pathogenesis of AF.

In conclusion, using transesophageal atrial pacing, we
demonstrated that insulin-deficient diabetic animals with mild
hyperglycemia are at an increased risk of AF induction. In
addition, AF burden of diabetic animals was reduced when
both hyperglycemia and impaired atrial GLUT trafficking was
rescued by in vivo insulin treatment. These findings suggest
that alterations in glucose transport in the atria, due to
the downregulation insulin-sensitive GLUT trafficking, is a
pathophysiological factor of AF during type 1 diabetes. Because
of the presence of the pacemaker in the atria, adequate glucose
uptake, and utilization is critical for proper atrial function. It
can be speculated that reduced cardiac glucose uptake due to
the dysregulation of major insulin-sensitive GLUT isoforms (e.g.,
GLUT-4 and -8) would lead to an overall reduction in ATP
production which could potentially cause abnormal function of
major cardiac ion pumps (e.g., SERCA pump and the membrane
bound Ca2+ ATPase pump) (62). This is germane to the fact that
alteration of inward calcium current and subsequent shortening
of the action potential duration of atrial myocytes are pathogenic

factors of AF (49, 63). However, additional studies measuring
glucose oxidation and ATP production in diabetic hearts will

be required to test this hypothetical mechanism. Overall, the
results obtained from this study suggested that altered glucose
transport in the atria, due to insulin deficiency and subsequent
mild hyperglycemia, could be an early metabolic pathogenic
factor of AF during diabetes. However, additional studies are
required to study the role of altered glucose homeostasis leading
to electrophysiological disturbances and fibrillation in the atria of
diabetic subjects.

DATA AVAILABILITY STATEMENT

All data generated for this study are included in the article.

ETHICS STATEMENT

The animal study was reviewed and approved by the Oklahoma
State University Institutional Animal Care and Use Committee
(animal protocol # VM-12-3).

AUTHOR CONTRIBUTIONS

VL conceived and designed the experiments. ZM, AC, and BS
performed the experiments. ZM, AC, BS, JR, and VL analyzed
and interpreted the data. VL, ZM, AC, BS, and JR wrote and/or
edited the manuscript. All authors contributed to the article and
approved the submitted version.

FUNDING

This study was funded by Oklahoma State University and the
Harold Hamm Diabetes Center.

ACKNOWLEDGMENTS

We would like to thank Jill Murray for her excellent
technical assistance.

REFERENCES

1. Ghezelbash S, Molina CE, Dobrev D. Altered atrial metabolism: an

underappreciated contributor to the initiation and progression of atrial

fibrillation. J Am Heart Assoc. (2015) 4:1–3. doi: 10.1161/JAHA.115.001808

2. Krahn AD, Manfreda J, Tate RB, Mathewson FAL, Cuddy TE. Incidence and

risk-factors for atrial-fibrillation - the manitoba follow-up-Study. Circulation.

(1992) 86:663.

3. Wolf PA, Abbott RD, Kannel WB. Atrial fibrillation as an independent

risk factor for stroke: the framingham study. Stroke. (1991) 22:983–

8. doi: 10.1161/01.STR.22.8.983

4. Benjamin EJ, Levy D, Vaziri SM, D’Agostino RB, Belanger AJ, Wolf

PA. Independent risk factors for atrial fibrillation in a population-

based cohort. the framingham heart study. JAMA. (1994) 271:840–

4. doi: 10.1001/jama.271.11.840

5. Lin YB, Li HR, Lan XW, Chen XH, Zhang AD, Li ZC. Mechanism of and

therapeutic strategy for atrial fibrillation associated with diabetes mellitus. Sci

World J. (2013) 2013:209428. doi: 10.1155/2013/209428

6. Dublin S, Glazer NL, Smith NL, Psaty BM, Lumley T, Wiggins KL, et al.

Diabetes mellitus, glycemic control, and risk of atrial fibrillation. J Gen Intern

Med. (2010) 25:853–8. doi: 10.1007/s11606-010-1340-y

7. Staszewsky L, Cortesi L, Baviera M, Tettamanti M, Marzona I, Nobili A, et al.

Diabetes mellitus as risk factor for atrial fibrillation hospitalization: Incidence

and outcomes over nine years in a region of Northern Italy. Diabetes Res Clin

Pract. (2015) 109:476–84. doi: 10.1016/j.diabres.2015.06.006

8. Qiu J, Hu HJ, Zhou SH, Liu QM. Alteration of myocardium glucose

metabolism in atrial fibrillation: cause or effect? Int J Cardiol. (2016) 203:722–

3. doi: 10.1016/j.ijcard.2015.11.015

9. Huxley RR, Alonso A, Lopez FL, Filion KB, Agarwal SK, Loehr LR,

et al. Type 2 diabetes, glucose homeostasis and incident atrial fibrillation:

the atherosclerosis risk in communities study. Heart. (2012) 98:133–

8. doi: 10.1136/heartjnl-2011-300503

10. Du X, Ninomiya T, de Galan B, Abadir E, Chalmers J, Pillai A, et al. Risks of

cardiovascular events and effects of routine blood pressure lowering among

patients with type 2 diabetes and atrial fibrillation: results of the ADVANCE

study. Eur Heart J. (2009) 30:1128–35. doi: 10.1093/eurheartj/ehp055

Frontiers in Cardiovascular Medicine | www.frontiersin.org 11 August 2020 | Volume 7 | Article 134

https://doi.org/10.1161/JAHA.115.001808
https://doi.org/10.1161/01.STR.22.8.983
https://doi.org/10.1001/jama.271.11.840
https://doi.org/10.1155/2013/209428
https://doi.org/10.1007/s11606-010-1340-y
https://doi.org/10.1016/j.diabres.2015.06.006
https://doi.org/10.1016/j.ijcard.2015.11.015
https://doi.org/10.1136/heartjnl-2011-300503
https://doi.org/10.1093/eurheartj/ehp055
https://www.frontiersin.org/journals/cardiovascular-medicine
https://www.frontiersin.org
https://www.frontiersin.org/journals/cardiovascular-medicine#articles


Maria et al. Insulin-Dependent Diabetes and Atrial Fibrillation

11. Odeh M, Oliven A, Bassan H. Transient atrial-fibrillation

precipitated by hypoglycemia. Ann Emerg Med. (1990) 19:565–

7. doi: 10.1016/S0196-0644(05)82191-2

12. Dahlqvist S, Rosengren A, Gudbjornsdottir S, Pivodic A, Wedel H,

Kosiborod M, et al. Risk of atrial fibrillation in people with type 1

diabetes compared with matched controls from the general population:

a prospective case-control study. Lancet Diabetes Endo. (2017) 5:799–

807. doi: 10.1016/S2213-8587(17)30262-0

13. Huxley RR, Filion KB, Konety S, Alonso A. Meta-analysis of cohort and case-

control studies of type 2 diabetes mellitus and risk of atrial fibrillation. Am J

Cardiol. (2011) 108:56–62. doi: 10.1016/j.amjcard.2011.03.004

14. Reno CM, VanderWeele J, Bayles J, Litvin M, Skinner A, Jordan A, et al.

Severe hypoglycemia-induced fatal cardiac arrhythmias are augmented by

diabetes and attenuated by recurrent hypoglycemia.Diabetes. (2017) 66:3091–

7. doi: 10.2337/db17-0306

15. Maria Z, Campolo AR, Scherlag BJ, Ritchey JW, Lacombe VA. Dysregulation

of insulin-sensitive glucose transporters during insulin resistance-induced

atrial fibrillation. Biochim Biophys Acta Mol Basis Dis. (2018) 1864:987–

96. doi: 10.1016/j.bbadis.2017.12.038

16. Movahed MR, Hashemzadeh M, Jamal MM. Diabetes mellitus

is a strong, independent risk for atrial fibrillation and flutter in

addition to other cardiovascular disease. Int J Cardiol. (2005)

105:315–8. doi: 10.1016/j.ijcard.2005.02.050

17. Stanley WC, Recchia FA, Lopaschuk GD. Myocardial substrate

metabolism in the normal and failing heart. Physiol Rev. (2005)

85:1093–129. doi: 10.1152/physrev.00006.2004

18. Mueckler M, Thorens B. The SLC2 (GLUT) family of membrane transporters.

Mol Aspects Med. (2013) 34:121–38. doi: 10.1016/j.mam.2012.07.001

19. Maria Z, Campolo AR, Lacombe VA. Diabetes alters the expression and

translocation of the insulin-sensitive glucose transporters 4 and 8 in the Atria.

PLoS ONE. (2015) 10:e0146033. doi: 10.1371/journal.pone.0146033

20. Doege H, Schurmann A, Bahrenberg G, Brauers A, Joost HG. GLUT8, a

novel member of the sugar transport facilitator family with glucose transport

activity. J Biol Chem. (2000) 275:16275–80. doi: 10.1074/jbc.275.21.16275

21. Shao D, Tian R. Glucose transporters in cardiac metabolism and hypertrophy.

Compr Physiol. (2015) 6:331–51. doi: 10.1002/cphy.c150016

22. Lacombe VA. Expression and regulation of facilitative glucose transporters in

equine insulin-sensitive tissue: from physiology to pathology. ISRN Vet Sci.

(2014) 2014:409547. doi: 10.1155/2014/409547

23. Zhang L, Huang B, Scherlag BJ, Ritchey JW, Embi AA, Hu JL, et al. Structural

changes in the progression of atrial fibrillation: potential role of glycogen and

fibrosis as perpetuating factors. Int J Clin Exp Patho. (2015) 8:1712–8.

24. Embi AA, Scherlag BJ, Ritchey JW. Glycogen and the propensity for

atrial fibrillation: intrinsic anatomic differences in glycogen in the left

and right atria in the goat heart. N Am J Med Sci. (2014) 6:510–

5. doi: 10.4103/1947-2714.143282

25. Mowry RW, Bangle R, Jr. Histochemically demonstrable glycogen in the

human heart, with special reference to glycogen storage disease and diabetes

mellitus. Am J Pathol. (1951). 27:611–25.

26. Chen V, Ianuzzo CD, Fong BC, Spitzer JJ. The effects of acute and

chronic diabetes on myocardial metabolism in rats. Diabetes. (1984) 33:1078–

84. doi: 10.2337/diab.33.11.1078

27. Moule SK, Denton RM. Multiple signaling pathways involved

in the metabolic effects of insulin. Am J Cardiol. (1997)

80:41A−9. doi: 10.1016/S0002-9149(97)00457-8

28. Kannel WB, Wolf PA, Benjamin EJ, Levy D. Prevalence, incidence,

prognosis, and predisposing conditions for atrial fibrillation: population-

based estimates.Am J Cardiol. (1998) 82:2N−9. doi: 10.1016/S0002-9149(98)0

0583-9

29. Deeds MC, Anderson JM, Armstrong AS, Gastineau DA, Hiddinga HJ,

Jahangir A, et al. Single dose streptozotocin-induced diabetes: considerations

for study design in islet transplantation models. Lab Anim. (2011) 45:131–

40. doi: 10.1258/la.2010.010090

30. Waller AP, George M, Kalyanasundaram A, Kang C, Periasamy M,

Hu KL, et al. GLUT12 functions as a basal and insulin-independent

glucose transporter in the heart. Bba-Mol Basis Dis. (2013) 1832:121–

7. doi: 10.1016/j.bbadis.2012.09.013

31. Waller AP, Kalyanasundaram A, Hayes S, Periasamy M, Lacombe VA.

Sarcoplasmic reticulum Ca2+ ATPase pump is a major regulator of glucose

transport in the healthy and diabetic heart. Bba-Mol Basis Dis. (2015)

1852:873–81. doi: 10.1016/j.bbadis.2015.01.009

32. Grant CW, Duclos SK, Moran-Paul CM, Yahalom B, Tirabassi RS, Arreaza-

Rubin G, et al. Development of standardized insulin treatment protocols for

spontaneous rodent models of type 1 diabetes. Comp Med. (2012) 62:381–90.

33. Schrickel JW, Bielik H, Yang A, Schimpf R, Shlevkov N, Burkhardt D, et al.

Induction of atrial fibrillation in mice by rapid transesophageal atrial pacing.

Basic Res Cardiol. (2002) 97:452–60. doi: 10.1007/s003950200052

34. Nattel S, Burstein B, Dobrev D. Atrial remodeling and atrial

fibrillation mechanisms and implications. Circ-Arrhythmia Elec. (2008)

1:62–73. doi: 10.1161/CIRCEP.107.754564

35. Kostin S, Klein G, Szalay Z, Hein S, Bauer EP, Schaper J. Structural correlate

of atrial fibrillation in human patients. Cardiovasc Res. (2002) 54:361–

79. doi: 10.1016/S0008-6363(02)00273-0

36. Verheule S, Sato T, Everett T, Engle SK, Otten D, von der Lohe MR, et al.

Increased vulnerability to atrial fibrillation in transgenic mice with selective

atrial fibrosis caused by overexpression of TGF-beta 1. Circ Res. (2004)

94:1458–65. doi: 10.1161/01.RES.0000129579.59664.9d

37. Kyrou I, Randeva HS, Tsigos C, Kaltsas G, Weickert MO, Clinical Problems

Caused by Obesity. In: Feingold KR, Anawalt B, Boyce A, et al., editors.

Endotext [Internet]. South Dartmouth, MA: MDText.com, Inc. (2000).

Available online at: https://www.ncbi.nlm.nih.gov/books/NBK278973/

(accessed January 11, 2018).

38. Ren J, Sowers JR, Walsh MF, Brown RA. Reduced contractile response

to insulin and IGF-I in ventricular myocytes from genetically obese

Zucker rats. Am J Physiol Heart Circ Physiol. (2000) 279:H1708–

14. doi: 10.1152/ajpheart.2000.279.4.H1708

39. Guzzardi MA, Iozzo P. Fatty heart, cardiac damage, and inflammation. Rev

Diabet Stud. (2011) 8:403–17. doi: 10.1900/RDS.2011.8.403

40. Al-Rawahi M, Proietti R, Thanassoulis G. Pericardial fat and atrial fibrillation:

epidemiology, mechanisms and interventions. Int J Cardiol. (2015) 195:98–

103. doi: 10.1016/j.ijcard.2015.05.129

41. Stavrakis S, Humphrey MB, Scherlag BJ, Hu Y, Jackman WM,

Nakagawa H, et al. Low-level transcutaneous electrical vagus nerve

stimulation suppresses atrial fibrillation. J Am Coll Cardiol. (2015)

65:867–75. doi: 10.1016/j.jacc.2014.12.026

42. Ricci R, Santini M, Puglisi A, Azzolini P, Capucci A, Pignalberi C, et al. Impact

of consistent atrial pacing algorithm on premature atrial complexe number

and paroxysmal atrial fibrillation recurrences in brady-tachy syndrome: a

randomized prospective cross over study. J Interv Card Electrophysiol. (2001)

5:33–44. doi: 10.1023/a:1009801706928

43. Bothe W, Olschewski M, Beyersdorf F, Doenst T. Glucose-insulin-potassium

in cardiac surgery: a meta-analysis. Ann Thorac Surg. (2004) 78:1650–

7. doi: 10.1016/j.athoracsur.2004.03.007

44. Korantzopoulos P, Kokkoris S, Kountouris E, Protopsaltis I,

Siogas K, Melidonis A. Regression of paroxysmal atrial fibrillation

associated with thiazolidinedione therapy. Int J Cardiol. (2008)

125:e51–3. doi: 10.1016/j.ijcard.2006.12.063

45. Saito S, Teshima Y, Fukui A, Kondo H, Nishio S, Nakagawa M, et al.

Glucose fluctuations increase the incidence of atrial fibrillation in diabetic rats.

Cardiovasc Res. (2014) 104:5–14. doi: 10.1093/cvr/cvu176

46. Ayhan S, Ozturk S, Alcelik A, Ozlu MF, Erdem A, Memioglu T, et al.

Atrial conduction time and atrial mechanical function in patients with

impaired fasting glucose. J Interv Card Electrophysiol. (2012) 35:247–

52. doi: 10.1007/s10840-012-9722-1

47. Harada M, Tadevosyan A, Qi XY, Xiao JN, Liu T, Voigt

N, et al. Atrial fibrillation activates amp-dependent protein

kinase and its regulation of cellular calcium handling potential

role in metabolic adaptation and prevention of progression.

J Am Coll Cardiol. (2015) 66:47–58. doi: 10.1016/j.jacc.2015.

04.056

48. Raposeiras-Roubin S, Rodino-Janeiro BK, Grigorian-Shamagian L, Seoane-

Blanco A, Moure-Gonzalez M, Varela-Roman A, et al. Evidence for a role

of advanced glycation end products in atrial fibrillation. Int J Cardiol. (2012)

157:397–402. doi: 10.1016/j.ijcard.2011.05.072

Frontiers in Cardiovascular Medicine | www.frontiersin.org 12 August 2020 | Volume 7 | Article 134

https://doi.org/10.1016/S0196-0644(05)82191-2
https://doi.org/10.1016/S2213-8587(17)30262-0
https://doi.org/10.1016/j.amjcard.2011.03.004
https://doi.org/10.2337/db17-0306
https://doi.org/10.1016/j.bbadis.2017.12.038
https://doi.org/10.1016/j.ijcard.2005.02.050
https://doi.org/10.1152/physrev.00006.2004
https://doi.org/10.1016/j.mam.2012.07.001
https://doi.org/10.1371/journal.pone.0146033
https://doi.org/10.1074/jbc.275.21.16275
https://doi.org/10.1002/cphy.c150016
https://doi.org/10.1155/2014/409547
https://doi.org/10.4103/1947-2714.143282
https://doi.org/10.2337/diab.33.11.1078
https://doi.org/10.1016/S0002-9149(97)00457-8
https://doi.org/10.1016/S0002-9149(98)00583-9
https://doi.org/10.1258/la.2010.010090
https://doi.org/10.1016/j.bbadis.2012.09.013
https://doi.org/10.1016/j.bbadis.2015.01.009
https://doi.org/10.1007/s003950200052
https://doi.org/10.1161/CIRCEP.107.754564
https://doi.org/10.1016/S0008-6363(02)00273-0
https://doi.org/10.1161/01.RES.0000129579.59664.9d
https://www.ncbi.nlm.nih.gov/books/NBK278973/
https://doi.org/10.1152/ajpheart.2000.279.4.H1708
https://doi.org/10.1900/RDS.2011.8.403
https://doi.org/10.1016/j.ijcard.2015.05.129
https://doi.org/10.1016/j.jacc.2014.12.026
https://doi.org/10.1023/a:1009801706928
https://doi.org/10.1016/j.athoracsur.2004.03.007
https://doi.org/10.1016/j.ijcard.2006.12.063
https://doi.org/10.1093/cvr/cvu176
https://doi.org/10.1007/s10840-012-9722-1
https://doi.org/10.1016/j.jacc.2015.04.056
https://doi.org/10.1016/j.ijcard.2011.05.072
https://www.frontiersin.org/journals/cardiovascular-medicine
https://www.frontiersin.org
https://www.frontiersin.org/journals/cardiovascular-medicine#articles


Maria et al. Insulin-Dependent Diabetes and Atrial Fibrillation

49. Kranstuber AL, Del Rio C, Biesiadecki BJ, Hamlin RL, Ottobre J, Gyorke S,

et al. Advanced glycation end product cross-link breaker attenuates diabetes-

induced cardiac dysfunction by improving sarcoplasmic reticulum calcium

handling. Front Physiol. (2012) 3:292. doi: 10.3389/fphys.2012.00292

50. Grisanti LA. Diabetes and arrhythmias: pathophysiology,

mechanisms and therapeutic outcomes. Front Physiol. (2018)

9:1669. doi: 10.3389/fphys.2018.01669

51. Lacombe VA, Viatchenko-Karpinski S, Terentyev D, Sridhar A, Emani S,

Bonagura JD, et al. Mechanisms of impaired calcium handling underlying

subclinical diastolic dysfunction in diabetes. Am J Physiol Regul Integr Comp

Physiol. (2007) 293:R1787–97. doi: 10.1152/ajpregu.00059.2007

52. Howarth FC, Al-Sharhan R, Al-Hammadi A, Qureshi MA. Effects of

streptozotocin-induced diabetes on action potentials in the sinoatrial node

compared with other regions of the rat heart. Mol Cell Biochem. (2007)

300:39–46. doi: 10.1007/s11010-006-9366-5

53. Ausma J, Litjens N, Lenders MH, Duimel H, Mast F, Wouters L, et al. Time

course of atrial fibrillation-induced cellular structural remodeling in atria of

the goat. J Mol Cell Cardiol. (2001) 33:2083–94. doi: 10.1006/jmcc.2001.1472

54. Mansor LS, Gonzalez ER, Cole MA, Tyler DJ, Beeson JH, Clarke K,

et al. Cardiac metabolism in a new rat model of type 2 diabetes using

high-fat diet with low dose streptozotocin. Cardiovasc Diabetol. (2013)

12:136. doi: 10.1186/1475-2840-12-136

55. Watanabe M, Yokoshiki H, Mitsuyama H, Mizukami K, Ono T, Tsutsui H.

Conduction and refractory disorders in the diabetic atrium. Am J Physiol

Heart Circ Physiol. (2012) 303:H86–95. doi: 10.1152/ajpheart.00010.2012

56. Opacic D, van Bragt KA, Nasrallah HM, Schotten U, Verheule S.

Atrial metabolism and tissue perfusion as determinants of electrical and

structural remodelling in atrial fibrillation. Cardiovasc Res. (2016) 109:527–

41. doi: 10.1093/cvr/cvw007

57. Nakano Y, Niida S, Dote K, Takenaka S, Hirao H, Miura F,

et al. Matrix metalloproteinase-9 contributes to human atrial

remodeling during atrial fibrillation. J Am Coll Cardiol. (2004)

43:818–25. doi: 10.1016/j.jacc.2003.08.060

58. Hoit BD, Takeishi Y, Cox MJ, Gabel M, Kirkpatrick D, Walsh RA, et al.

Remodeling of the left atrium in pacing-induced atrial cardiomyopathy. Mol

Cell Biochem. (2002) 238:145–50. doi: 10.1023/A:1019988024077

59. Chen CL, Huang SK, Lin JL, Lai LP, Lai SC, Liu CW, et al. Upregulation

of matrix metalloproteinase-9 and tissue inhibitors of metalloproteinases

in rapid atrial pacing-induced atrial fibrillation. J Mol Cell Cardiol. (2008)

45:742–53. doi: 10.1016/j.yjmcc.2008.07.007

60. Yu Q, Stamenkovic I. Cell surface-localized matrix metalloproteinase-

9 proteolytically activates TGF-beta and promotes tumor invasion and

angiogenesis. Genes Dev. (2000) 14:163–76.

61. Polejaeva IA, Ranjan R, Davies CJ, Regouski M, Hall J, Olsen AL, et al.

Increased susceptibility to atrial fibrillation secondary to atrial fibrosis in

transgenic goats expressing transforming growth factor-beta1. J Cardiovasc

Electrophysiol. (2016) 27:1220–9. doi: 10.1111/jce.13049

62. Periasamy M, Kalyanasundaram A. SERCA pump isoforms: their

role in calcium transport and disease. Muscle Nerve. (2007)

35:430–42. doi: 10.1002/mus.20745

63. Liu C, Fu H, Li J, Yang W, Cheng L, Liu T, et al. Hyperglycemia

aggravates atrial interstitial fibrosis, ionic remodeling and vulnerability to

atrial fibrillation in diabetic rabbits. Anadolu Kardiyol Derg. (2012) 12:543–

50. doi: 10.5152/akd.2012.188

Conflict of Interest: The authors declare that the research was conducted in the

absence of any commercial or financial relationships that could be construed as a

potential conflict of interest.

Copyright © 2020 Maria, Campolo, Scherlag, Ritchey and Lacombe. This is an open-

access article distributed under the terms of the Creative Commons Attribution

License (CC BY). The use, distribution or reproduction in other forums is permitted,

provided the original author(s) and the copyright owner(s) are credited and that the

original publication in this journal is cited, in accordance with accepted academic

practice. No use, distribution or reproduction is permitted which does not comply

with these terms.

Frontiers in Cardiovascular Medicine | www.frontiersin.org 13 August 2020 | Volume 7 | Article 134

https://doi.org/10.3389/fphys.2012.00292
https://doi.org/10.3389/fphys.2018.01669
https://doi.org/10.1152/ajpregu.00059.2007
https://doi.org/10.1007/s11010-006-9366-5
https://doi.org/10.1006/jmcc.2001.1472
https://doi.org/10.1186/1475-2840-12-136
https://doi.org/10.1152/ajpheart.00010.2012
https://doi.org/10.1093/cvr/cvw007
https://doi.org/10.1016/j.jacc.2003.08.060
https://doi.org/10.1023/A:1019988024077
https://doi.org/10.1016/j.yjmcc.2008.07.007
https://doi.org/10.1111/jce.13049
https://doi.org/10.1002/mus.20745
https://doi.org/10.5152/akd.2012.188
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/cardiovascular-medicine
https://www.frontiersin.org
https://www.frontiersin.org/journals/cardiovascular-medicine#articles

	Insulin Treatment Reduces Susceptibility to Atrial Fibrillation in Type 1 Diabetic Mice
	Introduction
	Methods
	Induction of Insulin-Deficient Diabetes
	Induction of Atrial Fibrillation
	Protein Extraction
	Quantification of Active Cell Surface GLUT Expression
	Protein Extraction and Western Immunoblotting
	Histochemical Procedures
	Statistical Analysis

	Results
	Validation of the Animal Diabetic Model
	In vivo Insulin Treatment Reduced the Frequency and Duration of AF Episodes in Diabetic Mice
	In vivo Insulin Treatment Rescued the Alterations in GLUT Protein Expression and Trafficking in the Atria of Diabetic Animals
	Absence of Atrial Fibrosis and Glycogen Accumulation in the Atria of Untreated and Treated Diabetic Animals

	Discussion
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	Acknowledgments
	References


