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Welcome to Issue 169 of GP Research Review.

First up, we discover that resuming oral
anticoagulants after bleeding is associated with a reduction in thrombosis and mortality but an increased risk of re-bleeding. In the
Natural Health section, Dr Chris Tofield has reviewed two interesting studies, one showing that marine n-3 fatty acids do not reduce
major cardiovascular events and the other showing that Tai Ji Quan is effective at reducing falls in older community-dwelling adults.
I hope you enjoy this issue and I welcome your comments and feedback.

Jim
Assoc Professor Jim Reid
jimreid@researchreview.co.nz

Rates of rebleeding, thrombosis and mortality associated
with resumption of anticoagulant therapy after anticoagulantrelated bleeding
Authors: Little DHW et al.
Summary: A Canadian population-based cohort study used linked administrative health databases to examine prescribing
patterns for oral anticoagulants (OACs; warfarin n = 3874; direct OACs n = 2919) after OAC-related bleeding and rates of
bleeding, thrombosis and mortality in patients resuming or not resuming OAC. The most common indications for OAC were
atrial fibrillation (81.8%) and venous thromboembolism (20.1%). OAC use was resumed by 70.5% of patients within 365 days;
median time to resumption 46 days. Resumption of OAC was associated with reduced rates of thrombosis (adjusted HR 0.60;
95% CI 0.50-0.72) and mortality (adjusted HR 0.54; 95% CI 0.48-0.60), and an increased rate of rebleeding (adjusted
HR 1.88; 95% CI 1.64-2.17).
Comment: This is a study that looked at outcome, in those who were on anticoagulants (mainly warfarin) and sustained
a bleed, and who resumed the anticoagulation after appropriate treatment. It included 6700 patients aged 66 years or
older. Resuming anticoagulation reduced thrombosis and overall mortality but also resulted in an HR indicating a 1.88-fold
increased chance of a re-bleed.
Reference: CMAJ. 2021;193(9):E304-E309
Abstract

Independent commentary by Associate Professor Jim Reid
Jim Reid graduated in medicine at the University of Otago Medical School in Dunedin, New Zealand. He
had previously trained as a pharmacist. He undertook postgraduate work at the University of Miami in
Florida, USA. For full bio CLICK HERE.
This Research Review has been endorsed by The Royal New Zealand College of General Practitioners (RNZCGP) and has been
approved for up to 1 CME credit for the General Practice Educational Programme (GPEP) and Continuing Professional Development
(CPD) purposes. You can record your CME credits in your RNZCGP Dashboard
Time spent reading this publication has been approved for CNE by The College of Nurses Aotearoa (NZ) for RNs and NPs. For more
information on how to claim CNE hours please CLICK HERE.

CURB APPETITE 1
Take back control. Duromine Showed A mean weight loss of 9.1kg AT 12 weeks. *2
*Patients taking Duromine continuously (n=17) had a mean weight loss of 9.1kg at 12 weeks vs 4.5kg in the placebo group (n=22) (p-value not stated)

References: 1. Duromine Data sheet. January 2018. 2. Munro JF, Maccuish A. C, Wilson EM, Duncan LJP. Comparison of Continuous and Intermittent Anorectic Therapy in Obesity. Brit Med J 1968;1;352-354.
DUROMINE™ IS A C5 CONTROLLED DRUG. DUROMINE™ IS AN UNFUNDED MEDICINE - A PRESCRIPTION CHARGE WILL APPLY. PLEASE REVIEW FULL DATA SHEET BEFORE PRESCRIBING AVAILABLE AT WWW.MEDSAFE.GOVT.NZ OR PHONE Freephone 0508 375394. Minimum Data Sheet
Information (phentermine). DUROMINE™ Indications: For the management of obesity as a short-term adjunct in a medically monitored weight loss programme based on exercise, diet and behaviour modification in obese patients with a body mass index (BMI) of 30 kg/m2 or greater. DUROMINE™ may
appropriately be initiated in overweight patients with a lower BMI when risk of morbidity from other medical conditions is increased. Dosage and Administration: The usual starting dose in adults and children over 12 years is 30 mg once daily at breakfast. Continuous or inter-mittent maintenance dose is 15
mg to 30 mg once daily depending on responsiveness. Patients require medical review after a defined course of treatment, which should not exceed three months. Available in 15 mg and 30 mg capsules. Contraindications: Pulmonary artery hypertension, heart valve abnormalities, heart murmurs, moderate
to severe hypertension, cerebrovascular disease, severe cardiac disease including arrhythmias, advanced arteriosclerosis, hypersensitivity to sympathomimetic drugs, hyperthyroidism, psychiatric illnesses, glaucoma, drug/alcohol abuse or dependence, concomitant MAOIs or within 14 days of MAOI use.
Precautions: Short term monotherapy only. Coadministration of drug products for weight loss is not recommended. There have been no reported cases of valvular heart disease occurring with phentermine alone. Use with caution in mild hypertension, established coronary artery
disease, epilepsy, and in those receiving insulin, oral hypoglycaemic agents or psychotropic agents. Adverse Effects: The most common are palpitations, tachycardia, elevation of blood pressure and precordial pain. Others included restlessness, insomnia, nausea, and dry mouth.
Psychotic episodes, hallucinations and serious cardiovascular or cerebrovascular events are rare. Full Data Sheet and Consumer Medicine Information is available from Medsafe at www.medsafe.govt.nz. iNova Pharmaceuticals (Australia) Pty Limited, Level 10, 12 Help Street,
Chatswood NSW 2067, Australia. Distributed in New Zealand by Radiant Health Ltd, c/o Supply Chain Solutions, 74 Westney Road, Airport Oaks, Auckland. For all product enquiries: New Zealand Toll Free: 0508 375 394. TAPS NA 12719.. NZ-2021-02-0010. February 2021.

For more information, please go to www.medsafe.govt.nz
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Influence of constipation on
atopic dermatitis: A nationwide
population-based cohort study
in Taiwan
Authors: Huang Y-C et al.

WHEN IT’S TIME TO STEP
DOWN FROM A PPI,
STEP ON TO GAVISCON ®
For many patients, after a 4-8 week course of proton-pump inhibitor (PPI) therapy, current
guidance is to trial step-down or step off treatment. However, rebound acid hypersecretion
can limit success.1,2 So when it’s time to step down from a PPI, step on to Gaviscon®.
Gaviscon works by forming an alginate reﬂux-suppressing barrier (raft)
that ﬂoats on top of the stomach3,4. Alginates work differently to antacids
and PPIs, co-localising with and eliminating the acid pocket.5
A meta-analysis has shown alginate therapy is better than antacid-only
or placebo treatments in signiﬁcantly improving or resolving symptoms
of gastro-oesophageal reﬂux disease (odds ratio 4.42 95% CI 2.45-7.97;
p=O.OO1).6
Plus, a large study of over 6,OOO patients showed 3 out of 4 patients
successfully stepped down or off PPIs at 12 months with education and
Gaviscon® Double Strength liquid for on-demand symptom relief.†7

Summary: This Taiwanese analysis of data from the
Taiwanese National Health Insurance Research Database
(1999-2013) assessed the risk of atopic dermatitis in
85,554 constipated patients, who may experience change
in gut microflora, and 85,554 propensity-score matched
controls. Atopic dermatitis incidence was 4.9 per 1000
person-years in constipated patients versus 2.1 per 1000
person-years in controls. After adjustment (age, gender,
comorbidities, corticosteroids, antihistamine, antibiotics)
the risk of atopic dermatitis was 2.31-fold greater in those
with versus without constipation (adjusted HR 2.31; 95%
CI 2.17-2.46). Constipated patients also had a higher
likelihood of atopic dermatitis regardless of gender,
comorbidities, and use of corticosteroids, antihistamines
and antibiotics.
Comment: This an ‘out of the blue’ paper that
suggests that constipation has a relationship to atopic
dermatitis. Surprisingly (to me) the group of patients
who were constipated had double the incidence
of atopic dermatitis. One could speculate on the
mechanism of this, but the authors raise the possibility
that the gut microbiome makes a contribution, via a
gut/skin axis. But disturbance of this is only one cause
of constipation, and we need to know more about this
surprising finding.
Reference: Int J Clin Pract. 2020;Aug 27 [Epub ahead
of print]
Abstract

Natural history of non-bullous
impetigo: A systematic review
of time to resolution
or improvement without
antibiotic treatment
Authors: Hoffmann TC et al.

RECOMMEND GAVISCON
WHEN STEPPING DOWN
OR STEPPING OFF
PATIENTS FROM A PPI

®

†
Patients had an active repeat prescription for PPIs and treated for 2+ consecutive months. The New Zealand Gaviscon Double Strength product has calcium carbonate 200mg which
is not present in the UK trial formulation Gaviscon Advance. This would not be regarded as a material difference. Gaviscon® Dual Action and Gaviscon® Double Strength are for the
relief of heartburn and indigestion. Gaviscon® Dual Action is for the relief of heartburn and indigestion. Liquids: Contains (per 10ml dose): 500mg sodium alginate, 213mg sodium
bicarbonate, 325mg calcium carbonate. Tablets: Each tablet contains 250mg sodium alginate, 106.5mg sodium bicarbonate, 187.5mg calcium carbonate. Gaviscon® Double Strength is
for the relief of heartburn and indigestion. Liquids: Contains (per 10ml dose): sodium alginate 1000mg, potassium bicarbonate 200mg, calcium carbonate 200mg. Tablets: Each tablet
contains 500mg sodium alginate, 267mg sodium bicarbonate and 160mg calcium carbonate.
References: 1. Medsafe Publications- Proton pump inhibitors and rebound acid hypersecretion – A recurring issue Prescriber Update 40(2): 36-37June 2019 Accessed 7/11/19 at
https://medsafe.govt.nz/profs/PUArticles/June2019/Proon-pump-inhibitors-and-rebound-acid-hypersecretion%E2%80%93A-recurring-issue.htm. 2. Therapeutic Guidelines. Disorders
of the oesophagus. Gastro-oesophageal reflux. eTG June 2019 edition. 3. Rohof WO, et al. An alginate-antacid formulation localizes to the acid pocket to reduce acid reflux in patients
with gastroesophageal reflux disease. Clin Gastroenterol Hepatol. 2013;11:1585–1591. 4. Sweis R, et al. Post-prandial reflux suppression by a raft-forming alginate (Gaviscon Advance)
compared to a simple antacid documented by magnetic resonance imaging and pH-impedance monitoring: mechanistic assessment in healthy volunteers and randomised, controlled,
double-blind study in reflux patients. Aliment Pharmacol Ther. 2013;37:1093–1102 5. Rohof WO et al. Clin Gastroenterol Hepatol 2013;11:1585–1591. 6. Leiman DA et al. Dis Esophagus
2017;30:1-9. Antacid for relief of heartburn and indigestion. 7. Coyle C et al. BJGP Open 2019; DOI: 10.3399/bjgpopen19X101651. Gaviscon Liquid:
Contains: Sodium Alginate 500mg, Calcium carbonate 160mg, Sodium Bicarbonate 267mg per 10mL. Dosage: Adults & children > 12 yrs; 10-20mL.
Children 6-12 yrs; 5-10mL. Take after meals and before bed up to 4 times daily. Not recommended for children under 6 yrs. Gaviscon Dual Action
Liquid: contains Sodium Alginate 500mg, Calcium carbonate 325mg, Sodium Bicarbonate 213mg per 10mL. Dosage: Adults & children > 12 yrs; 20mL
Children 6-12 yrs; 10mL. Take after meals and before bed up to 4 times daily. Not recommended for children under 6 yrs. Gaviscon Double Strength
Liquid: Contains: Sodium Alginate 1000mg, Potassium bicarbonate 200mg, Calcium Carbonate 200mg per 10mL. Dosage: Adults & children > 12 yrs;
5-10mL. Not recommended for children under 12 yrs. Max daily dose 40mL. Take after meals and before bed, or as directed. Gaviscon, contains
sodium , take into account if on a low sodium diet. Reckitt Benckiser, Auckland. 0800 40 30 30. TAPS NA 11463

Summary: This systematic review examined the natural
history of non-bullous impetigo in the absence of antibiotic
treatment, based on data from 7 randomised trials (n = 557).
Over approximately 7 days, 13% to 74% of participants
resolved, whereas 16% to 41% failed to improve. Adverse
event rates were low, but incomplete reporting of some
details limited the assessment of risk of bias.
Comment: Nonetheless, while non-bullous impetigo
may resolve without antibiotic use, in some parts of
New Zealand skin infection is the second most common
cause of hospital admission for young children. I know
I go on about antibiotic stewardship, but most impetigo
is staphylococcus induced and is infectious. I agree with
the authors that while immediate antibiotics may not be
necessary, consideration needs to be given to possible
deterioration and also to the possibility of spread. I must
admit I have a low threshold for the use of appropriate
systemic antibiotics in such situations.
Reference: Br J Gen Pract. 2021;71(704):e237-e242
Abstract
New Zealand Research Review subscribers can claim CPD/
CME points for time spent reading our reviews from a wide
range of local medical and nursing colleges. Find out more on
our CPD page.

For more information, please go to www.medsafe.govt.nz
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THEY SURVIVED A CV EVENT

1

NOW PROTECT THEM
WITH PRALUENT
1,2

*

*Praluent significantly reduced the relative risk of the primary MACE endpoint vs. placebo (HR 0.85 (95% CI 0.78-0.93) P=0.0003).†^1,2
†
Praluent is indicated to reduce the risk of CV events (myocardial infarction, stroke, unstable angina requiring hospitalisation) in adults
with established cardiovascular disease, in combination with optimally dosed statins and/or other lipid lowering therapies.1

Is routine colonoscopy
necessary for patients
who have an unequivocal
computerised tomography
diagnosis of acute
diverticulitis?
Authors: El Zanati H et al.
Summary: This single-centre, retrospective study
(2016-18) examined the incidence of underlying
colorectal malignancy and the need for routine
follow-up colonoscopy in 125 patients with a CT
diagnosis of acute diverticulitis. Emergency resection
was performed in 11 (8.8%) patients and found no
underlying malignancy. Follow-up colonoscopy after
discharge in 76 (61%) identified 4 patients with
underlying colorectal malignancy, one suspected on CT
and one an incidental caecal polyp cancer. Therefore,
3 (3.4%) patients had an unexpected cancer diagnosis,
all within complicated diverticulitis.
Comment: Colonoscopy, especially in the
elderly (>75 years) is not without risk. This
study demonstrated that the yield for follow-up
colonoscopy following CT diagnosis of acute
diverticulitis was unnecessary when there was no
evidence of malignancy on CT.
Reference: Scott Med J. 2021;66(1):11-15
Abstract

Is C-reactive protein associated
with influenza A or B in primary
care patients with influenza-like
illness? A cross-sectional study
Praluent® is an unfunded medicine - a prescription charge will apply.
STUDY DESIGN: ODYSSEY OUTCOMES trial involved 18,924 patients with recent ACS (1-12 months prior) and elevated atherogenic lipoproteins (92.1%
qualified on the basis of LDL-C ≥ 1.8 mmol/L) despite receiving statin therapy at high-intensity dose or at the maximum tolerated dose. Patients
were randomly assigned to receive alirocumab (n=9462) or placebo (n=9462) every 2 weeks. The median duration of follow-up was 2.8 years. The
primary MACE endpoint was a composite of CHD death, nonfatal myocardial infarction, fatal and nonfatal ischaemic stroke, or unstable angina requiring
hospitalisation and occurred in 903 patients (9.5%) on alirocumab and 1052 (11.1%) on placebo. The incidence of adverse events was similar in the two
groups, with the exception of local injection-site reactions (3.8% in the alirocumab group vs. 2.1% in the placebo group, P<0.001).2

CLICK HERE TO REVIEW FULL DATA SHEET BEFORE PRESCRIBING OR CONTACT
SANOFI MEDICAL INFORMATION ON 0800 283 684 FOR FURTHER INFORMATION.
References: 1. Praluent Approved Data Sheet, February 2020. 2. Schwartz GG et al. N Eng J Med 2018; 379:2097–107.
Abbreviations: CV events = cardiovascular events; ACS = acute coronary syndrome; CHD = coronary heart disease; CI = confidence interval. HR = hazard
ratio; LDL-C = low density lipoprotein cholesterol; MACE = major adverse cardiovascular event; MI = myocardial infarction.

PRALUENT® (alirocumab (rch)) Abridged Data Sheet
INDICATIONS Primary hypercholesterolaemia: In adults with primary hypercholesterolaemia (heterozygous familial and non-familial) or mixed
dyslipidaemia, as an adjunct to diet: -in combination with a statin, or statin with other lipid-lowering therapies in patients unable to reach LDL-C goals
with maximum tolerated dose of a statin or, -alone or in combination with other lipid lowering therapies in patients who are statin intolerant or for whom
a statin is contraindicated. Prevention of cardiovascular events: to reduce the risk of cardiovascular events (myocardial infarction, stroke, unstable
angina requiring hospitalisation) in adults with established cardiovascular disease, in combination with optimally dosed statins and/or lipid-lowering
therapies (see full Data Sheet) DOSAGE AND ADMINISTRATION Usual starting dose is 75 mg subcutaneously once every 2 weeks. May increase to 150
mg every 2 weeks if inadequate LDL-C response. Patients requiring larger LDL-C reduction (>60%) may be started on 150 mg subcutaneously once
every 2 weeks, or 300 mg once every 4 weeks (monthly), administered subcutaneously. Measure lipid levels after 4 weeks of initiating/titrating Praluent,
to assess response and adjust dose if needed. Patients should be treated with the lowest dose necessary to achieve the desired LDL-C reduction.
If additional LDL-C reduction is needed in patients treated with 75 mg once every 2 weeks or 300 mg once every 4 weeks (monthly), the dosage may
be adjusted to the maximum dosage of 150 mg once every 2 weeks. Allow to warm at room temperature for 30-40 min before injecting; do not warm
in any other way. Inject into thigh or abdomen or upper arm that is not tender, bruised, red or hard (rotate site). See full DS. CONTRAINDICATIONS
Hypersensitivity to the active substance or to any of the excipients. PRECAUTIONS Allergic reactions, immunogenicity, very low LDL-C levels (longterm effects unknown), pregnancy, lactation, children (<18 years). Severe hepatic (Child-Pugh C) or severe renal impairment (eGFR < 30 mL/min/1.
73 m2) not studied. INTERACTIONS Not anticipated. ADVERSE EFFECTS Common adverse reactions: injection site reactions, pruritus,
upper respiratory tract signs and symptoms. Others, see full DS. MEDICINE CLASSIFICATION Prescription Medicine SPONSOR sanofiaventis new zealand limited, Level 8, 56 Cawley Street, Ellerslie, Auckland. Before prescribing Praluent, please refer to the data sheet
(available at www.medsafe.govt.nz) for information on dosage, contraindications, precautions,
interactions and adverse effects. Date of Preparation: 25 March 2020. Based on Full DS, with
most recent amendment on 27 February 2020. sanofi-aventis new zealand limited, Level 8, 56
Cawley Street, Ellerslie, Auckland. TAPS PP7286 MAT-NZ-2100029. Date of preparation February 2021.

Authors: Rystedt K et al.
Summary: This cross-sectional study in Lithuania,
Norway and Sweden examined whether C-reactive
protein (CRP) in capillary blood analysed as a pointof-care test was associated with influenza A or B,
confirmed with PCR testing, in 277 patients with
influenza-like illness. Prevalence of positive influenza A
was 44% and influenza B was 21%. CRP concentration
did not identify patients with influenza A infection, but an
increased CRP concentration, in steps of 10 mg/L, was
associated with a lower risk for influenza B (adjusted
OR 0.42; 95% CI 0.25-0.70; p < 0.001). Higher
CRP was associated with more severe symptoms like
shortness of breath, sweats or chills and dizziness.
Comment: The clinicians of Netherlands and
Scandinavia are very enthusiastic about point-ofcare use of CRP in differentiating between viral
and bacterial infection in influenza-like illness. It is
interesting that this study showed no association
between CRP and influenza A, including its
application to children. The authors suggest that
CRP should not be used except when pneumonia
is suspected.
Reference: Scand J Prim Health Care. 2020;38(4):
447-453
Abstract

For more information, please go to www.medsafe.govt.nz

www.researchreview.co.nz

a RESEARCH REVIEW™ publication
3

GP

RESEARCH REVIEW

™

Impact of multiple cardiovascular
medications on mortality after an
incidence of ischemic stroke or
transient ischemic attack

A qualitative study of the role of Samoan Church ministers in
health literacy messages and health promotion in Auckland,
New Zealand

Authors: Ma T-T et al.

Summary: This qualitative research study used face-to-face semi-structured interviews to explore the views of
Samoan Methodist Church ministers about health-related issues, their role in health promotion, and health literacy
in their church congregations. All ministers had a holistic view of health and a sense of responsibility for the holistic
wellbeing of their congregations. Culture was identified as the main barrier to good health. Most ministers identified
their role in health promotion as an association with an external health provider.

Summary: This analysis examined data from the Health Improvement
Network database (2007-16; n = 52,619) to assess the effect of
multiple cardiovascular (CV) medications on long-term survival after
an incident stroke (ischaemic stroke or transient ischaemic attack
[TIA]). Over a mean follow-up of 3.6 years, 7635 deaths occurred in
multiple CV medication recipients and 1595 in monotherapy recipients.
The risk of death was reduced in patients receiving 2 medications
(HR 0.82; 95% CI 0.75-0.89), 3 medications (HR 0.65; 0.590.70), 4 medications (HR 0.61; 95% CI 0.56-0.67), 5 medications
(HR 0.60; 95% CI 0.54-0.66) and ≥6 medications (HR 0.66; 95% CI
0.59-0.74). The lowest risk of mortality (HR 0.51; 95% CI 0.46-0.57)
was observed in patients receiving any four classes of antiplatelet
agents, lipid-regulating medications, angiotensin-converting enzyme
inhibitors/angiotensin receptor blockers, beta-blockers, diuretics
and calcium channel blockers versus those receiving any one class.
A combination of antiplatelet agents, lipid-regulating medications,
angiotensin-converting enzyme inhibitors/angiotensin receptor
blockers and calcium channel blockers had a lower risk of mortality
versus antiplatelet agents alone (HR 61%; 95% CI 53-68).
Comment: This study looked at the optimum medication
combination for long-term survival following a TIA or ischaemic
stroke. The “usual” has application to covering risk factors, e.g.,
hypertension and hyperlipidaemia, but this study looked at the
optimal combination to improve long-term survival. The result
was not surprising as it included any four combinations of antiplatelet agents, lipid regulators, angiotensin receptor blockers
or angiotensin receptor blockers and calcium channel blockers.
This combination provided a 61% lower risk of mortality as
compared with anti-platelet agents alone.
Reference: BMC Med 2021;19:24
Abstract

Authors: Hopoi N and Nosa V

Comment: This is going to be an enormous issue in New Zealand, with the coming push to obtain high levels
of COVID-19 vaccination, especially in areas such as South Auckland. The church is held in high regard among
such communities, and its ministers hold great responsibility in vaccination promotion. It is disappointing to read
of a prominent Bishop publicly declining to participate.
Reference: Aust N Z J Public Health. 2020;44(5):404-409
Abstract

General Practice Conference & Medical Exhibition

Independent Content: The selection of articles and writing of summaries and commentary in this publication is completely independent of the
advertisers/sponsors and their products. Privacy Policy: Research Review will record your email details on a secure database and will not release them
to anyone without your prior approval. Research Review and you have the right to inspect, update or delete your details at any time. Disclaimer: This
publication is not intended as a replacement for regular medical education but to assist in the process. The reviews are a summarised interpretation of
the published study and reflect the opinion of the writer rather than those of the research group or scientific journal. It is suggested readers review the
full trial data before forming a final conclusion on its merits. Research Review publications are intended for New Zealand health professionals.

Choose to add in Lantus for
Type 2 Diabetes patients with
an HbA1c of >53mmol/mol1,2
®

#

Reasons to use Lantus .
®

Lantus® once-daily in Type 2 Diabetes3:
• Has proven efficacy in reducing HbA1c3-5
• Is associated with a lower risk of hypoglycaemia compared with NPH6-8*
• Is easy to initiate and for patients to self titrate9
#

After lifestyle and oral diabetes medication optimisation. The target HbA1c in most patients with diabetes is < 53 mmol/mol
*Excluding severe hypoglycaemia

1,2

References: 1. Melanie J. Davies et al. Diabetes Care 2018; 41:2669-2701. Reference 2. Type 2 diabetes Management Guidance. NZSSD. 2021. 3. Lantus Data Sheet. 31 July 2017. 4. DeVries J H. Eur Endocrinol 2014;10(1):23-30. 5.
Gerstein HC, et al. N Engl J Med 2012;367:319–28. 6. Bazzano L A, et al. Diabetic Medicine 2008;25:924-932. 7. Horvath K, et al. Long acting insulin analogues vs NPH insulin (Human isophane insulin) for Type 2 Diabetes Mellitus.
Cochrane Review 2009. 8. Home P.D, et al. Diabetes, Obesity and Metabolism. 2010; 12:772-779. 9. Davies M et al. Diabetes Care. 2005; 28:1282-88.
Lantus® Abridged Data Sheet
Please review Full Data Sheet before prescribing – available at www.medsafe.govt.nz or from the sponsor.
Lantus® (insulin glargine). Indication: Once-daily subcutaneous administration for type 1 and type 2 diabetes mellitus patients who require insulin for control of hyperglycaemia. Contraindications: Hypersensitivity to insulin
glargine or any excipient. Precautions: Hypoglycaemia, possibly with delayed recovery or altered warning symptoms; hepatic, renal and visual impairment; lipodystrophy and other injection site or immediate-type allergic reactions;
antibody production; not studied in children <6 years, pregnancy category B3, lactation; not intended for i.v. use; not recommended for treatment of diabetic ketoacidosis; LANTUS® MUST NOT BE DILUTED OR MIXED WITH ANY
OTHER INSULIN OR SOLUTION. Patient instruction on intercurrent conditions, blood glucose monitoring, injection technique recommended. Interactions: Oral antidiabetic agents; cardiovascular, analgesic, anti-inflammatory,
neurological, antipsychotic agents, antibiotics, corticosteroids, other hormonal therapies, diuretics, protease inhibitors, sympathomimetic agents, lithium, alcohol, sympatholytics including ß-blockers, others. Adverse effects:
Hypoglycaemia; injection site reactions; visual disturbances; others. Dosage and Administration: Subcutaneous, once daily; abdominal, thigh or deltoid administration; blood glucose monitoring is recommended. Lantus® is
equipotent to human insulin. Initial dose should be determined individually, depending on desired blood glucose levels and doses and timing of any antidiabetic medication, including Lantus®. For changeover from once-daily
NPH initial dose usually not changed; for changeover from twice-daily NPH to once-daily Lantus®, initial dose usually reduced by approximately 20% compared to total daily NPH dose; for initiation of type 2 patients, initial dose is
usually approximately 10IU. For secondary dose adjustments, renal, hepatic impairment see full Data Sheet. Medicine Classification: Prescription Medicine. Presentations: Lantus® (insulin glargine injection) 100 U per mL is available
in packs of 5x3mL cartridges, 5x3mL cartridges in SoloStar pre-filled pens and 10mL vials. Sponsor: Sanofi New Zealand, Level 8, 56 Cawley Street, Ellerslie, Auckland. Free phone 0800 283 684. Lantus® is a Funded Medicine.
TAPS PP7259 MAT-NZ-2100013. Date of preparation February 2021.
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One-view chest radiograph for initial management
of most ambulatory patients with rib pain

EVIDENCE-BASED NATURAL HEALTH
by Dr Chris Tofield

Authors: Nishimura E et al.
Summary: This retrospective study (Jan-Dec 2016) compared the efficacy of a radiographic
rib series to a single view posteroanterior chest radiograph for ambulatory patients with rib
pain. During the study period, 1791 rib series were performed, of which 1168 (65.2%) were
performed because of trauma; 623 (34.8%) were performed for non-trauma. A fracture
was diagnosed in 323 (17.9%) rib series and a possible fracture diagnosis in 95 (5.3%).
In addition, 50 (2.8%) effusions, 7 (0.4%), pneumothoraces, and 1 (0.1%) haemothorax
were detected. One trauma and one non-trauma patient underwent subsequent intervention;
in both cases, the initial posteroanterior chest radiographs showed the findings which led to
the subsequent intervention.
Comment: One could argue quite eloquently about the need for a chest radiograph for
most cases of chest trauma and rib pain seen in general practice. In my opinion a good
clinical examination is all that is necessary to eliminate significant complications, and
x-ray makes no difference to management. If any medical investigation is requested,
the clinician should ask him/herself what is going to be done if the test is positive,
and what is going to be done if it is negative. If there is no difference, then why do the
investigation. I believe a chest radiograph in most (but not all) cases of trauma and rib
pain is unnecessary.
Reference: J Am Board Fam Med. 2021;34(1):144-150
Abstract

Marine n-3 fatty acids and prevention of
cardiovascular disease and cancer
Authors: Manson JE et al.
Summary: This US randomised, two-by-two factorial trial compared placebo (vitamin
D3 2000 IU per day) and marine n-3 (omega-3) fatty acids 1 g per day for primary
prevention of cardiovascular disease and cancer (n = 25,871) in men ≥50 years of
age and women ≥55 years of age. Over a median 5.3 years of follow-up, neither major
cardiovascular (CV) event (MI, stroke or death from CV causes) rates (HR 0.92; 95% CI
0.80-1.06) nor invasive cancer rates (HR 1.03; 95% CI 0.93-1.13) differed between
n-3 and placebo recipients. There were also no differences in secondary endpoints
including an expanded (addition of revascularisation) CV composite endpoint
(HR 0.93; 95% CI 0.82-1.04), total stroke (HR 1.04; 95% CI 0.83-1.31), death from
cardiovascular causes (HR 0.96; 95% CI 0.76-1.21), death from cancer (HR 0.97;
95% CI 0.79-1.20), and death from any cause (HR 1.02; 95% CI 0.90-1.15). There
was a difference in total MI (HR 0.72; 95% CI 0.59-0.90). There were no serious
adverse events and no excess risk of bleeding.
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Comment: ‘Not another fish
oil study’ you might be saying. But this one was
highly powered (25,000 participants)
well-conducted. Unfortunately, the fish
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oil group was no better off RGB
than115the191placebo
group in terms of major cardiovascular
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events. Still, there are plenty of other good reasons to take fish oil.
Goodfellow Logo Red
RGB 233 10 91

Goodfellow Gems
Hunger can and should be taught
Many people eat while their digestion is compromised because they eat in the
absence of hunger. We have learnt to eat with our eyes, not our stomachs.
RCTs have demonstrated that when taught to recognise hunger, overweight people
lose weight and insulin sensitivity improves. These and related studies have been
reviewed1 and have implications for preventing and treating type 2 diabetes.
Thirty years of clinical experience suggest improvements in inflammatory disorders
including gastritis, rheumatoid arthritis and inflammatory bowel disease, perhaps
mediated by an improved microbiome following hunger-induced
beneficial alterations in gut contractions.
This Gem was written by Dr David Lovell-Smith

References:
1. Hunger can be taught: Hunger Recognition regulates eating and improves
energy balance. Int J Gen Med. (2013) View here

Gems are chosen by the Goodfellow director Dr. Bruce Arroll to be either
practice changing or practice maintaining. The information is educational and
not clinical advice. www.goodfellowunit.org/gems

New Zealand COPD Guidelines
The NZ COPD Guidelines have been developed by the
Asthma and Respiratory Foundation’s (ARFNZ) working
group of respiratory health experts led by Dr Stuart Jones
from Middlemore Hospital and
Professor Bob Hancox from the
University of Otago, with the goal
of improving diagnosis, and laying
out clear recommendations for
NZ COPD GUIDELINES
assessment and management of
2021
this respiratory disease.

Download the NZ COPD
Guidelines here
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Effectiveness of a therapeutic Tai Ji Quan
intervention vs a multimodal exercise
intervention to prevent falls among older
adults at high risk of falling
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Authors: Li F et al.
Summary: This US single-blind, 3-arm, parallel, randomised clinical trial tested
Tai Ji Quan: Moving for Better Balance (TJQMBB) versus a control stretching
intervention or standard multimodal exercise in 670 adults (mean age 77.7 years;
65% women, 4.6% African American) with a history of falls or impaired mobility. Over
6 months, there were 152 falls in the TJQMBB group versus 218 in the multimodal
exercise group and 363 in the stretching group; TJQMBB reduced falls by 58% versus
stretching (IRR 0.42; 95% CI 0.31-0.56; p < 0.001) and by 31% versus multimodal
exercise (IRR 0.69; 95% CI 0.52-0.94; p = 0.01).
Comment: Although this study is almost 3 years old, it is relevant to us here in
New Zealand where Tai Chi used to be funded by ACC up until 2012. I’m uncertain
why the funding was stopped, seeing that research such as this (albeit after
funding ceased) showed effectiveness in reducing falls in older people, and we all
know that falls cause a huge amount of morbidity.
Reference: JAMA Intern Med. 2018;178(10):1301-1310
Abstract
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Dr Christopher Tofield
Dr Tofield completed his medical training at St Bartholomew’s and
the Royal London Hospital in London. He has extensive experience in
general practice, spent several years in clinical research, has published
several medical papers, is clinical advisor to Bay of Plenty District Health
Board and practices skin cancer medicine and surgery. Chris also has a
background in medical writing and editing and while at medical school published a medical
textbook on pharmacology. Chris is responsible for sourcing and short-listing national
and international studies for GP Research Review. He also selects papers and provides
commentary for the Natural Health section in GP Research Review.
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