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Abbreviations used in this issue
aHR = adjusted HR
BMI = body mass index
BP = blood pressure
CI = confidence interval
COPD = chronic obstructive pulmonary disease
COVID-19 = coronavirus disease 2019
DBP = diastolic blood pressure
HDL = high-density lipoprotein
HR = hazard ratio
IL = interleukin
IU = international units
LDL = low-density lipoprotein
PCR = polymerase chain reaction
RR = relative risk
SBP = systolic blood pressure
UTI = urinary tract infection

A population-based study from
Ontario, Canada, assessing health data between 1998 and 2017, has revealed that a higher cumulative exposure to thiazides
is associated with increased rates of incident skin cancer in people aged 66 years and older. These findings are definitely
worthy of consideration, especially in patients at high risk of skin cancer. In our Natural Health section, Dr Chris Tofield has
reviewed two interesting studies, one on the association between physical activity intensity and mortality, and the other, the
association of long-term consumption of fruits and vegetables and risk of COPD.
I hope you enjoy this issue and I welcome your comments and feedback.
Jim
Assoc Professor Jim Reid
jimreid@researchreview.co.nz

Association between antihypertensive medications and risk of skin
cancer in people older than 65 years: A population-based study
Authors: Drucker AM et al.
Summary: This Canadian population-based inception cohort study used data from a linked administrative health dataset
to examine whether thiazides and other antihypertensives (angiotensin-converting enzyme inhibitors, angiotensin II
receptor blockers, calcium channel blockers, β-blockers) have an effect on rates of keratinocyte carcinoma and melanoma.
In 302,634 adults receiving an antihypertensive medication versus 605,268 unexposed adults, increasing thiazide
exposure was associated with an increased rate of incident keratinocyte carcinoma (aHR 1.08; 95% CI 1.03-1.14),
advanced keratinocyte carcinoma (aHR 1.07; 95% CI 0.93-1.23) and melanoma (aHR 1.34; 95% CI 1.01-1.78). There
was no evidence of association between other antihypertensives and keratinocyte carcinoma or melanoma.
Comment: There have been several previous studies directed at the possible relationship between thiazide
antihypertensives/diuretics and keratinocyte abnormalities, particularly actinic keratosis and basal cell carcinomas.
Results have been mixed. This is the first study that I have seen that has included melanoma. Study participants
were older than 66 years in this one, and it was demonstrated that there was a slight increase in incident carcinoma,
advanced keratinocyte carcinoma and melanoma. Worthy of consideration especially in susceptible subjects.
Reference: CMAJ. 2021;193(15):E508-E516
Abstract

CLICK HERE

to read previous issues of GP Research Review

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. He headed the Department of General Practice and Rural Health at the
Dunedin School of Medicine for over ten years and, following that, was Postgraduate Dean, acting
Dean, and then Deputy Dean of the School for several years. For full bio CLICK HERE.

PATIENTS TAKING CONTRAVE ACHIEVED SIGNIFICANT
AND SUSTAINED WEIGHT LOSS WHILE ON THERAPY^1,2,7,8
^At 56 weeks, compared to placebo (-8.1% vs -1.8%, p<0.0001), in patients with obesity or who are overweight with one or more weight related comorbidities,† in conjunction
with a reduced-calorie diet and increased physical activity. †e.g. type 2 diabetes, dyslipidaemia, controlled hypertension.

CONTRAVE RESPONDER/COMPLETERS# ACHIEVED 11.6% WEIGHT LOSS FROM
BASELINE TO 56 WEEKS.*9
*Post hoc pooled analysis of responders/completers# from Phase 3 Contrave development program. #Responders/completer population achieved ≥5% weight loss at week 16
and completed 56 weeks of treatment.

Prescribe Contrave in conjunction with reduced-calorie diet and increased physical activity. Please review full Data Sheet before prescribing, available by clicking here
References: 1. Contrave Data Sheet. 2. Billes SK et al. Pharmacol Res 2014;84:1–11. 3. Australian and New Zealand Obesity Society. Australian Obesity Management Algorithm. Available at: www.anzos.com/publications (accessed April 2021). 4. Duromine Data Sheet. 5. Saxenda Data Sheet. 6. Xenical Data Sheet. 7. Greenway FL et al. Lancet 2010;376(9741):595–605.
8. Hollander P et al. Diabetes Care 2013;36(12):4022–9. 9. Fujioka K et al. Int J Obes 2016;40:1369–1375.
© 2021 iNova Pharmaceuticals (Australia) Pty Limites. Level 10, 12 Help Street, Chatswood NSW 2067, Australia. Distributed in New Zealand by Radiant Health Ltd, c/- Supply Chain Solutions, 74 Westney Road, Airport Oaks, Auckland. Toll-free 0508 375 394. NZ-2021-04-0002. TAPS NA 12971. April 2021.
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Clinical efficacy and safety
of spironolactone in patients
with resistant hypertension:
A systematic review and
meta-analysis
Authors: Chen C et al.

FULLY FUNDED
with Special Authority criteria*
February 1st, 2021

NEW. For your patients
with type 2 diabetes
†

THE POWER TO ACCOMPLISH MORE
Above and beyond glycaemic control‡1,2

Click below to download your
JARDIANCE resources

PRESCRIBING GUIDE

PATIENT BOOKLET

38% RRR in CV death in patients with established CV disease (CAD, PAD, MI or stroke) and T2D (HR=0.62; p<0.001).#2
*JARDIANCE is a funded medicine. Restrictions apply: Pharmaceutical Schedule, Hospital Medicines List. †In adult patients
with insufficiently controlled type 2 diabetes and CAD, PAD, or a history of MI or stroke. #The absolute risk for CV death was
reduced from 5.9% in patients receiving standard of care plus placebo to 3.7% in patients receiving standard of care plus
JARDIANCE® (p<0.001).1,2
1.JARDIANCE® Data Sheet 2019 2.Zinman B et al. N Engl J Med. 2015;373(22):2117-2128
JARDIANCE® empagliflozin 10mg, 25mg film coated tablets Before prescribing, please review full Data Sheet which
is available on request from Boehringer Ingelheim or from http://www.medsafe.govt.nz/profs/datasheet/dsform.asp
INDICATION: Glycaemic control: Treatment of type 2 diabetes mellitus (T2DM) to improve glycaemic control in adults as:
Monotherapy - When diet and exercise alone do not provide adequate glycaemic control in patients for whom use of metformin
is considered inappropriate due to intolerance; Add-on combination therapy - With other glucose-lowering medicinal products
including insulin, when these, together with diet and exercise, do not provide adequate glycaemic control. Prevention of
cardiovascular (CV) death: In patients with T2DM and established CV disease to reduce the risk of CV death. To prevent CV
deaths, JARDIANCE® should be used in conjunction with other measures to reduce CV risk in line with the current standard
of care. DOSAGE AND ADMINISTRATION: Recommended starting dose is 10mg once daily taken with or without food. Dose
can be increased to 25mg once daily. No dose adjustment is necessary for patients based on age, patients with eGFR ≥30mL/
min/1.73m2 or hepatic impairment. When JARDIANCE® is used in combination with a sulfonylurea (SU) or with insulin, a lower
dose of the sulfonylurea or insulin may be considered. CONTRAINDICATIONS: Hypersensitivity to empagliflozin or any of the
excipients; patients with CKD stage 4 or 5 (severely impaired renal function including patients receiving dialysis; eGFR <30mL/
min/1.73m2 or CrCl <30mL/min). WARNINGS AND PRECAUTIONS: Patients with type 1 diabetes; diabetic ketoacidosis; necrotising
fasciitis of the perineum (Fournier’s gangrene); discontinue when eGFR is below 30mL/min/1.73m2; assess renal function before
treatment and regularly thereafter; patients for whom a drop in BP could pose a risk (e.g. those with known CV disease, on
anti-hypertensive therapy with a history of hypotension, or aged ≥75 years); urinary tract infections (UTIs); rare hereditary
conditions of galactose intolerance, e.g. galactosaemia; pregnancy; lactation; children (<18 years). INTERACTIONS: Diuretics;
insulin and SU; interference with 1,5-anhydroglucitol assay. ADVERSE REACTIONS: Very common: hypoglycaemia (when used
with combination with SU or insulin). Common: hypoglycaemia (combination with metformin; pioglitazone with or without
metformin; metformin and linagliptin); vaginal moniliasis, vulvovaginitis, balanitis and other genital infections; UTIs (including
pyelonephritis and urosepsis); pruritus; allergic skin reactions (e.g. rash, urticaria); increased urination; thirst; serum lipids
increased; volume depletion (patients aged ≥75 years). For other adverse reactions, see full Data Sheet. ACTIONS: Empagliflozin
is a reversible, highly potent and selective competitive inhibitor of sodium-glucose co-transporter 2 (SGLT2), which is responsible
for glucose absorption in the kidney. It improves glycaemic control in patients with type 2 diabetes by reducing renal glucose
reabsorption through SGLT2. Through inhibition of SGLT2, excessive glucose is excreted in urine. PRESCRIPTION MEDICINE.
JARDIANCE® is a funded medicine – Restrictions apply: Pharmaceutical Schedule, Hospital Medicines List. BOEHRINGER INGELHEIM
(N.Z.) Ltd. Level 3, 2 Osterley Way. Manukau Auckland 2104. TAPS MR7142/PC-NZ-100168 BOE000370
‡

Boehringer Ingelheim (NZ) Ltd.
PO Box 76216 Manukau City,
Auckland 2241. Phone 0800 802 461

Summary: A meta-analysis examined data from
12 randomised controlled trials (n = 1655) using
spironolactone in patients with resistant hypertension.
When compared to placebo, spironolactone reduced
weighted mean difference of office systolic BP (-20.14;
95% CI -31.17 to -9.12; p < 0.0010), diastolic BP
(-5.73; 95% CI -8.13 to -3.33; p < 0.001), and 24-hour
ambulatory systolic BP (-10.31; 95% CI -12.86 to -7.76;
p < 0.001) and diastolic BP (-3.94; 95% CI -5.50 to -2.37;
p < 0.001). When compared with alternative drugs,
spironolactone decreased 24-hour ambulatory systolic
BP (-6.98, 95% CI -12.66 to -1.30; p < 0.05) and
diastolic BP(-3.03; 95% CI -5.21 to -0.85; p < 0.001).
Comment: Spironolactone is often regarded as a
“last resort” in the control of resistant hypertension
after control is not achieved with angiotensin
converting enzyme inhibitors or angiotensin II receptor
antagonists, calcium channel blockers, and thiazide
diuretics, often in combination. This is a metaanalysis of 12 studies that evaluated spironolactone
as compared with placebo, and demonstrated that
it is an effective agent in the treatment of resistant
hypertension.
Reference: Medicine (Baltimore) 2020;99(34):e21694
Abstract

Chronic obstructive pulmonary
disease caused by inhalation
of dust: A meta-analysis
Authors: Peng C et al.
Summary: This meta-analysis assessed the relationship
between COPD and occupational dust exposure based on
9 studies and examined the scientific basis of prevention
and treatment of COPD resulting from occupational
factors. There was a correlation between occupational
dust exposure and COPD in population-based studies,
with a risk of developing COPD for workers exposed to
dust 1.51-fold higher than for controls (95% CI 1.271.79).
Comment: We are seeing an increasing incidence
of COPD in never/ever cigarette smokers. This metaanalysis demonstrates the role of occupational dust
exposure, in so far that those exposed to dust had a
1.5-fold greater chance of developing the condition
than controls. This incidence was accumulative to
cigarette smoking. It demonstrates the importance
of the need for airway protection when exposed to
particulate matter of <5 microns diameter.
Reference: Medicine (Baltimore) 2020;99(34):e21908
Abstract

Eli Lilly and Company (NZ) Ltd.
PO Box 109197 Newmarket,
Auckland 1149. Phone 0800 500 056
NZBN 9429039560643
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Effect of DASH diet versus
healthy dietary advice on the
estimated atherosclerotic
cardiovascular disease risk
Authors: Said MS et al.
Summary: In an Egyptian prospective, nonrandomised
controlled study, 92 participants were examined to evaluate
the effects of the Dietary Approaches to Stop Hypertension
(DASH) diet versus usual healthy dietary advice (control)
on the risk of atherosclerotic cardiovascular disease. After
12 weeks, estimated cardiovascular risk was reduced
in both the DASH and control groups, with no difference
between the 2 groups. BMI dropped by 6.5% in the DASH
diet group and by 2.5% in the control group, systolic
BP decreased by 6.9% and 4.1%, fasting blood sugar
dropped by 5.5% and 3.1%, total cholesterol dropped by
5.2% and 3.1%, LDL dropped by 8.2% and 3.1%, and
HDL increased by 8.2% and 2.4%.
Comment: DASH was developed to lower BP without
medication in research sponsored by the US National
Institutes of Health. The DASH diet encourages
reduction of sodium and encourages a variety of
foods rich in nutrients that help lower BP, such as
potassium, calcium and magnesium. Both the DASH
diet and the “advice” group reduced risk factors for
cardiovascular disease and, although the drop in
risk appeared to favour DASH, there actually was no
significant difference between the two groups.
Reference: J Prim Care Community Health.
2021;12:2150132720980952
Abstract

Does desmopressin withdrawal
strategy affect relapse rates
in monosymptomatic enuresis
treatment?
Authors: Issi Y & Biçakci U
Summary: This study in patients treated for bedwetting
at a single paediatric urology clinic assessed the effect of
treatment termination on relapse after oral desmopressin
lyophilisate 120 μg/day for 3 months, followed by
immediate cessation (n = 209) or structured withdrawal
(desmopressin every other day for 15 days; n = 238).
One month after cessation of treatment, relapse rates
did not differ after immediate cessation (42.5%) versus
structured withdrawal (41.1%).
Comment: I use desmopressin in the treatment of
monosymptomatic enuresis in children beyond the
age of 7 years. I have been in the practice of reducing
the number of nasal puffs from a maximum of
4 puffs and taper over a 1-month period. I have found
that this is rarely unsuccessful. This study found no
difference in relapse rate with stopping abruptly and
using on alternate nights. They did not taper the dose.
Reference: Eur J Pediatr. 2021;180(5):1453-1457
Abstract

Research Review New Zealand
is now on LinkedIn
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For more information, please go to www.medsafe.govt.nz
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Cooking oil/fat
consumption and deaths
from cardiometabolic diseases
and other causes: Prospective
analysis of 521,120 individuals
Authors: Zhang Y et al.
Summary: An analysis of data from the National
Institutes of Health-American Association of Retired
Persons Diet and Health Study examined the
association between use of cooking oils and death
from cardiometabolic (cardiovascular disease and
diabetes) and other causes in 521,120 participants aged
50-71 years. Over a median follow-up of 16 years,
there were 129,328 deaths. Higher total mortality was
associated with higher intake of butter and margarine
while lower total mortality was associated with intake of
canola oil and olive oil. After major risk factors adjustment,
multivariate analysis indicated increased cardiometabolic
mortality for each 1-tablespoon/day increment of butter
(HR 1.08; 95% CI 1.05-1.10) and margarine (HR 1.06;
95% CI 1.05–1.08), but no effect of corn oil (HR 0.99;
95% CI 0.95-1.03), canola oil (HR 0.98; 95% CI 0.941.02), or olive oil (HR 0.96; 95% CI 0.92-0.99). Butter
consumption was also positively associated with cancer
mortality. The use of corn oil, canola oil or olive oil instead
of equal amounts of butter and margarine was related
to lower all-cause mortality and mortality from causes
including cardiovascular disease, diabetes, cancer,
respiratory disease and Alzheimer’s disease.
Comment: This is a study of over half a million
participants that demonstrated, over a 16-year
period, that the use of butter and margarine
resulted in a higher rate of total mortality, whereas
substitution with corn oil, canola oil and especially
olive oil resulted in reduced cardiovascular mortality.
Interestingly, butter intake was associated with an
increase in cancer mortality.
Reference: BMC Med. 2021;19(1):92
Abstract

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.

Relationship of serum vitamin D levels with diabetic microvascular
complications in patients with type 2 diabetes mellitus
Authors: Zhao W-J et al.
Summary: This cross-sectional study assessed the association between vitamin D level and diabetic microvascular
complications in 815 patients with type 2 diabetes mellitus, including diabetic retinopathy, diabetic nephropathy and diabetic
peripheral neuropathy. Serum 25-hydroxyvitamin D level in patients with diabetic nephropathy and diabetic peripheral
neuropathy was lower than that of type 2 diabetes mellitus patients without microvascular complications (p < 0.01). After
adjustment, 25-hydroxyvitamin D level was an independent protective factor for diabetic peripheral neuropathy (OR 0.968;
p = 0.004) and diabetic neuropathy (OR 0.962; p = 0.006). Furthermore, patients with both diabetic nephropathy and
diabetic peripheral neuropathy had the lowest levels of serum 25-hydroxyvitamin D level (p < 0.001). Among patients with
vitamin D insufficiency, those with diabetic peripheral neuropathy had more comorbid macroalbuminuria than those without
(15.32% vs 4.91%; p = 0.001).
Comment: Fascinating. There is more to vitamin D than bone health. This study demonstrated the relationship
between deficiency of vitamin D and higher risk of developing diabetic peripheral neuropathy and diabetic nephropathy
in patients with type 2 diabetes. There was no relationship to diabetic retinopathy. Type 2 diabetes is common in the
elderly, who may not get adequate sunlight exposure, and appropriate vitamin D supplementation is not unreasonable
as prophylaxis.
Reference: Chin Med J (Engl). 2021;134(7):814-820
Abstract

Use of antipyretics for preventing febrile seizure recurrence in
children: A systematic review and meta-analysis
Authors: Hashimoto R et al.
Summary: In a systematic review and meta-analysis of antipyretics for the prevention of febrile seizure recurrence in
children, only one study was identified that reported antipyretics prevented recurrence of febrile seizures within the same
fever episode (9.1% with paracetamol [acetaminophen] vs 23.5% in controls; p < 0.01). However, 4 studies found no
evidence for antipyretics preventing febrile seizure recurrence in distant fever episodes (OR 0.92; 95% CI 0.57-1.48).
Comment: Febrile convulsions are frightening for parents (who at the time are convinced their child is dying), doctors
and nurses alike. This study suggests that antipyretics (paracetamol and/or ibuprofen) are ineffective within the same
fever episode and in prevention of future episodes. However, there is no evidence that they are harmful. Back to tepid
sponging as first line.
Reference: Eur J Pediatr. 2021;180(4):987-997
Abstract
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.

Substance Impaired Driving
Research Review E-Learning Module

It has been endorsed by the RNZCGP and has been approved for up to
1 CME credit for the GPEP and CPD purposes.
The E-Learning Module covers important issues relating to medication prescribing
and the risk of substance impaired driving. It is based on a series of four New Zealand
Transport Authority (NZTA) video podcasts designed for healthcare professionals.
This E-Learning Module covers:
• Definitions of substance impaired driving.
• Why substance impaired driving is an issue in NZ.
• How substance impaired driving relates to medicines prescribing.
• How to identify substance related impairment.
• Factors which may contribute to substance impaired driving.
• Advice for patients who are taking medicines that could cause
impairment.
• Risks and consequences of substance impaired driving.
• Strategies for healthcare professionals to help prevent
substance impaired driving.

www.researchreview.co.nz
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Goodfellow Gems
Ruptured Achilles tendon
2 weeks or 8 weeks in a cast

There is a new way of treating full ruptures of
Achilles tendon. A trial in 2020 found that 2 weeks
in a cast followed by 6 weeks in a graduated moon
boot was as good as 8 weeks in a cast when
evaluated 9 months later.1
The results found that re-rupture was 6% in the cast
and 5% in the moon boot. The moon boot option was
cheaper. There is an Auckland protocol that starts
weight bearing at 6 weeks with removal of the boot
at night and full weight-bearing by 8 weeks.2
References:
1. Plaster cast versus functional brace for nonsurgical treatment of Achilles tendon rupture
(UKSTAR): a multicentre randomised controlled
trial and economic evaluation. Lancet (2020).
View here
2. Achilles Tendon Rupture. Axis Sports Medicine
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

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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by Dr Chris Tofield

Association of physical activity intensity with mortality:
A national cohort study of 403681 US adults
Goodfellow Logo Yellow
RGB 250 207 13
#facfod
Goodfellow Logo Grey
RGB 97 97 97

Authors: Wang Y et al. #6161616

Summary: This analysis of data from the US National Health Interview Survey 1997-2013 examined the relationship
between the ratio of vigorous physical activity to total physical activity with all-cause mortality, cardiovascular
disease mortality and cancer mortality in 403,681 adults (51.7% women; mean age 42.8 years). Over a median
10.1 years of follow-up (407.3 million person-years) there were 36,861 deaths. Moderate physical activity
(150-299 vs 0 minutes per week) and vigorous physical activity (≥75-149 vs 0 minutes per week) had relationships
to all-cause mortality (moderate HR 0.83; 95% CI 0.80-0.87; vigorous HR 0.80; 95% CI 0.76-0.84) and
cardiovascular disease mortality (moderate HR 0.75; 95% CI 0.68-0.83; vigorous HR 0.79; 95% CI 0.70-0.91).
Vigorous activity (HR 0.89; 95% CI 0.80-0.99) also had a stronger inverse relationship with cancer mortality than
moderate activity (HR 0.94; 95% CI 0.86-1.02). A greater proportion of vigorous activity to total physical activity
was associated with lower all-cause mortality, but not cardiovascular or cancer mortality. When compared with no
vigorous activity, those performing >50% to 75% of vigorous activity relative to total physical activity had lower
all-cause mortality (HR 0.83; 95% CI 0.78-0.88).
Comment: It would be difficult to call this study underpowered. It looked at over 400,000 US adults over a
10-year period and found that the more vigorous (as opposed to moderate) physical activity you engage in, the
greater the health benefits in terms of all-cause mortality. The authors concluded by recommending 150 minutes
of physical activity per week, be it moderate or vigorous. That’s 30 minutes 5 times a week. For most of us, this
should be doable.
Reference: JAMA Intern Med. 2021;181(2):203-211
Abstract

Long-term consumption of fruits and vegetables and risk of
chronic obstructive pulmonary disease: A prospective cohort
study of women
Authors: Kaluza J et al.
Summary: This analysis of data from the population-based prospective Swedish Mammography Cohort examined
the relationship between long-term fruit and vegetable consumption (assessed in 1987 and 1997) and COPD
incidence in 34,739 women. During follow-up between 2002 and 2014, COPD was diagnosed in 1512 women.
Long-term fruit consumption was associated with lower risk of COPD; for highest versus lowest quintile, (≥2.5 vs
<0.8 servings/day) risk of COPD was 37% lower (95% CI 25-48%; p < 0.0001). There was no association with
long-term vegetable intake. Current smokers with low long-term fruit consumption (<1 serving/day) had a 38-fold
(HR 38.1; 95% CI 20.2-71.7) higher risk of COPD than never smokers with high fruit consumption (≥3 servings/
day), while the risk in ex-smokers was 13-fold higher (HR 12.5; 95% CI 6.5-24.1). However, there was no interaction
between smoking status and fruit intake.
Comment: Previously we reported on a study that showed that vegetables, but not fruit, reduced white
cell inflammatory markers. Here we have presented it the other way around – fruit but not vegetables were
associated with reduced COPD incidence in this Swedish study. I suppose the bottom line for smokers would be
to eat plenty of both!
Reference: Int J Epidemiol. 2018;47(6):1897-1909
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.

Long Acting Reversible Contraception -- E-Learning Module
This module, specifically designed for busy GPs and nurses, is based on the Research
Review Educational Series - Long Acting Contraception, with expert commentary by
Honorary Associate Professor Helen Roberts.
This review summarises the benefits, as well as any
potential management considerations associated with
the use of the LARCs currently available.

READ THE LARC ARTICLE
www.researchreview.co.nz
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