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Welcome to issue 182 of GP Research Review.

Of current interest, a study
comparing the efficacy of the Pfizer and Astra-Zeneca vaccines against the Delta and Alpha variants of COVID-19 has shown
lower rates of efficacy of both of these vaccines against the Delta strain and has emphasised the importance of receiving
two doses. In our Natural Health section, Dr Chris Tofield has reviewed two interesting studies, one investigating the use of
acupuncture and medical expenditure in migraine patients, and the other, the efficacy of moxibustions in Chinese patients
with dysmenorrhoea.
I hope you enjoy this issue and I welcome your comments and feedback.
Kind regards,
Jim
Assoc Professor Jim Reid
jimreid@researchreview.co.nz
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Abbreviations used in this issue
BPAC = Best Practice Advocacy Centre
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Summary: This UK study investigated the effectiveness of the BNT162b2 (Pfizer-BioNTech) and ChAdOx1 nCoV-19
(Oxford-AstraZeneca) vaccines against the Delta variant of SARS-CoV-2. Effectiveness after one dose of either vaccine was
lower against the Delta variant than the Alpha variant (30.7% and 48.7%). With BNT162b2, vaccine effectiveness after two
doses was 93.7% and 88.0% for the Alpha and Delta variants. With ChAdOx1 nCoV-19, vaccine effectiveness after two doses
was 74.5% for the Alpha and 67.0% for the Delta variant.
Comment: The BNT162b2 vaccine is the Pfizer vaccine currently being used in New Zealand. This study was a comparison
between that and ChAdOx1 nCoV-19 which is the Astra-Zeneca vaccine. While both were effective, and although the
difference was slight, the Pfizer vaccine was superior. But what is important is that two vaccinations are necessary, and
both retain effect against the Delta strain, though the efficacy is reduced.
Reference: N Engl J Med 2021;385:585-94
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. 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.
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Targeted action to relieve
osteoarthritis pain
FULLY FUNDED pain relief for osteoarthritis

Special Authority criteria applies*

*Special Authority criteria applies to ZOSTRIX® 45g pack – please refer to the New Zealand Pharmaceutical Schedule for details. ZOSTRIX® topical cream (Capsaicin
0.025% w/w, 45g) is for the symptomatic relief of pain associated with osteoarthritis. Before prescribing ZOSTRIX® please refer to the data sheet for information on
dosage, contraindications, precautions, interactions and adverse affects, available at www.medsafe.govt.nz. AFT Pharmaceuticals, Auckland. TAPS PP8147
For more information, please go to www.medsafe.govt.nz
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Effect of C reactive protein pointof-care testing on antibiotic
prescribing for lower respiratory
tract infections in nursing home
residents: Cluster randomised
controlled trial
Authors: Boere TM et al.

AFTER DOING THIS
FOR 40 YEARS,
SHE DOESN’T WANT
TO STOP NOW.
PROTECT YOUR NVAF PATIENTS WITH
REDUCED RENAL FUNCTION FROM STROKE
WITH XARELTO 15 MG ONCE A DAY.1-3

Xarelto 15 mg once daily
for patients with NVAF*and
CrCl 15-49 mL/min3¥
Use with caution in patients with CrCl 15-29 mL/min. Contraindicated in patients with CrCl <15 mL/min.
*Prevention of stroke and systemic embolism in adult patients with non-valvular atrial fibrillation with one or more risk factors.
Please refer to Xarelto Data Sheet for a full list of indications.
CrCl = creatinine clearance; NVAF = nonvalvular atrial fibrillation
References: 1. Patel M.R. et al. N Engl J Med. 2011;365(10):883–91. 2. Fox K.A. et al. Eur Heart J. 2011;32:2387–94 3. Xarelto Data
Sheet, 20 May 2021.
XARELTO® (rivaroxaban). Prescription Medicine. Oral tablets containing 2.5 mg, 10 mg, 15 mg or 20 mg rivaroxaban. INDICATIONS:
Prevention of venous thromboembolism (VTE) in adult patients undergoing elective hip or knee replacement surgery. Prevention of stroke
and systemic embolism in adult patients with non-valvular atrial fibrillation with one or more risk factors, such as congestive heart failure,
hypertension, age ≥ 75 years, diabetes mellitus, prior stroke or transient ischaemic attack. Treatment of deep vein thrombosis (DVT) and
pulmonary embolism (PE) and for the prevention of recurrent DVT and PE (see PRECAUTIONS for haemodynamically unstable PE patients).
In combination with aspirin, for the prevention of major cardiovascular events (composite of stroke, myocardial infarction and cardiovascular
death) in patients with coronary artery disease (CAD) and/or peripheral artery disease (PAD). DOSAGE AND ADMINISTRATION: Prevention
of VTE in total hip replacement (treatment for up to 5 weeks), and total knee replacement (treatment for up to 2 weeks); 10mg once daily.
Stroke prevention in atrial fibrillation, 20 mg once daily (15 mg once daily for patients with creatinine clearance 15-49 mL/min).Treatment of
DVT and PE and for the prevention of recurrent DVT and PE; 15 mg tablet twice daily for the first 3 weeks followed by 20 mg tablet once daily.
Following completion of six to twelve months therapy, based on an individual assessment of the risk of recurrent DVT or PE against the risk of
bleeding, dose reduction to 10 mg once daily may be considered. CAD and/or PAD; 2.5 mg twice daily in combination with aspirin 100 mg
once daily. Xarelto 15 mg and 20 mg tablets should be taken with food. Xarelto 2.5 mg and 10 mg tablets may be taken with or without food.
Tablets may be crushed and administered orally (mixed with water or applesauce) or given through gastric tubes. See Data Sheet for full details.
CONTRAINDICATIONS: Hypersensitivity to rivaroxaban or to any of the excipients, clinically significant active bleeding, lesions at increased
risk of clinically significant bleeding and patients with spontaneous impairment of haemostasis, significant hepatic disease which is associated
with coagulopathy, undergoing dialysis or severe renal impairment with a creatinine clearance < 15 mL/min, concomitant treatment with strong
inhibitors of both CYP 3A4 and P-glycoprotein, pregnancy, lactation. PRECAUTIONS: Increased bleeding risk such as general haemorrhagic risk
(see Data Sheet for list), renal impairment, hepatic impairment, surgery and interventions, spinal/epidural anaesthesia or puncture, patients with
prosthetic valves (not recommended), haemodynamically unstable PE patients or patients who require thrombolysis or pulmonary embolectomy,
patients with non-valvular atrial fibrillation who undergo PCI with stent placement (limited data), lactose intolerance, patients with active cancer
(see datasheet for details). CAD and/or PAD; patients with haemorrhagic or lacunar stroke (should be avoided), ischaemic non-lacunar stroke
(should be avoided in first month after stroke), CAD with severe symptomatic heart failure. INTERACTIONS WITH OTHER MEDICINES:
Care to be taken if concomitantly used with medicines affecting haemostasis; increased risk of bleeding with concomitant administration with
selective serotonin reuptake inhibitors (SSRIs), serotonin and norepinephrine reuptake inhibitors (SNRIs), non-steroidal anti-inflammatory drugs
(NSAIDs), platelet aggregation inhibitors, other anticoagulants. Strong inhibitors of both CYP3A4 and P-gp. ADVERSE EFFECTS: Please refer
to Data Sheet for a complete list. Common adverse reactions (≥ 1/100 to < 1/10) include post procedural, eye, GI tract and urogenital tract
haemorrhage, haemoptysis, increased transaminases, gingival bleeding, constipation, diarrhoea, dyspepsia, nausea, vomiting, pyrexia, oedema
peripheral, confusion, pain in extremity, gastrointestinal and abdominal pain, headache, fever, decreased general strength and energy, contusion,
dizziness, epistaxis, haematoma, anaemia, renal impairment and ecchymosis, cutaneous and subcutaneous haemorrhage, hypotension, rash and
pruritus. Less frequent but serious adverse reactions include: urticaria, cerebral and intracranial haemorrhage, jaundice, angioedema, allergic
oedema, cholestasis, hepatitis and thrombocytopaenia. Based on DS: 20 May 2021.
Xarelto 10 mg, 15 mg and 20 mg tablets are fully funded – no special authority. Xarelto 2.5 mg tablets are not funded and
are not marketed by Bayer in New Zealand. This medicine has risks and benefits. Before prescribing, please review Data Sheet for further
information. Full Data Sheet is available from www.medsafe.govt.nz or Bayer New Zealand Limited, B:HIVE, Smales Farm, 74 Taharoto Rd,
Takapuna, Auckland 0622.Telephone 0800 233 988.
PP-XAR-NZ-0097-3. TAPS NA 13163. August 2021. BY10496.
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For more information, please go to www.medsafe.govt.nz
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Summary: The Dutch pragmatic, cluster-randomised,
controlled UPCARE study assessed the effect of CRP
point-of-care testing (CRP POCT) on antibiotic prescribing
versus usual care without CRP POCT in 241 nursing home
residents with suspected lower respiratory tract infections.
Antibiotics were prescribed at initial consultation for
84 (53.5%) intervention and 65 (82.3%) control patients (OR
4.93; 95% CI 1.91-12.73). The between-group difference in
prescribing from initial consultation to follow-up was 23.6%.
Full recovery rates at 3 weeks (86.4% vs 90.8%), all-cause
mortality rates (3.5% vs 1.3%) and hospital admission rates
(7.2% vs 6.5%) did not significantly differ between groups.
Comment: POC CRP testing, judging on the number
of studies that I have seen, is particularly popular in
the Netherlands and Scandinavia, as part of antibiotic
stewardship. This study, along with several paediatric
papers that I have read, shows its value in differentiating
between bacterial and viral infection in the elderly.
It demonstrated that point-of-care CRP measurement
in the control group versus usual care resulted in a
reduction of antibiotic prescribing without affecting
nursing home mortality, hospital admission, or length
of recovery.
Reference: BMJ 2021;374:n2198
Abstract

Coffee consumption and
incident tachyarrhythmias:
Reported behavior, mendelian
randomization, and their
interactions
Authors: Kim EJ et al.
Summary: This prospective cohort study assessed the
association between coffee consumption and the risk of
arrhythmias. Data for 386,258 individuals (mean age,
56 years; 52.3% female) were retrieved from the UK
Biobank. Over a mean follow-up of 4.5 years, 16,979
participants developed an incident arrhythmia. After
adjustment for confounding factors, each additional cup of
habitual coffee consumed was associated with a 3% lower
risk of incident arrhythmia (HR 0.97; 95% CI 0.96-0.98;
p < 0.001). In analyses of different arrhythmia subtypes,
similar associations were observed for atrial fibrillation
and/or flutter (HR 0.97; 95% CI 0.96-0.98; p < 0.001) and
supraventricular tachycardia (HR 0.96; 95% CI 0.94-0.99;
p = 0.002).
Comment: When I was a medical student (more
years ago than I wish to remember) it was “common
knowledge” that coffee ingestion was associated with
“palpitations”. It was doctrine. Like many other sacred
cows in medicine, e.g., peptic ulceration caused by
stress, beta-blockers contraindicated in COPD, asthma
requiring regular use of short-acting beta-blockers,
this study shows that habitual coffee consumption is
associated with a lower risk of cardiac arrhythmias.
Another one bites the dust.
Reference: JAMA Intern Med. 2021;181(9):1185-1193
Abstract
a RESEARCH REVIEW™ publication
2

GP

RESEARCH REVIEW

™

Recent cannabis use and
myocardial infarction in young
adults: A cross-sectional study
Authors: Ladha KS 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

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 cross-sectional analysis of pooled
data from the 2017 and 2018 American Behavioral
Risk Factor Surveillance System surveys examined the
relationship between recent cannabis use and history of
myocardial infarction (MI) in 33,173 (weighted population
18.5 million) young adults (18-44 years). Recent cannabis
use was reported by 4610 (3.2 million weighted)
respondents (17.5%, 95% CI 16.8%-18.2%). MI was
more frequent among recent cannabis users versus
nonusers (1.3% vs 0.8%; adjusted OR [aOR] 2.07;
95% CI 1.12-3.82) and was associated with cannabis use
of >4 times per month (aOR 2.31; 95% CI 1.18-4.50), and
consumption by smoking (aOR 2.01; 95% CI 1.02-3.98).
Comment: Interesting. An MI between the ages of
18 and 44 years is rare, to say the very least. This
study demonstrated that a history of using cannabis
>4 times a month more than doubled the risk of MI,
which was also more prevalent among recent users.
Reference: Can Med Assoc J. 2021;193(35):
E1377-E1384
Abstract

Effectiveness of empowermentbased intervention on HbA1c
and self-efficacy among cases
with type 2 diabetes mellitus:
A meta-analysis of randomized
controlled trials
Authors: Chen Y et al.
Summary: This meta-analysis examined the effect of
empowerment-based interventions on glucose control and
psychosocial self-efficacy in people with type 2 diabetes
mellitus based on 15 trials including 2234 patients of
which five studies included 671 cases of psychosocial selfefficacy, and four studies included 622 cases of diabetes
knowledge. Compared to routine care, empowermentbased intervention was associated with reduced glycated
haemoglobin levels (standard mean difference [SMD] -0.20;
95% CI -0.31 to -0.08; p < 0.001), increased diabetes
empowerment scores (SMD 0.24; 95% CI 0.10-0.37;
p < 0.001), and increased diabetes knowledge scores
(SMD 0.96; 95% CI 0.55-1.36; p < 0.001).
Comment: Patient empowerment in the management
of any medical condition has a direct relationship to
the level of disease literacy, and to patient compliance.
It was no surprise to see in this study, improvement of
diabetes knowledge, which no doubt was the cause
and not the result of reduced glycated haemoglobin
levels and increased empowerment scores. I do not
know of any condition where patient empowerment
is more important than for adequate management of
diabetes.
Reference: Medicine (Baltimore) 2021;100(38):
e27353
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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Initial treatment with a single pill containing
quadruple combination of quarter doses of
blood pressure medicines versus standard dose
monotherapy in patients with hypertension
(QUARTET): A phase 3, randomised,
double-blind, active-controlled trial
Authors: Chow CK et al.
Summary: The Australian multicentre, double-blind, parallel-group, randomised,
phase III QUARTET trial compared the efficacy of a polypill containing quarter doses
of four blood pressure-lowering drugs (irbesartan 37.5 mg, amlodipine 1.25 mg,
indapamide 0.625 mg, and bisoprolol 2.5 mg) with a standard dose irbesartan
150 mg monotherapy in 591 patients with hypertension for 12 weeks. Additional
medications could be added in both groups if needed, starting with amlodipine 5 mg.
Mean systolic BP was 6.9 mm Hg lower with the polypill than with monotherapy
at 12 weeks (p < 0.0001), and rates of blood pressure control (<140/90 mm Hg)
were better (76% vs 58%; p < 0.0001) despite fewer patients in the polypill group
taking additional blood pressure-lowering medications (15% vs 40%). The number
of adverse event-related treatment withdrawals did not differ between groups (4.0%
vs 2.4%). Among 417 patients who continued with their allocated treatment for
1 year, up-titration was more common in controls.
Comment: Adherence to treatment is a major part of success in the
treatment of hypertension and the more complex the treatment regime,
the less likely the compliance. In my experience, it is not unusual to require
more than one antihypertensive to achieve adequate blood pressure levels
and sometimes up to three medications may be needed. This study looked at
the outcome of prescribing a “Quad” pill containing an angiotensin receptor
antagonist (ARA), a calcium channel blocker, a diuretic, and a beta-blocker, all in
sub-optimal dosages (intervention group), against a similar in appearance ARA
at a therapeutic dose (control). The study used hypertensive patients who were
untreated or were uncontrolled on monotherapy. Additional therapy was allowed
to be added to both groups to achieve blood pressure control. And the long
and short result, the polypill won in effectiveness, with a reduction in additional
measures, acceptance, with no change in adverse events.

Effect of antibiotic-prescribing feedback to
high-volume primary care physicians on number of
antibiotic prescriptions: A randomized clinical trial
Authors: Schwartz KL et al.
Summary: This Canadian, three-arm, randomised, clinical trial evaluated peer-comparison audit
and feedback to 3465 high-prescribing primary care physicians (69.4% male; 61.1% were
≥25 years from graduation) and the effectiveness of targeted messaging on the avoidance of
unnecessary antibiotic prescriptions and long-duration prescribing. At baseline, physicians sent a
letter on antibiotic treatment initiation prescribed an average of 988 prescriptions and those sent a
letter on prescribing duration prescribed an average of 1000 antibiotic prescriptions. At 12 months
post-intervention, these physicians prescribed an average of 849 and 851 antibiotic prescriptions.
Compared with controls, the relative risk (RR) in those sent the initiation letter was 0.96 (97.5% CI
0.92-1.01; p = 0.06) while in those sent the duration letter the RR was 0.95 (97.5% CI 0.91-1.00;
p = 0.01) with an average of 42 fewer antibiotic prescriptions over 12 months. At baseline, physicians
who received the duration letter prescribed an average of 332 prolonged-duration prescriptions
at a cost of $14,470. After the intervention there was an 8.1% reduction in prolonged-duration
prescriptions (RR 0.92; 97.5% CI 0.87-0.97; p < 0.001), and a 6.1% relative reduction in antibiotic
drug costs (RR 0.94; 97.5% CI 0.89-0.99; p = 0.01). This equated to an average of 24 fewer
prolonged-duration prescriptions and $771 in drug cost savings per physician over 12 months.
Comment: This is a message that New Zealand’s BPAC have been delivering, not only for
antibiotic prescribing, but for prescribing in general to NZ GPs. It is easy as to refer to the annual
report to see where your prescribing lies in relation to peers. The outcome of this is not known,
but a mailed individualised letter to outliers in many parameters may be an effective follow-up to
the report. As BPAC is no longer contracted by Pharmac, this will probably not be able to happen.
Reference: JAMA Intern Med. 2021;181(9):1165-1173
Abstract

Reference: Lancet 2021;398(10305):1043-1052
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.

Breo:
25% more patients had
improved asthma control vs. other
ICS/LABAs in everyday practice1
When stepping up from an ICS, Breo (FF/VI 100/25 mcg)
is recommended2

Breo is well tolerated. Most common adverse events
are nasopharyngitis and headache.
References: 1. Woodcock A et al. Lancet 2017;390:2247–2255. 2. GlaxoSmithKline New Zealand. Breo Ellipta Data
Sheet. GSK NZ; 2018. Available at https://medsafe.govt.nz/profs/datasheet/b/breoelliptainhalation.pdf.
Breo Ellipta (fluticasone furoate/vilanterol trifenatate inhaler 100/25mcg per inhalation) is a Prescription Medicine.
Breo Ellipta is indicated for the regular treatment of asthma in adults and adolescents aged 12 years and older where
use of a combination product (long-acting beta2 agonist and inhaled corticosteroid) is appropriate. Breo Ellipta is
also indicated for symptomatic treatment of adult patients with COPD with a FEV1<70% predicted normal (postbronchodilator) and with an exacerbation history. Breo Ellipta 100/25mcg is a fully funded medicine. Breo Ellipta
200/25mcg is a private purchase medicine (dose indicated in asthma only); a prescription charge will
apply. Maximum Daily Dose: In asthma adults and adolescents aged 12 years and over: One inhalation once daily. In
COPD adults aged 18 years and over: One inhalation once daily. Contraindications: Patients with severe milk-protein
allergy or those who have hypersensitivity to fluticasone furoate, vilanterol or any excipients. Side Effects: Candidiasis of
mouth and throat, headache, nasopharyngitis, oropharyngeal pain, sinusitis, pharyngitis, rhinitis, cough, dysphonia, upper

respiratory tract infection, bronchitis, influenza, abdominal pain, arthralgia, back pain, pyrexia, fractures. Warnings and
Precautions: Not to be used for the treatment of acute asthma symptoms or an acute COPD exacerbation, for which
a short-acting bronchodilator is required. Paradoxical bronchospasm may occur. Use care when co-administering with
strong CYP3A4 inhibitors (e.g. ketoconazole), beta-blockers and in patients with severe cardiovascular disease, hepatic
impairment, pulmonary tuberculosis, or in patients with chronic untreated infections. Physicians should remain vigilant for
the possible development of pneumonia in patients with COPD as the clinical features of such infections overlap with the
symptoms of COPD exacerbations. The incidence of pneumonia and fractures in patients with asthma was uncommon.
Before prescribing Breo Ellipta, please review the data sheet for information on dosage, contraindications, precautions,
interactions and adverse effects. The data sheet is available at www.medsafe.govt.nz. Breo and Ellipta are registered
trade marks of the GlaxoSmithKline group of companies. Breo Ellipta was developed in collaboration with Innoviva Inc.
Marketed by GlaxoSmithKline NZ Limited, Auckland. Adverse events involving GlaxoSmithKline products should
be reported to GSK Medical Information on 0800 808 500. TAPS DA2028AM-PM-NZ-FFV-ADVT-20JUN0006.

For more information, please go to www.medsafe.govt.nz
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Medical cannabis or cannabinoids for chronic noncancer and cancer related pain: A systematic review
and meta-analysis of randomised clinical trials
Authors: Wang L et al.
Summary: This systematic review and meta-analysis examined the benefits and harms
of medical cannabis and cannabinoids for chronic pain based on 32 trials (29 placebo
controlled) including 5174 adult patients. Non-inhaled medical cannabis generated only a
small increase over placebo in the proportion of patients experiencing at least a minimally
important difference (MID) in pain relief (1 cm on 10 cm VAS); modelled risk difference was
10% (95% CI 5-15). Oral medical cannabis produced a very small improvement in physical
functioning (risk difference 4%; 95% CI 0.1-8) MID of ≥10 points on 100-point SF-36
Physical Functioning scale, and a small improvement in sleep quality (risk difference 6%;
95% CI 2-9) MID of 1 cm on a 10 cm VAS. With high certainty the analysis concluded that
oral medical cannabis did not improve emotional, role, or social functioning. The analysis
suggests with moderate certainty that oral medical cannabis results in a small increased
risk of transient cognitive impairment (risk difference 2%; 95% CI 0.1-6), vomiting
(risk difference 3%; 95% CI 0.4-6), drowsiness (risk difference 5%; 2-8), impaired attention
(risk difference 3%; 95% CI 1-8), and nausea (risk difference 5%; 95% 2-8), and with high
certainty increased risk of dizziness (risk difference 9%; 5-14) in trials with <3 months
follow-up; for trials with ≥3 months of follow-up the risk difference was 28% (95% CI
18-43).
Comment: This paper, a meta-analysis, along with a number of individual ones that
I have seen in “mainstream” medical literature has also come to the conclusion that
non-inhaled medicinal cannabis and cannabinoids have little effect on chronic pain relief
as compared to placebo. This seems to be irrespective of dose. This is in contrast to the
accolades that seem to continue in mainstream public media.
Reference: BMJ 2021;374:n1034
Abstract

Hepatitis C: A virus we can cure*
Treatment in Primary Care

Welcome to the full ElimIn8 Educational Series on Hepatitis C.
The series consists of three short audio podcasts where health
professionals discuss the role of primary care in the elimination of
Hepatitis C from New Zealand.
You may have listened to some of these podcasts already but if not
you can find them all in one place by clicking on the link below.
LISTEN TO THE
SERIES

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.
GPs: COMPLETE
THIS MODULE AT
• Strategies for healthcare professionals
NO COST
to help prevent substance
impaired driving.
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by Dr Chris Tofield

Acupuncture reduced the medical expenditure
in migraine patients
Authors: Tsai S-T et al.
Summary: This retrospective analysis of data from a Taiwanese 10-year national
cohort study (2000-10) examined the effect of acupuncture in reducing medical
expenditure and resources used for migraine sufferers. Migraine patients receiving
acupuncture had reduced medical expenditures on emergency care and hospitalisation
than patients who did not receive acupuncture.
Comment: Rather than look at the already proven efficacy of acupuncture in
migraine, this study compared emergency medical expenditure by migraineurs
with and without acupuncture treatment. Both groups also received standard
prophylactic medication for migraines. Perhaps unsurprisingly, emergency medical
costs in the acupuncture group were less than in the no-acupuncture group.
Whether this would be offset by the cost of the acupuncture itself is unknown.
Reference: Medicine (Baltimore) 2020;99(32):e21345
Abstract

Comparative efficacy and dysmenorrhea
score of 6 object-separated moxibustions
for the treatment of Chinese patients with
dysmenorrhea
Authors: Wu Z-X et al.

ElimIn8 Educational Series on Hepatitis C

(*Cure means no detectable HCV RNA is found in a
blood test taken 12 weeks after treatment has finished.)

EVIDENCE-BASED NATURAL HEALTH

Summary: This systematic review and network meta-analysis compared and ranked
different moxibustion methods for treatment of primary dysmenorrhoea based on
56 RCTs (n = 5550) comparing six object-separated moxibustion therapies versus
acupuncture or oral medicine. 42.8% of the trials were rated as having a high risk of
bias, 55.4% as moderate, and 1.8% as low; certainty of the evidence was moderate.
All moxibustion methods were more effective than ibuprofen, with moxibustion at the
navel being the most effective (OR 6.75; 95% CI 3.58-13.22). For pain relief, mild
moxibustion was more effective than others (mean difference -1.42; 95% CI -4.24
to 0.85).
Comment: I confess I know very little about moxibustion, a traditional Chinese
medicine that involves burning dried mugwort (Artemisia vulgaris) on various
parts of the body. Enter this meta-analysis on moxibustion for dysmenorrhoea.
Although results showed moxibustion to be more effective than ibuprofen, a fairly
high ‘risk of bias’ rating given by the authors of this paper does call these results
into question.
Reference: Medicine (Baltimore). 2021;100(26):e26185
Abstract
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