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Condition-related predictors of successful transition from 
paediatric to adult care among adolescents with type 1 
diabetes
Authors: Mistry B et al.

Summary: This research reported factors associated with subsequent clinic nonattendance for adult diabetes treatment in 
136 patients with type 1 diabetes after they had completed a structured transition clinic prior to age 18 years. Participants 
lost to follow-up (n=43) were more likely to have: i) been diagnosed with diabetes at age <12 years; ii) been receiving insulin 
twice or three times daily rather than by pump or MDIs; iii) a higher HbA1c level; iv) fewer diabetes physician visits in the year 
before their transition clinic visit; and v) not asked questions at their transition clinic visit.

Comment: Late adolescence is a vulnerable time for anyone, and especially challenging for those with type 1 diabetes. 
The transition from a paediatric service to an adult service raises many challenges. The style and intensity of the contact 
is frequently very different, and there is a high risk that the young adults may either disengage with diabetes teams or 
become less focused on their diabetes control. This study from Canada identified several factors that could be identified 
in advance of transition, which predict those who may drop out of the system and therefore may warrant greater input 
or a different approach. Perhaps not surprisingly, these factors are reflective of less attention or engagement even within 
the paediatric service. I suspect that similar traits would apply to those with type 2 diabetes.

Reference: Diabet Med 2015;32(7):881–5
Abstract

Welcome to issue 97 of Diabetes and Obesity Research Review.
This issue begins with research identifying some factors that hamper the transition from paediatric to adult patient diabetes 
management. I have included two papers, a large observational cohort study and a meta-analysis, on the impact of SSBs 
(sugar-sweetened beverages) on the development of type 2 diabetes, which is followed by NZ research reporting estimated 
mortality benefits associated with taxing such beverages and other unhealthy foods and subsidising healthy dietary options. 
There is also a concerning paper on the large amount of RCT data on glucose-lowering drugs that come from a relatively small 
group of authors, many of whom are employees of, or received sponsorship from, commercial companies.

Thank you for all your feedback – I look forward to your input on the included papers and other relevant research.

Best regards,

Associate Professor Jeremy Krebs  
jeremykrebs@researchreview.co.nz
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Obesity is associated with a number of risk factors and comorbidities. Pharmacotherapy for weight loss can be a useful adjunct to lifestyle change for obese patients who have been unsuccessful with diet and exercise alone. This review discusses the indications for the use of Phentermine (DuromineTM) in the medical management of obesity. Phentermine is approved but not subsidised for the treatment of obesity in New Zealand. 

Incidence and prevalence of obesity in NZObesity is a chronic disease which has reached epidemic proportions and is a major public health problem in developed countries.1 In New Zealand, one in three adults (31%) are now obese (i.e. body mass index [BMI] ≥30 kg/m2) and the prevalence appears to be increasing year-by-year (Figure 1).2 More than two-thirds (68%) of Pacific adults and almost half (48%) of Māori adults are obese.2 Of particular concern is the early age of onset of obesity in these groups. More than one in four Pacific children (27%) and almost one in five Māori children (19%) are obese.2 
Obesity rates are significantly higher among New Zealanders living in socioeconomically deprived areas. Adults living in the most deprived communities are one and a half times more likely to be obese than adults living in the least deprived communities.2 This difference is even greater for children, with those living in the most deprived areas three times more likely to be obese than children living in the least deprived areas.2 These findings are not explained by differences in ethnicity, age, or gender.

Figure 1. The number of obese adults in NZ continues to increase2 

Burden of obesity: diabetes and beyond
Obesity is associated with a wide range of metabolic and cardiovascular conditions such as type 2 diabetes, hypertension, hyperlipidaemia and atherosclerosis.3-6 Excess weight is the most prevalent risk factor for cardiovascular disease.5 Obesity predisposes to several types of cancer7 and is also related to non-life-threatening diseases including psychiatric disorders, arthritis and sleep apnoea.8 Compared to having a body weight in the healthy range, a person who is obese can be expected to die two to four years earlier and a person who is morbidly obese (i.e. a BMI >40 kg/m2) can be expected to die eight to ten years earlier.9

There is a significant relationship between obesity and type 2 diabetes. An increase in weight, particularly around the abdominal region (intra-abdominal or visceral adiposity), has a negative effect on insulin action and increases insulin resistance, the hall mark of pre-diabetes and the metabolic syndrome.10 Insulin resistance is associated with non-alcoholic fatty liver disease, hyperuricemia and gout, dyslipidaemia with small dense LDL particles, and increased risk for cardiovascular disease and stroke.11However, studies indicate even a moderate reduction in body weight can lead to improvements in obesity-associated metabolic disturbances, such as insulin resistance and impaired glucose tolerance.10  
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 2012/13 2011/12 2006/07
Percent (%) 31.3# 28.6 26.5

Adjusted rate ratio (2012/13)
Men vs women 0.9
Māori vs non-Māori 1.8 *
Pacific vs non-Pacific 2.4 *
Asian vs non-Asian 0.4 *
Most vs least deprived 1.5 *
#There has been a statistically significant change since 2011/12.*There is a statistically significant difference between the two groups. Age group (years)

In 2012/13, this was an estimated 1,115,000 adults
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Independent commentary by Associate Professor Jeremy Krebs, an 
endocrinologist with a particular interest in obesity and diabetes. He is an Associate Professor 
with the University of Otago, and Director of the Clinical Research Diploma at Victoria 
University. As well as clinical and teaching activities, Assoc Prof Krebs maintains active 
research interests in the area of obesity and diabetes, with a focus on nutritional aspects, 
bariatric surgery and diabetes service delivery. 

FOR FULL BIO CLICK HERE.
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Incidence and remission of type 2 diabetes in relation to 
degree of obesity at baseline and 2 year weight change
Authors: Sjöholm K et al.

Summary: This analysis of the SOS (Swedish Obese Subjects) study assessed the rates of incidence and remission of 
type 2 diabetes in 3485 obese individuals receiving bariatric surgery or conventional treatment, classified by baseline 
BMI categories (<35, 35–40, 40–45 or ≥45  kg/m2) and five weight-change categories (increase ≥1 BMI unit,  
no change [<1 BMI unit change], minor reduction [–1 to –9 BMI units], medium reduction [–10 to –14 BMI units], 
major reduction [<–15 BMI units]) at 2  years. Diabetes incidence rates in the no-weight-change group for the 
respective four baseline BMI categories were 5.5%, 7.4%, 8.3% and 5.2%. In those who attained a minor reduction 
in weight with initial BMIs of 35–40, 40–45 and ≥45  kg/m2, the respective rates were 1.3%, 1.2% and 3.4%.  
In both the medium- and major-weight-reduction groups, the diabetes incidence rates were ≤0.5%. In those with 
baseline diabetes, remission rates were 15.3–26.9% in the no-weight-change group, 48.1–70% in the minor-
weight-reduction group and 77–97% in the medium- and major-weight-reduction groups.

Comment: The benefits of bariatric surgery on metabolic health have been widely reported and are frequently 
the primary reason for patients pursuing surgery. There is no doubt that surgery is a highly effective way of 
improving diabetes, but claims of cure have become more tempered as more rigorous and consistent definitions 
have been employed. These data from the largest and longest study of bariatric surgery, the SOS, shed further 
light on the relationships between diabetes outcomes and baseline level of obesity and degree of weight loss. 
Remembering that in the SOS study there were several different types of operations performed, it is interesting 
that even over 2 years, there was still a significant incidence of diabetes if weight loss achieved was minimal. 
Of note, the remission of diabetes was related to weight lost, but independent of baseline BMI, which perhaps 
highlights the variability of the relationships between weight, insulin resistance and β-cell function, but a 
consistency of improvement with weight loss. It would be interesting to see data beyond 2 years and whether 
these relationships persist.

Reference: Diabetologia 2015;58(7):1448–53
Abstract

Weight change in the first  
2 months of a lifestyle 
intervention predicts weight 
changes 8 years later
Authors: Unick JL et al., and the Look AHEAD Research Group 
Summary: The relationship between early and sustained 
bodyweight loss was explored in 2290 Look AHEAD trial 
participants with type 2 diabetes enrolled in a behavioural weight 
loss intervention. Compared with bodyweight losses at 1 month of 
<2%, losses of 2–4% and >4% were associated with significantly 
increased likelihoods of achieving ≥5% weight loss at 4 years 
(respective odds ratios 1.62 [95% CI 1.32, 1.98] and 2.79 [2.21, 
3.52]) and at 8 years (1.28 [1.05, 1.58] and 1.77 [1.40, 2.24]). 
Similarly, compared with bodyweight loss of <3% at 2 months, loss 
of 3–6% increased the likelihood of achieving >5% weight loss at 
4 years (odds ratio 1.85 [95% CI 1.48, 2.32]), and loss of >6% 
increased the likelihoods of achieving >5% weight loss at 4 and 
8 years (3.85 [3.05, 4.88] and 2.28 [1.81, 2.89], respectively). 
Adherence differences between weight loss categories were seen 
as early as 2 months.

Comment: It is well documented that long-term success 
with diet and lifestyle interventions on bodyweight is limited. 
However, there are those who are able to achieve and maintain 
clinically meaningful weight loss. Identifying these individuals 
early and maximising their benefits whilst redirecting those 
who are unlikely to do well to alternative approaches would 
help to improve cost effectiveness of lifestyle programmes 
and overall outcomes. This report from the Look AHEAD study 
demonstrates very clearly that weight loss at 2 months of 
the intervention programme predicted weight loss at year 8. 
Although useful conceptually, translating this into thresholds 
for clinical advice is more challenging, as weight, weight loss 
and metabolic benefits are all continuous variables. How do 
you choose where to place your cutoff for who to invest in and 
who not to?

Reference: Obesity 2015;23(7):1353–6
Abstract

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

Time spent reading this publication has been approved for CME for Royal New Zealand College of 
General Practitioners (RNZCGP) General Practice Educational Programme Stage 2 (GPEP2) and the 
Maintenance of Professional Standards (MOPS) purposes, provided that a Learning Reflection Form 
is completed. Please CLICK HERE to download your CPD MOPS Learning Reflection Form. 

One form per review read would be required. 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.

http://www.researchreview.co.nz
http://www.medsafe.govt.nz
http://link.springer.com/article/10.1007/s00125-015-3591-y/fulltext.html
http://onlinelibrary.wiley.com/doi/10.1002/oby.21112/full
http://www.medsafe.govt.nz
http://www.researchreview.com/RR/media/Public-Documents/PDF/NOMI9428-NovoMix30_NZReview_PI_FA.pdf
http://www.researchreview.com/RR/media/Public-Documents/PDF/2014-CPD-MOPS-Learning-Reflection-Form-alias.pdf
http://www.nurse.org.nz/continuing-nursing-education-cne-template.html
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Insulin pump therapy, multiple 
daily injections, and cardiovascular 
mortality in 18 168 people with  
type 1 diabetes
Authors: Steineck I et al., the Swedish National Diabetes Register

Summary: This observational study investigated the long-term effects 
of insulin pump therapy (n=2441) versus MDIs (n=15,727) on CV 
disease and mortality in Swedish registry patients with type 1 diabetes 
followed for 114,135 person-years. Compared with MDIs, insulin pump 
use was associated with significantly lower risks of fatal CHD (adjusted 
HR 0.55 [95% CI 0.36, 0.83]), fatal CHD or stroke (0.58 [0.40, 0.85]) 
and death from any cause (0.73 [0.58, 0.92]); the risks for fatal or 
nonfatal CHD and fatal or nonfatal CV disease were nonsignificantly 
lower. Similar results were seen in subgroup analyses with lower BMI 
and previous CV disease excluded.

Comment: The use of insulin pumps for people with type 1  
diabetes is increasing in NZ as funding for pumps and consumables 
has become available, making these accessible for people who 
previously could not afford them. There are data to support pumps 
facilitating improved glycaemic control and also in reducing 
hypoglycaemia. Whilst we might extrapolate these findings to 
suggest improvements in long-term micro- and possibly 
macrovascular complications, this present study is the first that I 
have seen to relate pump use to CV morbidity and mortality. It used 
a large practice registry in Sweden to compare outcomes between 
pump users and those using MDIs, and showed significantly 
reduced mortality in pump users. On the surface this confirms 
the expected findings based on HbA1c level and hypoglycaemia 
reductions. However, these types of studies are extremely likely to 
be confounded by selection bias. For example, individuals who are 
more proactive about their healthcare and more focused on good 
control and risk management are more likely to seek an insulin 
pump. These traits are likely to also influence their other healthcare, 
and therefore their outcomes, so we must interpret these data with 
caution. 

Reference: BMJ 2015;350:h3234
Abstract

Productivity of authors in the field of diabetes
Authors: Holleman F et al.

Summary: These researchers sought to determine whether a small group of highly prolific authors dominate 
trials on glucose-lowering drugs. Of 3782 articles identified from 13,592 authors, the top 110 authors were 
named in 32.4% and published 991 RCTs, with a median 20 RCTs per author. Forty-eight of these authors were 
employed by a pharmaceutical company, and of their 991 RCTs, 906 received commercial sponsorship and 
439 acknowledged medical writing assistance. Among articles that could be assessed for conflicts of interest 
(n=704), only 6% were considered to be fully independent. The top 11 authors were named in 10.5% of articles 
and published 354 RCTs, with a median 42 RCTs per author.

Comment: This is a very interesting study. Randomised controlled clinical trials are regarded as the highest 
level of evidence for the efficacy and safety of a drug or intervention, and are therefore an important part 
of the assessment of new treatments, informing patients, clinicians and funders alike. Clinical trials are 
very expensive to conduct, particularly when addressing long-term clinical outcomes such as CV events. 
Therefore, rightly or wrongly, we have become heavily dependent on the large pharmaceutical companies to 
fund and conduct them. There is therefore an enormous risk of conflict of interest in terms of the design of 
the trials, patient inclusion criteria and specific outcomes measured being influenced to increase the chance 
of favourable results. This can be reduced by use of independent academic investigators, who are then also 
likely to be authors on the published manuscripts. The finding of this study that a very small group of authors 
appear on a very large number of clinical trial papers is of some concern. Of greater concern though is that 
many of these are direct employees of the pharmaceutical companies. We are all vulnerable to the way in 
which results are presented to us. A neutral study can be presented in such a way that is factually correct, 
but leaves the reader taking a different message. To some extent the peer review process provides some 
check to this, but is not fool-proof. The observations of this study concern me.

Reference: BMJ 2015;351:h2638
Abstract 

References: 1. January 2012. Update New Zealand Pharmaceutical Schedule – Looking Forward. 2. Lantus Data Sheet, 26 August 2010. 3. Lepore M, et al. Diabetes 2000:2142-2148. 4. Bazzano L.A. et al. 
Diabetic Medicine 2008;25:924-932. 5. Horvath K, et al. Long acting insulin analogues vs NPH insulin (Human isophane insulin) for type 2 Diabetes Mellitus. Cochrane Review, 2009.  

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 -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, Level 8, James & Wells Tower, 56 Cawley Street, Ellerslie, Auckland. 
Lantus® is a Funded Medicine. TAPS PP4496 GLA11.12.002

Lantus® (insulin glargine) is now fully funded for Type 2 
diabetes patients requiring insulin.1,2
• Once daily Lantus delivers 24-hour peakless efficacy.2,3

• There is no pronounced peak, and less risk of symptomatic and nocturnal   
 hypoglycaemic events than NPH in T2D patients.2,4,5

 For prescribing information, visit www.medsafe.govt.nz
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Prospective associations and 
population impact of sweet 
beverage intake and type 2  
diabetes, and effects of 
substitutions with alternative 
beverages
Authors: O’Connor L et al.

Summary: This UK study assessed the association of SSBs, artificially 
sweetened beverages and fruit juice with incident type 2 diabetes 
using 7-day food diaries from 25,639 adults without diabetes at 
baseline enrolled in the EPIC-Norfolk study. After 10.8  years of 
follow-up, 847 incident type 2 diabetes cases occurred, and Cox 
regression analyses indicated associations with soft drinks (HR per 
serving/day, 1.21 [95% CI 1.05, 1.39]), sweetened milk beverages 
(1.22 [1.05, 1.43]) and artificially sweetened beverages (1.22 [1.11, 
1.33]), but not for sweetened tea/coffee (0.98 [0.94, 1.02]) or fruit 
juice (1.01 [0.88, 1.15]); adjustment for adiposity attenuated the 
association with artificially sweetened beverages (1.06 [0.93, 1.20]). 
A dose-response relationship existed with total sweet beverages  
(HR per 5% energy 1.18 [95% CI 1.11, 1.26]). Modelling the 
substitution of one serving per day of water or unsweetened tea/
coffee for soft drinks and sweetened-milk beverages reduced the 
incidence of type 2 diabetes by 14–25%.

Reference: Diabetologia 2015;58(7):1474–83
Abstract

Consumption of sugar sweetened 
beverages, artificially sweetened 
beverages, and fruit juice and 
incidence of type 2 diabetes
Authors: Imamura F et al.

Summary: These authors undertook a systematic review and meta-
analysis of studies reporting data on SSB, artificially sweetened 
beverages and fruit juice consumption in adults to estimate 
population-attributable fractions for diabetes. Data from 17 cohorts 
(38,253 cases; 10,126,754 person-years) revealed that the 
incidences of type 2 diabetes were significantly increased before 
and after adjustment for adiposity by 18% and 13%, respectively, 
with each daily SSB serving (no heterogeneity or bias evident), by 
25% and 8% with each daily artificially sweetened beverage serving 
(publication bias and residual confounding were indicated) and by 
5% and 7% with each daily fruit juice serving (with nonsignificance 
in two studies ascertaining type 2 diabetes objectively; p=0.008 
for heterogeneity). It was estimated that 11% and 5.8% of type 2  
diabetes events predicted over 10 years in the US and UK, 
respectively, would be attributable to SSB consumption (respective 
population-attributable fractions 8.7% and 3.6%).

Reference: BMJ 2015;351:h3576
Abstract

Comment: These two studies add to the growing evidence of 
an important contribution of SSBs to the incidence of diabetes. 
In the large prospective observational cohort study, perhaps the 
most surprising finding was an incidence as low as 3.3% over 
10 years. That aside, there is clear evidence that consumption 
of SSBs increases the risk of developing diabetes in a dose-
dependent manner. Notably this is independent of obesity. The 
meta-analysis of prospective observational studies includes data 
on over 10 million individuals, with remarkably similar findings 
overall, particularly that the increased risk is independent of 
obesity. These combined observations strengthen calls to limit 
SSB consumption. This would be very easy to target through 
regulation and taxation. They are not essential food items, they 
are easily defined and there is a clear substitute. At some point 
the weight of public opinion must tip the political balance to act, 
just as it eventually did with smoking. Want to take bets on this 
government being bold enough?

© 2015 RESEARCH REVIEW

Effects of health-related food taxes and subsidies on 
mortality from diet-related disease in New Zealand
Authors: Mhurchu CN et al.
Summary: These NZ researchers estimated the effects of five tax and subsidy regimens using a macrosimulation 
model based on household expenditure data, demand elasticities and population impact fractions for 18 diet-
related diseases in their econometric-epidemiological modelling study. They estimated a 19% reduction in all-cause 
mortality with a 20% subsidy on fruit and vegetables, and respective reductions of 5.0% and 6.8% by 20% taxes 
on the main dietary saturated fat and sodium sources. The reduction in all-cause mortality would increase to 8.1% 
if both these taxes and the fruit and vegetable subsidy were combined. The effects for Māori and low-income 
households were similar or greater in relative terms.

Comment: This NZ study adds further to the two previous studies on SSBs. This modelling study estimated 
the effect of subsidies and/or taxes on various food groups on mortality. It concluded that such high level 
intervention has the potential to have a significant impact on the health of NZ. The authors concluded that the 
findings add to the growing evidence to support food pricing policies, but that more work is required. I’m sure 
that more work would help to refine the estimates, but I would argue that collectively there is enough evidence 
that we should act now to introduce such food policies, measure the impact and refine the policy over time. 
The longer we sit on our hands, the fatter our nation gets.

Reference: PLoS One 2015;10(7):e0128477
Abstract

Birth weight and later life adherence to unhealthy 
lifestyles in predicting type 2 diabetes
Authors: Li Y et al.
Summary: The joint association of birthweight and established lifestyle risk factors in adulthood with incident 
type 2 diabetes was explored in a prospective cohort study of 149,794 individuals without diabetes, CV disease or 
cancer at baseline from the Health Professionals Follow-up Study, the Nurses’ Health Study and the Nurses’ Health 
Study II; there were 11,709 new type 2 diabetes cases during 20–30 years of follow-up. Each kilogram of lower 
birthweight and the presence of an unhealthy lifestyle factor were significantly associated with the development 
of type 2 diabetes (respective adjusted relative risks 1.45 [95% CI 1.32, 1.59] and 2.10 [1.71, 2.58]), and when 
these were combined, the risk was increased further (2.86 [2.26, 3.63]), indicating a significant additive interaction 
(p<0.001). The respective attributable proportions of this joint effect were 22%, 59% and 18% for lower birthweight 
alone, unhealthy lifestyle alone and their interaction.

Comment: I think this study is just a fancy way of saying that there is an interaction between the intrauterine 
environment and later lifestyle choices that combine to influence the risk of developing diabetes. Strengths 
of the study include the large numbers and long follow-up period, but there are important weaknesses in the 
nature of the variables included in the analysis. Birthweight on its own is a very crude measure of intrauterine 
effects, and it is interesting that macrosomia was not also important. The effects of parental factors are not 
specifically considered, other than through confounding of lifestyle factors, but not with respect to birthweight. 
Therefore, overall this is an interesting observation supporting a well-described theory, but not really adding to 
our understanding of the mechanisms at play.

Reference: BMJ 2015;351:h3672
Abstract

Effect of sitagliptin on cardiovascular outcomes in type 2 
diabetes
Authors: Green JB et al., for the TECOS Study Group
Summary: Patients with type 2 diabetes (n=14,671) were randomised to sitagliptin or placebo added to their 
existing therapy, with open-label as-needed antihyperglycaemic therapy encouraged. Median follow-up was  
3.0 years. Compared with placebo, sitagliptin was associated with a least-squares mean difference in HbA1c level 
of –0.29 percentage points. No difference was seen between the sitagliptin and placebo arms for the composite 
primary outcome (CV death, nonfatal myocardial infarction, nonfatal stroke or hospitalisation for unstable angina; 
11.4% vs. 11.6%; HR 0.98 [95% CI 0.88, 1.09]; criterion for noninferiority met), hospitalisation for heart failure 
(1.00 [0.83, 1.20]), acute pancreatitis (p=0.07) or pancreatic cancer (p=0.32).

Comment: The TECOS study is one of the large RCTs examining the effect of a DPP (dipeptidyl peptidase)-4 
antagonist on CV outcomes that we have been waiting for. This was not a small undertaking, recruiting almost 
15,000 patients, and many centres in NZ were involved in the study. The design of the study highlights some 
of the concerns I raised in the previous paper on authorship. In TECOS, the study design is noninferiority, or in 
other words showing that the active drug is no worse than its comparator – in this case placebo. Surely our 
objective in diabetes is to reduce CV events, which are the main cause of premature mortality, particularly if we 
are going to use a new expensive class of drugs. That said, it is reassuring to see in this very large study that 
sitagliptin did not increase the risk of CV events. DPP-4 agents are easy to use, have few side effects, do not 
cause hypoglycaemia and do not increase bodyweight. Therefore there are many reasons to include them in 
our toolkit; however, time will tell whether they actually do reduce CV events.

Reference: N Engl J Med 2015;373(3):232–42
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