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Beverage purchases from stores in Mexico under the excise 
tax on sugar sweetened beverages
Authors: Colchero MA et al.

Summary: These researchers analysed observational beverage purchase data from 6253 Mexican households providing 
205,112 observations to explore the impact of an excise tax imposed on SSBs. Compared with estimates of beverage 
purchases if the tax had not been introduced (counterfactual), a decrease of 6% on average, equating to 12mL per capita 
per day, was associated with the tax, and the decrease occurred at an increasing rate up to a 12% decline at the end of 
the 3-year evaluation period. Reductions in taxed beverage purchases were seen across socioeconomic groups, but were 
higher for low socioeconomic status, with an average decline of 9% increasing to 17% at the end of the evaluation period, 
compared with pretax trends. Untaxed beverage purchases (mainly bottled plain water) increased by 4% (36mL per capita 
per day) higher than the counterfactual.

Comment: There is general agreement that tackling obesity requires a broad approach, which includes education, 
personal modification of behaviour but also requires central and local government regulatory changes. However, the 
present government has held fast to an ideology that is not open to a tax on unhealthy food. The debate over a fat tax 
or sugar tax has gone on for several years, with claims from government that it won’t work or that there is no evidence 
that it would. Well Minister Coleman, I hope you read this review. Here is an observational study of the impact of the 
implementation of a tax on SSBs in Mexico. There are all the limitations of an observational study that I usually labour; 
however, the result is still a compelling reduction in the purchase of these beverages after introduction of the tax. Nobody 
is saying that this alone is going to turn around the epidemic, but this study certainly adds support for taxation as part 
of the wider package of interventions.

Reference: BMJ 2016;352:h6704
Abstract

Welcome to issue 103 of Diabetes and Obesity Research Review.
Among the twelve papers selected for this expanded issue, there are several focussing on gestational diabetes mellitus – 
including the effects of strategies to reduce bodyweight, the time during pregnancy when it develops and eating potatoes. 
Bariatric surgery is the focus of another three papers, including issues regarding patients’ mental health and its outcomes 
in adolescent and UK patients. There is an interesting NZ paper suggesting that, at least in Taranaki, children with type 1  
diabetes have similar health-related QOL to their nondiabetic siblings. Other research included notes that paracetamol 
(acetaminophen) administration interferes with CGM glucose level measurements, and that probiotics early in life appear to 
protect against islet autoimmunity in children at the highest genetic risk of type 1 diabetes.

Research Review is ten!! The first ever issues of Research Review were delivered to inboxes in February 2006. Fast 
forward ten years and we now publish 48 regular reviews to which there are over 160,000 subscriptions.  We’re grateful to 
each and every one of you for your support and are looking forward to even bigger and better things over the coming years.
I hope you find these and the other papers selected helpful to your everyday practice. Please keep sending your comments 
and suggestions.

Best regards,

Associate Professor Jeremy Krebs  
jeremykrebs@researchreview.co.nz
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Abbreviations used in this issue
AUC = area under the curve
BMI = body mass index
CGM = continuous glucose monitoring
HbA1c = glycosylated haemoglobin
HR = hazard ratio
QOL = quality of life
RCT = randomised controlled trial
SSB = sugar-sweetened beverage
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Independent commentary by Associate Professor Jeremy Krebs. 
Associate Professor Krebs is an Endocrinologist with a particular interest in obesity 
and diabetes. He trained in Endocrinology at Wellington Hospital in New Zealand and 
then did his doctorate with the Medical Research Council - Human Nutrition Research 
unit in Cambridge England.  His thesis was on the impact of dietary factors on obesity 
and insulin resistance.  Assoc Prof Krebs returned to New Zealand in 2002 to take 
up a consultant Endocrinology post at Wellington Hospital, where he is Clinical Leader of Endocrinology 
and Diabetes.  He is an Associate Professor with the University of Otago, and former Director of the 
Clinical Research Diploma at Victoria University - which he established.  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.
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1. Battelino T, Phillip M, Bratina N, Nimri R, Oskarsson P, Bolinder J. Effect of continuous glucose monitoring on hypoglycemia in type 1 diabetes. Diabetes Care. 
2011;34(4):795-800. *A minimum of two fingerpricks a day is required for calibration. Dexcom G5® Mobile is not currently indicated for children under 2 years of age. 

• Clinically proven to reduce HbA1c and reduce frequency of hypoglycaemic events1  
• 9% MARD (adults) - no more confirmatory fingerprick tests*
• Warning alerts and alarms - vital to help keep your patients safe 
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Gestational diabetes mellitus in early 
pregnancy: evidence for poor pregnancy 
outcomes despite treatment
Authors: Sweeting AN et al.

Summary: These researchers reported outcomes for 4873 women treated to standardised 
glycaemic targets at an antenatal diabetes clinic; 65 had pre-existing diabetes, and 68, 1247 
and 3494 had gestational diabetes diagnosed at <12, 12–23 and ≥24 weeks’ gestation, 
respectively. The women with pre-existing diabetes and gestational diabetes diagnosed 
at <24 weeks’ gestation had significantly greater prevalences of hypertensive disorders 
during pregnancy, including pre-eclampsia, preterm delivery, caesarean section and neonatal 
jaundice (p<0.001 for all). Women with pre-existing diabetes and those with gestational 
diabetes diagnosed at <12 weeks’ gestation had comparable rates of macrosomia (21.8% vs. 
20.3% [p=0.8]), large for gestational age neonates (39.6% vs. 32.8% [p=0.4]) and neonatal 
intensive care admission (38.5% vs. 39.7% [p=0.9]).

Comment: There remains so much uncertainty over who and what we should be treating 
when it comes to dysglycaemia in pregnancy. It remains one of the most contentious areas 
of diabetes care. This study highlights again that gestational diabetes that is detected later 
in pregnancy is a very different entity than pre-existing type 2 diabetes or diabetes that is 
diagnosed early in pregnancy. The outcomes for mother and baby are a lot worse for the 
latter group. I believe that these data further support the change in guidelines in NZ for 
early screening of HbA1c level at booking. This will detect those with undiagnosed type 2  
diabetes or early gestational diabetes and select those who have the most to gain for 
early intervention. There is an urgent need to get this guideline universally adopted and 
implemented in NZ.

Reference: Diabetes Care 2016;39(1):75–81
Abstract

Pre-pregnancy potato consumption and risk of 
gestational diabetes mellitus
Authors: Bao W et al.

Summary: Self-reported consumption of potatoes and other foods was prospectively recorded 
every 4 years in 15,632 Nurses’ Health Study II participants with no previous gestational 
diabetes or chronic diseases before pregnancy; 854 incident cases of gestational diabetes 
occurred for 21,693 singleton pregnancies over 10 years follow-up. Gestational diabetes was 
significantly more likely to develop in women who consumed more potatoes before pregnancy 
after adjustments, and substituting two servings of total potatoes each week with other 
vegetables, legumes or whole grain foods significantly reduced the risk by 9–12%.

Comment: I’m really not sure what to say about this study. It is almost worthy of the BMJ 
Christmas edition. The Nurses’ Health Study has provided a wealth of epidemiological 
data, but sometimes I wonder if it borders on data dredging. Here we have a report on 
incident gestational diabetes over 10 years associated with greater potato consumption, 
and a suggestion that substitution of potato with other vegetables would significantly 
reduce this. Sure there may be an association, but even the authors point out it can’t 
be assumed to be causal. More importantly it can’t be assumed that replacement with 
other vegetables would result in lower rates of gestational diabetes. That requires an RCT.  
If the finding from this study is important, then there must be a lot of gestational diabetes 
in Ireland!

Reference: BMJ 2016;352:h6898
Abstract

The comparative effectiveness of diabetes 
prevention strategies to reduce postpartum 
weight retention in women with gestational 
diabetes mellitus
Authors: Ferrara A et al.

Summary: The GEM (Gestational Diabetes’ Effects on Moms) cluster RCT included  
2280 women with gestational diabetes treated at one of 44 medical facilities. 
Women treated at facilities randomised to an intervention derived from the Diabetes 
Prevention Program received mailed gestational bodyweight gain recommendations plus  
13 telephone sessions between 6 weeks and 6 months postpartum; women from the 
remaining facilities received usual care. Compared with usual care, the intervention 
was associated with significantly greater proportions of women achieving bodyweight 
goals (return to pregravid bodyweight if pregravid BMI <25.0 kg/m2 or losing ≥5% 
of pregravid bodyweight if BMI ≥25.0 kg/m2) at 6 weeks (25.5 vs. 22.4%; odds ratio 
1.17 [95% CI 1.01, 1.36]) and 6 months (30.6 vs. 23.9%; 1.45 [1.14, 1.83]), but not  
12 months (33.0 vs. 28.0%; 1.25 [0.96, 1.62]). The intervention was also associated with 
significantly less mean bodyweight retained at 6 months compared with usual care (mean 
difference –0.64kg [95% CI –1.13, –0.14]) and greater mean increases in vigorous-
intensity physical activity (15.4 min/week [4.9, 25.8]).

Comment: The development of gestational diabetes is a very important signal to a 
woman that she is at risk of later developing type 2 diabetes. Therefore it would seem 
an ideal opportunity for intervention to prevent this. The lifestyle intervention used in 
the Diabetes Prevention Program has been shown to be highly effective in reducing 
the risk of progression to diabetes in those with prediabetes, and therefore a sensible 
choice for trying in women after gestational diabetes. Whilst the results of that in this 
cluster randomised trial were positive, with significantly greater postpartum weight 
loss than the control group, the effect was relatively modestly attenuated over time. 
I think this highlights how difficult it is for women at that time to be able to address 
their weight with all the other challenges of early motherhood. Nonetheless, these are 
encouraging results, and perhaps with modification to the programme there may be 
additional benefit.

Reference: Diabetes Care 2016;39(1):65–74
Abstract

www.goodfellowunit.org/symposium 
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Choose Lantus® for type 2 diabetes:

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 and10mL vials. Sponsor: Sanofi New Zealand, Level 8, 56 Cawley Street, Ellerslie, Auckland. Free phone 0800 283 684. Lantus® is a Funded Medicine. 
TAPS PP7302 SAANZ.GLA.15.10.0339 Date of preparation October 2015

References: 1. Lantus Data sheet. 26 August 2010.  2. DeVries J H. Eur Endocrinol 2014;10(1):23-30.  3. Davies M et al. Diabetes Care. 2005;28:1282-88.   
4. Bazzano L A, et al. Diabetic Medicine 2008;25:924-932  5. Horvath K, et al. Longacting insulin analogues vs NPH insulin (Human isophane insulin) for type 
2 Diabetes Mellitus. Cochrane Review 2009. 

• Long acting basal insulin taken once daily1

• Early and sustained glycaemic control for 
patients with type 2 diabetes2

• Associated with a lower risk of 
nocturnal hypoglycaemia than NPH4,5

• Easy to initiate and titrate3

Mental health conditions among patients seeking and 
undergoing bariatric surgery
Authors: Dawes AJ et al.

Summary: This was a meta-analysis of data from 59 papers reporting prevalences of preoperative mental health conditions 
among bariatric surgery candidates and recipients (n=65,363) and 27 reporting associations between preoperative mental 
health conditions and postoperative outcomes (n=50,182). The most common mental health conditions for patients seeking and 
undergoing bariatric surgery were depression (19%) and binge eating disorder (17%). However, neither depression nor binge eating 
disorder was consistently associated with differences in bodyweight outcomes, but consistent associations were seen between 
bariatric surgery and postoperative decreases in depression prevalence by 8–74% and depressive symptom severity by 40–70%.

Comment: With the increasing availability of publically funded bariatric surgery, this has become more of a realistic option 
for many patients with obesity. However, there has been concern about the impact of mental health conditions on the 
success of surgery and many centres will actively exclude those with active mental health problems. Therefore, this meta-
analysis of studies reporting rates of mental health conditions before and after surgery is important. Perhaps not surprisingly, 
the most common issues were depression and eating disorders. It was notable that rates of depression fell very significantly 
after surgery. However, it remains unclear whether active mental illness influences the degree of weight loss achieved. These 
data would support a more relaxed approach to selection of patients, although I think individual assessment is still important.

Reference: JAMA 2016;315(2):150–63
Abstract

Weight loss and health 
status 3 years after 
bariatric surgery in 
adolescents
Authors: Inge TH et al., for the Teen-LABS Consortium

Summary: This prospective assessment of 161 US 
adolescents who underwent Roux-en-Y gastric bypass 
and 67 who underwent sleeve gastrectomy reported 
mean bodyweight losses of 28% and 26%, respectively, 
at 3 years postprocedure. The 3-year postprocedure 
remission rates were 95% for type 2 diabetes, 86% for 
abnormal kidney function, 76% for prediabetes, 74% 
for elevated blood pressure and 66% for dyslipidaemia. 
Significant improvements in bodyweight-related QOL 
were also seen. However, 57% of the participants had 
low ferritin levels at 3 years, and 13% had undergone 
≥1 additional intra-abdominal procedure.

Comment: Historically, bariatric surgery has 
not been considered appropriate in children and 
adolescents. However, as rates of obesity in these 
groups have increased and results and safety of 
surgery in adults have been demonstrated, there 
is now more acceptance that this may be an 
appropriate treatment for these age groups. This 
study highlights the success of reversing metabolic 
disease associated with obesity in adolescents. 
It is notable that the mean BMI of participants 
before surgery was 53 kg/m2, and therefore in the 
severely obese range. It is also important to note 
that even in 3 years of follow-up, iron deficiency 
was common and that 13% had needed further 
abdominal surgery. That raises some concern for 
very long-term health when surgery is conducted 
at such a young age.

Reference: N Engl J Med 2016;374(2):113–23
Abstract

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

Bariatric surgery in the United Kingdom: 
a cohort study of weight loss and 
clinical outcomes in routine  
clinical care
Authors: Douglas IJ et al.

Summary: These authors reported the findings of an observational 
retrospective study using data from a UK cohort of 3882 patients who had 
undergone bariatric surgery; 3882 propensity score-matched controls were 
used as comparators. Bodyweight decreased at 4.98kg per month during the 
first 4 postoperative months, with lower losses sustained out to 4 years. Initial 
bodyweight loss rates were greater with gastric bypass and sleeve gastrectomy 
than with gastric banding (6.56 and 6.29, respectively, vs. 2.77kg per month). 
Bariatric surgery was associated with significant reductions in incident type 2  
diabetes (HR 0.68 [95% CI 0.55, 0.83]), hypertension (0.35 [0.27, 0.45]), 
angina (0.59 [0.40, 0.87]), myocardial infarction (0.28 [0.10, 0.74]) and 
obstructive sleep apnoea (0.55 [0.40, 0.87]). Bariatric surgery was also strongly 
associated with resolution of both type 2 diabetes (HR 9.29 [95% CI 6.84, 
12.62]) and hypertension (5.64 [2.65, 11.99]), and there were no associations 
with fractures, cancer and stroke. There was no protective association between 
bariatric surgery and estimates for mortality (HR 0.97 [95% CI 0.66, 1.43]).

Comment: There is a growing consistency to the observations around 
outcomes from bariatric surgery. Much of the early literature was 
longitudinal cohort studies, with mixed surgical procedures and highly 
selected patients. We have also had some RCTs, which have confirmed the 
superiority of bariatric surgery over best medical management for obesity. 
This present study now provides a worthwhile analysis of real-world clinical 
practice data from the UK. The results are very similar to the previous 
literature with respect to weight loss, resolution of existing metabolic 
disease and reduction in incidence of new disease. The lack of reduction 
in total mortality is also similar to the largest cohort study, the Swedish 
Obesity Study, where it took some 10 years postsurgery to see a significant 
reduction. I take these data as encouraging that in real clinical practice we 
are seeing the benefits previously demonstrated in more controlled trial 
settings.

Reference: PLoS Med 2015;12(12):e1001925
Abstract

Health-related quality of life of Taranaki children 
with type 1 diabetes
Authors: Mills SA et al.

Summary: This NZ research compared health-related QOL in 56 evaluable Taranaki children/
adolescents with type 1 diabetes versus 35 of their siblings without diabetes or chronic disease. 
PedsQLTM (Pediatric Quality of Life Inventory) responses obtained from the patients and their parents 
revealed good agreement between parent-proxy and child reports. There was no significant overall 
difference between the patients with diabetes and their siblings for mean health-related QOL (p=0.17), 
although patients with poorer diabetes control had significantly worse health-related QOL (p=0.04). 

Comment: The authors may be surprised, but they should be encouraged! This NZ study of QOL in 
children and adolescents with type 1 diabetes demonstrates that they have similar status to their 
siblings. There have been previous data to suggest that those with type 1 diabetes have a lower 
QOL, and therefore if these data are correct, it is good news. Of course there is the possibility 
that the tool used to measure QOL is either not valid or not precise enough to detect differences. 
However, the authors might focus on the positive and try to establish what the characteristics of this 
group are that differ from those in previous literature that has resulted in them enjoying a better 
than expected result.

Reference: N Z Med J 2015;128(1427):25–32
Abstract
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Breaking up prolonged sitting with standing or 
walking attenuates the postprandial metabolic 
response in postmenopausal women
Authors: Henson J et al.

Summary: Twenty-two overweight/obese, postmenopausal women with dysglycaemia underwent 
unbroken sitting for 7.5 hours and prolonged sitting broken up with 5 minutes of either standing or 
walking at a self-perceived light intensity every 30 minutes in a crossover manner. Compared with 
unbroken sitting, sitting broken with bouts of standing and walking, respectively, were associated 
with significant incremental AUC reductions for glucose (3.5 and 3.8 vs. 5.3 mmol/L·h [p<0.05]), 
insulin (437.2 and 347.9 vs. 548.2 mU/L·h [p<0.05]) and nonesterified fatty acids (–1.0 and –0.8 vs.  
–1.5 mmol/L·h [p<0.05]), but no significant change in triglyceride incremental AUC; the effects of standing 
and walking on glucose AUC persisted into the following day, as did the effect of walking on insulin AUC.

Comment: We simply weren’t designed to sit all day! There is increasing literature to demonstrate that 
sedentary behaviour is bad for us, both with respect to weight but also metabolic health. This present 
study adds to this with a randomised crossover study of prolonged sitting versus intermittent episodic 
activity. The activity was both brief and low intensity, yet had a profound effect on glucose metabolism 
in women with dysglycaemia. This isn’t even a standing desk! This is simply getting up and moving 
for 5 minutes every 30 minutes. There will be very few people who can’t manage that! This is a highly 
practical and easily implemented simple intervention that we should be promoting widely.

Reference: Diabetes Care 2016;39(1):130–8
Abstract

Adherence to oral glucose-lowering therapies and 
associations with 1-year HbA1c
Authors: Farmer AJ et al., for the MASTERMIND Consortium

Summary: This analysis of retrospective data from two UK primary-care databases reported 
prevalence of nonadherence to metformin, sulfonylureas, thiazolidinediones or DPP (dipeptidyl 
peptidase)-4 inhibitors for type 2 diabetes and the impact of this on HbA1c level reduction according to 
medication type. The respective rates of nonadherence (medication possession ratio <0.8) for patients 
entered in the CPRD (Clinical Practice Research Database) and GoDARTS databases were 13% and 
15%, and rates according to medication type ranged from 8.6% for thiazolidinediones to 18.8% for 
metformin. Compared with adherent patients, nonadherence was associated with smaller HbA1c level 
reductions of 4.4–5.0 mmol/mol (0.40–0.46%) across the two databases. There were between-group 
differences in HbA1c level response according to medication (4.1–8.2 mmol/mol [0.38–0.75%] lower 
in adherent patients). Decreasing degrees of adherence were consistently associated with smaller 
HbA1c level reductions.

Comment: We would all like to think that we are good communicators and that after a consultation 
we have agreed with our patients on a management plan, engaged them in that decision process 
and therefore have them engaged in their self-management. Sadly, this is often not the reality. 
Nonadherence to medication is common and very complex. This study demonstrates just how 
important it can be in the outcome of the management plan. There are clear differences between 
classes of drugs and the rate of nonadherence, which are likely related to their side effect profile. 
I cannot help thinking that this should be an important consideration in the decision making by 
PHARMAC for which agents to fund. After all, if we are paying for drugs that are not being taken, surely 
this is just as expensive in the long run as funding agents that are better tolerated and are being taken.

Reference: Diabetes Care 2016;39(2):258–63
Abstract

Direct evidence of acetaminophen 
interference with subcutaneous glucose 
sensing in humans
Authors: Ananda B et al.

Summary: Responses of several CGM systems to oral paracetamol 1g were 
investigated in this pilot study in ten healthy volunteers without diabetes.  
Paracetamol administration was associated with variable blood glucose level 
measurements (85–400 mg/dL), despite a constant plasma glucose level of  
~90 mg/dL. A temporal association was seen between CGM glucose level values 
and acetaminophen concentrations in interstitial fluid.

Comment: The use of subcutaneous CGM is increasing, and it isn’t hard 
to see these becoming much more mainstream over the next decade. 
Therefore it is important that we have a good understanding of their 
performance and what factors may reduce the reliability of them. This study 
reports on an interaction between the very commonly and widely used 
analgesic, paracetamol, and a significant error in measurement of glucose 
level by subcutaneous CGM. There may well be numerous other agents, 
either prescribed or over the counter, that could have similar or greater 
effects. This is an important area to resolve if we are to expand the clinical 
use of these devices.

Reference: Diabetes Technol Ther 2016;18(S2):43–7
Abstract

Association of early exposure of 
probiotics and islet autoimmunity in the 
TEDDY study
Authors: Uusitalo U et al., for the TEDDY Study Group

Summary: The association between supplemental probiotic use during the 
first year of life and islet autoimmunity was explored in 7473 US and European 
children at increased genetic risk of type 1 diabetes enrolled in the TEDDY study. 
Compared with no probiotic supplementation or supplementation after 27 days, 
probiotic supplementation at age 0–27 days significantly decreased the risk of 
islet autoimmunity (HR 0.66 [95% CI 0.46, 0.94]), although subanalyses showed 
the risk was only decreased in children with the HLA-DR3/4 genotype (0.40 
[0.21, 0.74]) and not those with other genotypes (0.97 [0.62, 1.54]).

Comment: I have become increasingly interested in the gut microbiome 
and type 2 diabetes, so this paper in children at risk of type 1 diabetes also 
caught my eye. There have been many promising interventions over the 
years for prevention of type 1 diabetes in at-risk individuals. Unfortunately, 
despite initial hope, none have really delivered on early promises. In this 
observational cohort study, early exposure to probiotics was associated with 
significantly lower rates of positive antibodies. There was a clear interaction 
with genotype, suggesting the possibility of targeted therapy. This is very 
much getting into the zone of individualised medicine. The difficulty here 
is that a prospective randomised controlled interventional trial would need 
to be very large and long term to prove a causal reduction in risk. This is 
interesting and promising nonetheless.

Reference: JAMA Pediatr 2016;170(1):20–8
Abstract
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