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Adiposity and cancer at major anatomical sites
Authors: Kyrgiou M et al.

Summary: These authors conducted an umbrella review of 204 meta-analyses reporting on associations 
between seven indices of adiposity and 36 primary cancers and their subtypes. Only twelve of 95 meta-analyses 
that included cohort studies and used a continuous scale to measure adiposity reported strong evidence for 
associations with nine cancers. Higher BMI was associated with increased risks of developing oesophageal 
adenocarcinoma, colon and rectal cancer in men, biliary tract system and pancreatic cancer, endometrial cancer 
in premenopausal women, kidney cancer and multiple myeloma. The RRs for increased cancer risk with each  
5 kg/m2 increase in BMI ranged from 1.09 for rectal cancer in men to 1.56 for biliary tract system cancer. Each 
5kg increase in bodyweight gain during adulthood increased the postmenopausal breast cancer risk in hormone 
replacement therapy-naïve women (RR 1.11 [95% CI 1.09, 1.13]), and each 0.1-unit increase in waist-to-hip 
ratio increased the risk of endometrial cancer (1.21 [1.13, 1.29]). Bodyweight gain was associated with colorectal 
cancer and BMI with gallbladder, gastric cardia and ovarian cancer and multiple myeloma mortality when 
categorical measures of adiposity were included (strong evidence level).

Comment: Much has been written about obesity increasing the risk of cancers, and as you will see from 
this paper, there have been many observational studies and subsequent meta-analyses of these data. This 
paper has taken, and I love their phrase, an umbrella review of these meta-analyses across the spectrum 
of cancers to review the strength of evidence supporting an association between obesity and cancer. The 
usual suspects come out, with breast and endometrial cancer in women and gastrointestinal tract cancers in 
men. The increased risk appears strongest for biliary tract cancer with a 50% greater risk, but RRs of other 
cancers were less impressive. It must be remembered that this does not confirm causality, although there 
is a large body of literature demonstrating mechanisms by which obesity, through adipocytokines, chronic 
background inflammation, altered gut microbiome etc., could be causal. Perhaps the biggest message to 
take home is remembering that in addition to the metabolic consequences, obesity is associated with a wide 
range of health risks.

Reference: BMJ 2017;356:j477
Abstract

Welcome to issue 115 of Diabetes and Obesity Research Review.
This issue begins with an ‘umbrella’ review of meta-analyses investigating the relationship between adiposity 
and various types of cancer. Research from our Australian neighbours in this issue includes: i) the results of the 
Stepping Up pragmatic cluster randomised clinical trial, which explored the effects of an intervention involving 
a theory-based change in practice systems and reorientation of primary-care diabetes team members’ roles;  
ii) the estimated cost effectiveness of combining taxes on unhealthy foods with subsidies on healthy foods; and  
iii) identification of factors for re-admission to hospital within 30 days of discharge following admission for diabetes 
among older individuals. The issue concludes with NZ research investigating the impact of adding a psychosocial 
enhancement programme (Kia Ākina) to the Green Prescription programme for managing obesity in primary care.
I hope you find the included research helpful in your everyday practice. Please don’t hesitate to send in your 
comments and suggestions.
Best regards,

Associate Professor Jeremy Krebs  
jeremykrebs@researchreview.co.nz
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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.

to read previous issues of Diabetes & Obesity Research ReviewCLICK HERE

http://www.researchreview.co.nz
http://www.bmj.com/content/356/bmj.j477
mailto:jeremykrebs@researchreview.co.nz
http://www.researchreview.co.nz/nz/Writers.aspx?area=13642
http://gpcme.co.nz
http://www.researchreview.co.nz/nz/Clinical-Area/Internal-Medicine/Diabetes-Obesity.aspx?Show=RR-All


2

www.researchreview.co.nz

Diabetes & Obesity Research Review™

a                      publication

Choose Lantus® for type 2 diabetes:
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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

Association between dietary factors and 
mortality from heart disease, stroke, and type 2 
diabetes in the United States
Authors: Micha R et al.

Summary: Associations of intake of ten specific dietary factors with cardiometabolic 
mortality were estimated using a comparative risk assessment model that incorporated 
data from US adults; the ten foods/nutrients evaluated were fruits, vegetables, nuts/
seeds, whole grains, unprocessed red meats, processed meats, SSBs, polyunsaturated 
fats, seafood omega-3 fats and sodium. In 2012, there were 702,308 cardiometabolic 
deaths in US adults, including 371,266 from CHD, 35,019 from hypertensive heart 
disease, 99,815 from other cardiac disease, 128,294 from stroke and 67,914 from 
type 2 diabetes. Cardiometabolic mortality decreased by 26.5% per year between 2002 
and 2012. The respective percentages of these cardiometabolic deaths estimated to 
be associated with suboptimal dietary intakes were: i) 48.6% and 41.8% for men and 
women; ii) 64.2% and 35.7% for ages 25–34 years and ≥75 years; iii) 53.1%, 50.0% 
and 42.8% for participants of black, Hispanic and white ethnicity; and iv) 46.8%, 45.7% 
and 39.1% for low, medium and high education levels. High sodium intake contributed 
to an estimated 9.5% of all cardiometabolic deaths, low nut/seed intake to 8.5%, high 
processed meat intake to 8.2%, low seafood omega-3 fat intake to 7.8%, low vegetable 
intake to 7.6%, low fruit intake to 7.5% and high SSB consumption to 7.4%.

Comment: The roles of various dietary components, specific nutrients and overall 
patterns of diet have been widely studied. It is no wonder that the average person 
in the street, let alone experts in the field, are confused as there is often little 
concordance between studies, contradictory findings, and all dietary studies, be 
they observational or interventional, are plagued by confounding factors, reciprocal 
changes in other dietary factors and perhaps mostly by adherence issues and 
inability to reliably record actual intakes. However, there are some recurring themes 
and patterns that are highlighted again in this analysis of the valuable NHANES 
survey in the US looking at dietary factors and CV disease. High sodium intake again 
comes through as an important factor, along with processed meats, SSBs, low seed/
nut, polyunsaturated fat, fruit and vegetable intake. This reinforces the benefits of a 
Mediterranean style diet.

Reference: JAMA 2017;317(9):912–24
Abstract

Supporting insulin initiation in type 2 
diabetes in primary care
Authors: Furler J et al.

Summary: The Stepping Up trial randomised patients with type 2 diabetes 
by practice to an intervention of theory-based change in practice systems 
and reorientation of the roles of health professionals in primary care diabetes 
teams (n=151) or usual care (n=115). Follow-up was 12 months. Compared 
with usual care, the intervention was associated with a significantly greater 
improvement in mean HbA1c level (difference –0.6 percentage points  
[95% CI –0.9%, –0.3%]), a greater proportion of participants achieving 
the target HbA1c level of ≤7% (≤53 mmol/mol; 36% vs. 19%; OR 2.2  
[95% CI 1.2, 4.3]), a greater proportion having started insulin at 12 months 
(70% vs. 22%; 8.3 [4.5, 15.4]), and greater change in mean mental 
component of assessment of quality of life score (difference 0.04 [p=0.04]). 
There was no significant between-group difference for depressive symptoms 
(p=0.05), physical health score or diabetes specific distress. There were no 
severe hypoglycaemic events recorded.

Comment: It seems that it’s not only in rugby that the Aussies are behind 
us. In NZ over the last 5–10 years we have seen a major shift in the 
structure and systems for management of type 2 diabetes. Historically, 
when a patient had reached maximal doses of oral medication and 
required insulin therapy, they were referred to a specialist secondary care 
clinic, and with wide regional variation may never have emerged from 
that again! With the increasing prevalence of diabetes, this model was 
not sustainable and not in line with the philosophical desire to move more 
healthcare into the community to achieve more timely and convenient 
care. This study reports on the effect of a structured approach to this in 
Victoria, Australia. Whilst the intervention was clearly superior to standard 
care, I was struck by the relatively low rates of uptake of primary care 
initiated insulin therapy, even after the intervention. There certainly was 
an initial inertia here in NZ, but over time this model has now become 
the norm.

Reference: BMJ 2017;356:j783
Abstract

For more information, please go to www.medsafe.govt.nz
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Association of type 1 
diabetes vs type 2 diabetes 
diagnosed during childhood 
and adolescence with 
complications during 
teenage years and young 
adulthood
Authors: Dabelea D et al., for the SEARCH for 
Diabetes in Youth Research Group

Summary: This observational research covering 
the 2002–2015 period compared diabetes-related 
complications between 1746 American patients with 
type 1 diabetes and 272 with type 2 diabetes 
diagnosed before age 20 years. Compared with 
the patients with type 1 diabetes, those with type 2 
diabetes had significantly elevated risks of diabetic 
kidney disease (19.9% vs. 5.8%; adjusted OR 
2.58 [95% CI 1.39, 4.81]), retinopathy (9.1% vs. 
5.6%; 2.24 [1.11, 4.50]) and peripheral neuropathy 
(17.7% vs. 8.5%; 2.52 [1.43, 4.43]), but not arterial 
stiffness (47.4% vs. 11.6%; 1.07 [0.63, 1.84]), 
hypertension (21.6% vs. 10.1%; 0.85 [0.50, 1.45]) 
or CV autonomic neuropathy (15.7% vs. 14.4% 
[p=0.62]).

Comment: This is an important study. With 
increasing childhood obesity, we are seeing more 
type 2 diabetes being diagnosed in adolescence 
and early adulthood. Anyone working in clinical 
practice will understand just how difficult 
this group is to work with. I find them more 
challenging than the similar age with type 1 
diabetes. This paper shows that those with type 2  
diabetes are at greater risk of microvascular 
complications than type 1diabetes, particularly 
nephropathy in almost 20%. Lifestyle modification 
and medication adherence are particularly 
challenging in this group, but this paper shows 
just how important it is that we continue to work 
to find effective strategies to support them.

Reference: JAMA 2017;317(8):825–35
Abstract

Effect of continuous glucose monitoring on glycemic control in 
adults with type 1 diabetes using insulin injections
Authors: Beck RW et al., for the DIAMOND Study Group

Summary: Adults with type 1 diabetes treated with MDIs of insulin (HbA1c level 7.5–9.9%) were randomised 
to CGM (n=105) or usual care (n=53) in the DIAMOND trial; 98% of participants completed the study, and 93% 
of participants in the CGM arm used it for ≥6 days per week during the sixth month. Compared with usual 
care, CGM was associated with significant reductions in mean HbA1c level at 12 and 24 weeks (1.1% vs. 0.5% 
and 1.0% vs. 0.4%, respectively [p<0.001 for both]) and a shorter median duration of hypoglycaemia (glucose 
level <70 mg/dL; 43 vs. 80 minutes per day [p=0.002]). Two participants from each group experienced severe 
hypoglycaemic events.

Reference: JAMA 2017;317(4):371–8
Abstract

Continuous glucose monitoring vs conventional therapy for 
glycemic control in adults with type 1 diabetes treated with 
multiple daily insulin injections
Authors: Lind M et al.

Summary: Patients with type 1 diabetes (HbA1c level ≥58 mmol/mol [≥7.5%]) were treated with MDIs of insulin 
using a CGM system and conventional treatment each for 26 weeks, separated by a 17-week washout period of 
conventional treatment, in the open-label, randomised, crossover GOLD trial; 142 participants had evaluable data 
following both treatment periods. Compared with conventional treatment, the use of CGM was associated with a 
significantly lower mean HbA1c level (63 vs. 68 mmol/mol [7.92% vs. 8.35%; p<0.001]) and superiority for six of 
19 secondary endpoints that included psychosocial and various glycaemic measures. Hypoglycaemia affected one 
participant during CGM, five during conventional treatment and seven during the washout periods.

Reference: JAMA 2017;317(4):379–87
Abstract

Comment: Self-monitoring of blood glucose levels is essential to the optimal management of type 1 diabetes. 
The need to do finger pricks multiple times a day can be a major barrier for many to achieve this. CGM has 
become an alternative option for supporting tight control and has been shown repeatedly in those on insulin 
pumps to facilitate better control. Here are two studies, one in the US and one in Sweden, assessing the effect 
of CGM in those with type 1 diabetes using MDIs of insulin, which remains the most common management 
in NZ. Both demonstrated an important difference compared with finger pick monitoring of reduction in HbA1c 
level of 11 mmol/mol (1%) in the US study and 5 mmol/mol (0.4%) in the Swedish study. Although this is a 
clinically important difference, CGM is not for everyone, and many people do not like being attached to a device 
24 hours of the day. In NZ currently they are not funded and are very expensive. This is a major barrier, and is 
only widening disparities of care. The newer flash technology devices are considerably less expensive and may 
provide a more realistic alternative once available in NZ. This is an area that we need PHARMAC to look at.

Genetic association of waist-to-hip ratio with cardiometabolic 
traits, type 2 diabetes, and coronary heart disease
Authors: Emdin CA et al.

Summary: These researchers constructed a polygenic risk score based on waist-to-hip ratio adjusted for BMI 
and 48 single-nucleotide polymorphisms to assess genetic predisposition to abdominal adiposity, and they tested 
its association with type 2 diabetes and CHD in a Mendelian randomisation analysis combining case-control 
and cross-sectional datasets (n=111,986). Each standard deviation increase in BMI-adjusted waist-to-hip ratio 
mediated by the polygenic risk score was associated with 27 mg/dL greater triglyceride levels, 4.1 mg/dL greater 
2-hour glucose levels, 2.1mm Hg greater systolic blood pressure (p<0.001 for all), and increased risks of type 2 
diabetes (OR 1.77 [95% CI 1.57, 2.00]) and CHD (1.46 [1.32, 1.62]).

Comment: I have reminded people that longitudinal cohort studies showing associations between a variable 
such as waist circumference and an outcome such as diabetes cannot confirm causality. However, very 
often it is impossible to conduct a prospective randomised controlled intervention trial to test the hypothesis.  
For example, it is unethical let alone impractical to randomise one group to gain abdominal visceral fat mass 
and wait to see if they develop disease! However, in this genetic age, we have a new way of testing some 
of these hypotheses. Here this study using genetic variation between individuals that predisposes them to a 
specific trait, in this case increased waist circumference compared with those with a genetic pattern, which 
does not, effectively achieves a randomisation without bias, allowing a comparison that is equivalent to a 
randomised trial. Here we see how this confirms the observational data that increased waist circumference 
increases the risk of type 2 diabetes and CV disease, independent of BMI. This is a cool study.

Reference: JAMA 2017;317(6):626–34
Abstract
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Taxes and subsidies for improving diet and 
population health in Australia
Authors: Cobiac LJ et al.
Summary: This cost-effectiveness modelling study simulated the effects of 
saturated fat, salt, sugar and SSB taxes and a fruit/vegetable subsidy over the 
lifetime of the Australian population of 22 million; the taxes and the subsidy were 
set to ensure that when combined there would be a <1% change on average 
weekly food expenditure. Combining the taxes and subsidies was estimated to avert 
up to 470,000 DALYs, with a net cost-saving of AU$3.4 billion to the health sector. 
The greatest estimated health gain for the taxes was apparent with the sugar tax 
(270,000 DALYs averted), followed by the salt tax (130,000 DALYs), the saturated 
fat tax (97,000 DALYs) and the SSB tax (12,000 DALYs), with the fruit and vegetable 
subsidy adding to their cost effectiveness (–13,000 DALYs), but with no net health 
benefit when modelled on its own.

Comment: Nobody argues that obesity is not a major health problem, but there 
is lack of agreement about how we can tackle it. Positions vary from personal 
responsibility to widespread population-based regulation, and create heated 
philosophical debate. The cost utility of regulations involving taxing ‘unhealthy’ 
foods or rebating ‘healthy’ food is highly topical at present. Most interest has 
focused on a tax on SSBs. Many countries have already implemented such 
taxes, with preliminary results showing encouraging benefits on obesity rates. 
This study modelling both a tax and a subsidy approach suggests that there 
would be a significant benefit overall, driven predominantly by a tax on SSBs. 
However, most experts in the field would agree that this should not be seen 
in isolation, as other factors may diminish the benefits. It must be part of a 
wider package of interventions. That said, everyone needs to keep lobbying for 
this, until the government finally hears the call. Currently they appear to have 
selective hearing towards the food industry!

Reference: PLoS Med 2017;14(2):e1002232
Abstract

Understanding 30-day re-admission after 
hospitalisation of older patients for diabetes: 
identifying those at greatest risk
Authors: Caughey GE et al.
Summary: This retrospective study sought to identify contributory factors for 
re-admission to hospital within 30 days of discharge among 848 patients (median 
age 87 years) hospitalised for diabetes; 24.6% were rehospitalised within  
30 days of discharge, 77.5% of these within 14 days. Diabetes-related conditions 
were the cause of 24% of re-admissions, and 41% of patients re-admitted within  
14 days had not seen their GP between discharge and re-admission. The likelihood 
of re-admission was increased in patients with comorbid heart failure (adjusted 
OR 1.49 [95% CI 1.03, 2.17]), by each additional prescriber during the prior year  
(1.06 [1.01, 1.08]) and by ≥2 hospitalisations during the 6 months prior to the 
index admission (1.79 [1.15, 2.78]).

Comment: Diabetes is a common comorbidity of people admitted to hospital, 
with rates considerably greater than the general population. It is associated with 
longer length of stay and with poorer outcomes. This study shows that there 
are also high rates of re-admission in those elderly patients who have diabetes. 
There are likely many individual factors in this, but also systems factors. 
Medication errors at the time of discharge to the community are common 
and contribute to re-admission. This study raises the possibility that targeted 
interventions to minimise such errors and reintegration to the community could 
reduce re-admission rates and improve overall outcomes. Such a role would be 
ideal for community-based clinical pharmacies, either directly in primary-care 
organisations or potentially in community pharmacies themselves.

Reference: Med J Aust 2017;206(4):170–5
Abstract

Psychosocial enhancement of the Green 
Prescription for obesity recovery
Authors: Sellman D et al.

Summary: Primary-care patients (n=108) were randomised to NZ’s Green 
Prescription with or without Kia Ākina, a low-cost obesity recovery network 
providing ongoing addiction-orientated psychosocial support, for 12 months. 
Compared with Green Prescription alone, the inclusion of Kia Ākina was associated 
with significantly greater overall bodyweight loss (3.6 vs. 0.7kg [p=0.03]) and 
a lower proportion of participants gaining bodyweight (21% vs. 39% [p=0.04]), 
but no significant difference for the proportion of participants who lost ≥5% of 
their bodyweight (20% vs. 17% [p=0.62]). The Kia Ākina group also exhibited 
significantly greater changes in confidence about recovery and quality of life 
measures and greater overall satisfaction than the Green Prescription alone group.

Comment: Weight loss for people who are obese is tough. There are ample 
studies showing the health and psychological benefits of 5% weight reduction, 
but real-world experience of achieving and sustaining this seldom matches 
clinical trials where patients are highly selected, motivated and receive intensive 
support. This study showed that the addition of a low-cost psychological support 
programme to the Green Prescription programme resulted in greater weight 
loss in an NZ population. However, the number of people achieving the magic 
loss of 5% bodyweight was no different. More work is required to understand 
the factors that will enhance this effect. Interventions need to be cost effective, 
and it may be that better targeting of individuals who are more likely to benefit 
at that particular time would be a good approach. We just need to be able to 
identify them!

Reference: N Z Med J 2017;130(1450):44–54
Abstract
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