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Screening for medical diseases is often not a useful exercise. This
holds true for asymptomatic coronary artery disease (CAD) in
people with diabetes. The Detection of Ischaemia in Asymptomatic
Diabetics (DIAD) study randomized just over 1000 people with
type 2 diabetes and no symptoms of CAD to screen for CAD with
adenosine-stress radionuclide myocardial perfusion imaging
(MPI) or no screening. During a follow up of 5 years, the
incidence of the primary endpoint—a composite of non-fatal
myocardial infarction and cardiac death—did not differ between
the 2 groups (about 3% in each). The authors concluded that
routine screening for CAD ‘cannot be advocated’ for asymptomatic
patients with type 2 diabetes (JAMA 2009;301:1547–55).

Bone loss is a major problem with the use of glucocorticoid
drugs. Concurrent oral bisphosphonates are helpful, but are
associated with poor compliance and adherence. In the multi-
centric HORIZON trial conducted by the manufacturer, 800
subjects were randomized to single annual infusion zoledronic
acid or daily oral risedronate tablets (Lancet 2009;373:1253–
63). Patients who had been on glucocorticoids for >3 months
were called the ‘treatment’ subgroup; those on glucocorticoids
for <3 months were called the ‘prevention’ subgroup. A single
intravenous infusion of zoledronic acid was non-inferior, and
possibly more effective, and more acceptable to patients than
daily oral risedronate for both prevention and treatment of
bone loss.

A sad testimony to our environmental contamination. Now a
rocket fuel chemical has been found in an infant formula. The
chemical in question is perchlorate, a component of rocket fuel
that is frequently found in water supplies in America. Perchlorate
was a contaminant of all the 15 commercially available powdered
infant formulas (PIFs) tested. Bovine milk-based PIFs with
lactose had a significantly higher perchlorate concentration than
soy, lactose-free and elemental PIFs. The perchlorate levels were
also excessive when certain bovine milk-based PIFs were ingested
and/or when PIFs were reconstituted with perchlorate-
contaminated water (J Expo Sci Environ Epidemiol 2009 Mar 18,
Epub ahead of print).

What is the right time to start antiretroviral therapy in patients
with HIV? The sooner the better. A recent study examined the
benefits of initiating antiretroviral therapy in 17 000 asympto-
matic HIV-infected individuals based on CD4+ counts. In the
first group, patients who deferred treatment until the CD4+
counts fell below 351–500 cells/cmm had a 69% increased risk
of death, relative to those who began treatment with counts in
that range. Similarly, in the second group, those who delayed
treatment until the CD4+ counts fell to <500/cmm had a 94%
increase in mortality, relative to those who began treatment
earlier (N Engl J Med 2009;360:1815–26).

Catheter-related infections cause substantial morbidity and
mortality. Good old chlorhexidine might be of help. In a study,
1600-odd critically ill adults requiring catheters were randomized
to chlorhexidine gluconate impregnated sponge dressings or
standard dressings. The patients were also randomized to dressing
changes every 7 days or every 3 days (the standard) unless the
dressing was soiled or it was leaking. The intervention led to a

significant (more than half) reduction in catheter-related infections.
In addition, the longer dressing-change interval was found to be
equally safe (JAMA 2009;301:1231–41).

A recent US Food and Drug Administration (FDA) warning is
indeed instructive. The advisory said that clinicians should
never share insulin pens or cartridges among patients. In a
report where such devices had been shared among more than
2000 patients at William Beaumont Army Medical Center in El
Paso, and a smaller number at Fort Polk in Louisiana, some
patients had tested positive for hepatitis C. Even if the dis-
posable needles in the insulin pens are changed for each
patient, the pen cartridge can still become contaminated with
blood-borne pathogens if used for more than one patient.
(http://www.fda.gov/Drugs/DrugSafety/PostmarketDrug
SafetyInformationforPatientsandProviders/DrugSafety
InformationforHeathcareProfessionals/ucm133352.htm)

The NICE SUGAR trial about euglycaemia in critically ill patients
has now brought us full circle (N Engl J Med 2009;360:1283–97).
In this randomized trial, adults in the intensive care unit (ICU)
were randomly assigned to undergo either intensive glucose
control with a target blood glucose range of 81–108 mg/dl or
conventional glucose control with a target of 180 mg/dl. Contrary
to some previous studies, this large, international, randomized
trial found that intensive glucose control increased mortality
among adults in the ICU. Further, the treatment effect did not
differ significantly between operative (surgical) patients and
non-operative (medical) patients.

This is a cool tool. A simple algorithm using routinely collected
data rather than laboratory measurements can help determine
a patient’s 10-year risk for developing type 2 diabetes (BMJ
2009;338:b880). The tool was developed from a prospective
open cohort study using routinely collected data from 355
general practices (2.5 million subjects) in England and Wales
to develop the score and from 176 separate practices (1.2
million subjects) to validate the score. The final algorithm
included age, body–mass index, family history of diabetes,
smoking status, treated hypertension, corticosteroid use, pre-
sence of cardiovascular disease, socioeconomic status and
self-reported ethnicity. Overall, it performed well (the risk
calculator is available online; http://www.qdscore.org/).

This is almost like the ‘J’ curve of body–mass index (BMI). The
Prospective Studies Collaboration examined data from 57
prospective studies comprising nearly 900 000 adults who had
their BMI measured at baseline. Adults on the lower and higher
ends of the BMI scale face increased mortality risk (Lancet
2009;373:1083–96). In both genders, mortality was lowest
between a BMI of 22.5 and 25 kg/m2. Above a BMI of 25, every
5-unit increase in BMI translated to a 30% increased risk for all-
cause mortality; 40% higher risk for death from ischaemic heart
disease or stroke; 60% to 120% increase in renal, hepatic or
diabetes mortality; and 10% increased risk for cancer-related
deaths. Adults at the lower end of the BMI scale (below 22.5)
were also at higher risk for death, mainly due to smoking-related
respiratory disease.
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