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Metabolic syndrome continues to be an important entrée on the
research menu. But can it actually predict incident cardiovascular
disease and diabetes? This relation of metabolic syndrome (defined
as per the Third Report of the National Cholesterol Education
Program) and its 5 individual components to the risk of incident
cardiovascular disease and type 2 diabetes was studied in 2
prospective studies involving >7000 elderly subjects (Lancet
2008;371:1927–35). The results showed that metabolic syndrome
was associated strongly with risk for diabetes but only negligibly
with cardiovascular disease. In addition, of the various components
of metabolic syndrome, only elevated fasting glucose was strongly
associated with a risk of incident diabetes. A commentator from
the American Diabetes Association remarked that this is ‘another
nail in the coffin of metabolic syndrome’.

Does home blood pressure monitoring (HBPM) achieve better
blood pressure control? Prospective studies that used multiple
home readings of blood pressure (BP) found that these predict
clinical risk better than those obtained in physician office/clinic
settings (class IIa; level of evidence A). The American Heart
Association and American Society of Hypertension have issued
a joint statement on HBPM stating that: it should become a
routine component of BP measurement in the majority of
patients especially high risk groups; patients should be advised
to purchase oscillometric BP monitors; a total of >12 readings
per week should be taken for making clinical decisions; and it
should be used in suspected white coat hypertension
(Hypertension 2008;52:1–9).

Does insulin lead to remission of new-onset type 2 diabetes? An
industry-funded study examined the hypothesis that early intensive
insulin therapy in patients with newly diagnosed type 2 diabetes
might improve β-cell function and result in extended glycaemic
remissions (Lancet 2008;371:1753–60). About 400 patients with
recently detected type 2 diabetes were randomized to short term
intensive therapy with either insulin (continuous subcutaneous
infusion or multiple daily injections) or oral hypoglycaemic
agents and the treatment was stopped when patients had maintained
normal glucose levels for 2 weeks. As expected, a significantly
higher number of those in the insulin arm achieved glycaemic
control and in a much shorter time. Interestingly, at 1 year,
roughly half the patients in the insulin arm were in glycaemic
remission and required no medication, compared with about a
quarter of the patients on oral medicines.

Benign paroxysmal positional vertigo (BPPV) is a common
clinical condition that causes recurrent episodes of vertigo
triggered by changes in head position with respect to gravity. In
fact, BPPV is the most common cause of recurrent vertigo with
a lifetime prevalence of 2.4%. BPPV is usually related to the
movement of otoliths (calcium carbonate crystals) that create
a current of endolymph within the affected semicircular canal
when the otoliths fall into their lumen. These ectopic otoliths are
referred to as canaliths. Repositioning manoeuvres are used to
treat BPPV by moving the canaliths from the semicircular canal
to the vestibule from which they are absorbed. The American
Academy of Neurology has issued guidelines that the canalith
repositioning procedure is definitely a safe and effective therapy

for patients with posterior semicircular canal BPPV. It also
states that not enough evidence exists to recommend surgical
interventions, medical treatments or exercises for patients; no
manoeuvres are effective for horizontal canal and anterior
canal BPPV and there is inadequate evidence to recommend
post-manoeuvre restrictions on activity (Neurology 2008;70:
2067–74).

Care delivered by critical care physicians or intensivists does not
necessarily improve mortality in intensive care units (ICUs).
Retrospective analysis of a large, prospectively collected database
of critically ill patients from 123 ICUs in US hospitals involving
>100 000 critically ill patients was used to compare hospital
mortality between patients cared for entirely by critical care
physicians and those cared for entirely by non-critical care
physicians. An expanded Simplified Acute Physiology Score
was used to adjust for severity of illness, and a propensity score
was used to adjust for differences in the probability of selective
referral. Surprisingly, even for the authors, after all the adjustments,
patients fared worse under the care of intensivists (Ann Intern
Med 2008;148:801–9).

There is some bad news for patients with diabetes. Intensive
glucose control among adults with type 2 diabetes does not
reduce macrovascular events according to 2 recent large
studies. In the ACCORD study >10 000 patients with diabetes
and elevated cardiovascular risk were randomized to intensive
glucose lowering (target haemoglobin A1c <6%) or standard
therapy (target haemoglobin A1c 7%–7.9%). Not only did the
primary end-point of a composite of myocardial infarction,
stroke and cardiovascular death not differ between the groups,
the intensive treatment also had to be stopped early (after
3.5 years) because recipients showed significantly higher
all-cause mortality than those on standard therapy (N Engl
J Med 2008;358:2545–59). In the second study (ADVANCE)
intensive gliclazide-based glucose control (target haemoglobin
A1c ≤6.5%) was compared with standard therapy again
among >10 000 older patients. After 5 years, intensive therapy
showed no effect on macrovascular events or all-cause
mortality. The intensive glucose control strategy yielded a
10% relative reduction in the combined outcome of major
macrovascular and microvascular events, primarily as a
consequence of a 21% relative reduction in nephropathy (N
Engl J Med 2008;358: 2560–72).

Circadian rhythm disturbances have been associated with cognitive
decline, mood, behavioural and sleep disturbances, and limitations
of activities of daily living in patients with dementia. In a study,
dementia care facilities were randomized to instal either bright or
regular lighting in the common living rooms of patients and the
patients were also randomized to receive daily melatonin or
placebo. Bright lighting reduced cognitive deficits, depressive
symptoms and functional deficits. Although melatonin had an
adverse effect on mood and behaviour the effect was ameliorated
when patients received both melatonin and exposure to bright
lighting (JAMA 2008;299:2642–55).
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