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A diabetes buddy helps improve 
glycaemic control

People need help to manage their own chronic 
diseases, and in health systems with over-
stretched primary care, asking patients to help 
each other looks like an attractive option. In 
one trial (n=244), men with poorly controlled 
diabetes improved when they were put into 
pairs and asked to telephone each other once 
a week. Each partner supported the other, 
without the teacher and pupil  hierarchy 
common to other forms of peer support. Men 
with partners reduced their glycated hae-
moglobin (HbA1c) concentrations by a mean 
of 0.29% over six months (from 8.02% to 
7.73%). Controls without partners got worse 
(increased from 7.93% to 8.22%; mean differ-
ence between groups 0.58%; P=0.004). Both 
groups were seen by nurse care managers. The 
men who were paired up had one compulsory 
group session followed by three voluntary 
sessions. Controls had one (shorter) compul-
sory session followed by a contact telephone 
number.

This is an encouraging start for a new kind 
of peer support, says an editorial (p 544). Now 
we need to know if it can work for women, or 
for anyone outside the well organised system 
of primary care run by the US department of 
Veterans Affairs. We also need to explore just 
how the intervention improved outcomes. One 
clue is that men were more likely to agree to 
insulin treatment when they had someone to 
talk to, even though they didn’t talk as much 
as the researchers planned. After six months, 
partners were calling each other less than once 
a month and speaking for less than seven min-
utes. Peer support had no effect on blood pres-
sure or adherence to drugs.
Ann Intern Med 2010;153:507-15

Cardiovascular risks increase after 
invasive dental treatment 
An analysis of claims on a large US database 
suggests that invasive dental treatment is fol-
lowed by a small but significant increase in the 
risk of heart attacks and strokes. The authors 
implicate an acute inflammatory response trig-
gered by bacteraemia. An editorial (p 542) thinks 
it equally likely that the link has something to 
do with patients stopping their over the coun-
ter aspirin before dental treatment, or even the 
effects of non-steroidal anti-inflammatory drugs 
bought soon after treatment.

The authors analysed 1152 adults registered 
with US Medicaid, federally funded care for 
people on low incomes and families without 
insurance. Researchers selected adults with a 
record of at least one invasive dental procedure 
(the exposure) and at least one vascular event 
(the outcome). With patients acting as their own 
controls over time, risk of a stroke or heart attack 
was 50% higher in the four weeks after a dental 
procedure than in all other periods combined 
(incidence ratio 1.50, 95% CI 1.09 to 2.06). They 
were able to account for the effect of prescription 
drugs but not drugs bought over the counter.

Whatever the cause of the association, the long 
term benefits of dental treatment are likely to out-
weigh any shorter term risks, say the research-
ers. Bad teeth and gums also cause inflammation 
that probably contributes to long term risk of 
 vascular disease.
Ann Intern Med 2010;153:499-506

Home tests for INR don’t prevent 
strokes, bleeds, or deaths
Adults taking warfarin need regular checks 
of their international normalised ratio (INR). 
Most attend anticoagulation clinics, although 
home testing is available for those trained 
to use it. Researchers found little to choose 
between the two options in a recent trial. Men 
trained to test themselves weekly at home 
were no less likely to have a stroke or a serious 
bleed, and were no less likely to die than con-
trols tested monthly in a clinic (hazard ratio for 
combined outcome 0.88, 95% CI 0.75 to 1.04). 
The self testing group spent significantly more 
time within the target range for INR, although 
the difference was small in real terms (66.2% 
v 62.4%; absolute difference 3.8%, 2.7% to 

5.0%). They also reported greater satisfaction 
and better quality of life. Again, the differences 
were small.

Recruitment took longer than expected, but 
2922 patients eventually enrolled and gave 
the trial enough power to exclude an impor-
tant difference in the primary outcome—time 
to first stroke, serious bleed, or death. Most of 
the participants had atrial fibrillation. Around 
a quarter had a mechanical heart valve. Four 
fifths had taken warfarin for more than a year.

The authors aren’t sure why more frequent 
testing didn’t result in better outcomes. But 
at least it did no harm. Routine monitoring is 
often suboptimal, and self testing should still 
be considered for patients who can’t get to high 
quality services, they write.
N Engl J Med 2010;363:1608-20

Officials underestimate malaria 
deaths in India by a factor of 10
The World Health Organization estimates that 
around 15 000 people die of malaria each year 
in India. A new study suggests annual mortal-
ity is nearer 200 000 for children and adults 
under 70. Official estimates should be recon-
sidered, say the authors. They are probably out 
by an order of magnitude.

WHO uses government statistics from 
healthcare facilities to compute mortality 
rates. The new study analysed verbal autop-
sies collected by trained field workers and 
interpreted by doctors. After adjudication, 
doctors attributed 3.6% of the 75 342 deaths 
examined to malaria. Most people had lived 
in rural areas (90%) and died at home (86%). 
They were never diagnosed, never treated, and 
overlooked by official statistics.

SHORT CUTS
ALL YOU NEED TO READ IN THE OTHER GENERAL JOURNALS
Alison Tonks, associate editor, BMJ  atonks@bmj.com

Month

M
ea

n 
no

 c
al

ls

M
ea

n 
du

ra
ti

on
 o

f c
al

ls
 (m

in
)

1 2 3 4 5 6
0

10

15

20

5

0

10

15

20

5

DISTRIBUTION OF TELEPHONE CALLS

Adapted from Ann Intern Med 2010;153:507-15 

Number of calls
Call duration

Age range (years)

D
ea

th
s 

pe
r 

10
0 

00
0

0-4 5-14 15-29 30-44 45-59 60-69
0

40

60

80

20

MORTALITY RATES BY AGE

Adapted from Lancet 2010; doi:10.1016/S0140-6736(10)60831-8

Study attributed Indian malaria mortality rates
WHO indirect estimates of Indian malaria
mortality rates



BMJ | 30 OCTOBER 2010 | VOLUME 341       915

SHORT CUTS

The authors examined all deaths between 
2001 and 2003 in 6671 randomly selected 
districts of India. Coders used informed 
guesswork to diagnose malaria, but the pat-
tern that emerged was consistent with known 
transmission rates, seasonal patterns, and the 
distribution of official malaria deaths. Scaled 
up nationally, malaria kills around 205 000 
children and adults under 70 each year, say the 
authors (boundaries of plausibility between 
125 000 and 277 000).

If the official figures are so wrong in India, 
they are likely to be wrong elsewhere, says 
a linked comment (doi:10.1016/S0140-
6736(10)61084-7), particularly in endemic 
countries with large rural populations and 
poor access to healthcare such as Bangladesh, 
Burma, Pakistan, and Afghanistan.
Lancet 2010; doi:10.1016/S0140-6736(10)60831-8

Sepsis leaves a legacy of decline 
in older people 
Many older people who survive an episode of 
sepsis experience enduring cognitive and func-
tional decline, according to a cohort study from 
the US. The prevalence of moderate or severe 
cognitive decline increased threefold after an 
admission for sepsis among 516 survivors 
(from 6.1% to 16.7%; odds ratio 3.34, 95% 
CI 1.53 to 7.25). Survivors without functional 
limitations before their sepsis developed a 
mean of 1.57 new limitations afterwards (0.99 
to 2.15). Difficulty with walking was the most 
common problem, followed by difficulty shop-
ping, dressing, bathing, and managing money. 
An episode of sepsis could have serious impli-
cations for patients’ independence, and for the 
loved ones who have to care for them, say the 
authors. Changes in cognitive and functional 
ability lasted for at least eight years in this 
study.

The participants were part of an ongoing 
cohort that began in 1992. All were 65 or 
over. The authors had good data on ability 
and cognitive function before and after sep-
sis. The changes associated with sepsis were 
new, not just an extension of old problems, and 
they were significantly greater than changes 
reported by a control cohort admitted to hos-
pital for something else. An editorial (p 1833) 
describes the deterioration associated with 
sepsis as striking and says future trials must 

The authors analysed data on 14 033 ran-
domised patients who developed 391 colorec-
tal cancers. Most participants were older men 
with a high risk of cardiovascular events. It is 
not yet clear what aspirin can do for women, 
or for anyone with low cardiovascular risk, 
says a linked comment (doi:10.1016/S0140-
6736(10)61509-7). The researchers had no 
long term data on gastrointestinal bleeding 
or death from all causes. Even so, chemopre-
vention with aspirin is beginning to look like 
a realistic prospect, says the comment. It must 
be time for some evidence based guidelines.
Lancet 2010; doi:10.1016/S0140-6736(10)61543-7

Corticosteroid injections relieve 
tennis elbow, but not for long
Researchers trying to make sense of the evi-
dence evaluating injections for tendinopathy 
found 41 randomised trials. They were a mixed 
bag testing different treatments for different 
tendinopathies using different controls. One 
of the few conclusive findings was that corti-
costeroid injections relieve the pain of tennis 
elbow (lateral epicondylalgia), but not for long. 
Short term results were uniformly positive, but 
longer term results were uniformly negative. 
After six to 12 months, corticosteroid injec-
tions looked less effective for tennis elbow 
than more conservative options, including 
non-steroidal anti-inflammatory drugs and 
physiotherapy. Patients given multiple injec-
tions had worse pain at the end of long term 
follow-up than those given single injections. 
The evidence evaluating corticosteroid injec-
tions for rotator cuff, patellar, or Achilles tendi-
nopathy was too patchy to be useful.

Fifteen of the trials tested a multitude of 
other injectates including the sclerosing solu-
tion lauromacrogol, platelet rich plasma, 
sodium hyaluronate, prolotherapy (solution 
of hypertonic glucose and local anaesthetic), 
aprotinin, and botulinum toxin. All remain 
experimental treatments, says a linked com-
ment (doi:10.1016/S0140-6736(10)61308-6). 
Patients who agree to have them “should do so 
in the spirit of research volunteerism.”

Clearly, injections of any kind are not a 
magic bullet, says the comment. We should 
perhaps focus on exercise therapy instead.
Lancet 2010; doi:10.1016/S0140-6736(10)61160-9
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“What do fish oils and Mozart have in common? 
Answer: both have been proposed as ways to 
enhance neurocognitive development in utero.”
Read Richard Lehman’s journal blog at www.bmj.
com/blogs 

look beyond short term death rates when test-
ing new treatment strategies. 

Sepsis could be responsible for 20 000 new 
cases of moderate or severe cognitive impair-
ment each year in the US, say the authors.
JAMA 2010;304:1787-94

Low dose aspirin protects 
against colon cancer

Aspirin helps prevent colon cancer, even at low 
doses, according to a pooled analysis of data 
from four large trials. Participants in these 
cardiovascular prevention trials took a higher 
dose of aspirin, a lower dose of aspirin, or a 
placebo for a mean of six years. Researchers 
extended follow-up to nearly 20 years, search-
ing national registers in Sweden and the UK for 
colorectal cancers and deaths.

Aspirin helped prevent fatal and non-fatal 
colon cancers (hazard ratio for cancer 0.76, 
95% CI 0.60 to 0.96; hazard ratio for cancer 
death 0.65, 0.48 to 0.88), but not rectal can-
cers. It protected the proximal colon (0.45, 0.28 
to 0.74; 0.34, 0.18 to 0.66) not the distal colon. 
Protection took seven or eight years to material-
ise and lasted about as long as the original aspi-
rin treatment. A dose of 75 mg a day worked as 
well as doses of up to 500 mg a day. Benefits 
seemed to increase with longer duration of use.
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