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In this issue: Welcome  to issue 121 of GP Research Review. 
People who have a positive faecal immunochemical test (FIT) result should undergo a follow-up colonoscopy within the 
next several months, according to a US analysis of more than 70,000 patients aged 50–75 years at average risk of 
colorectal cancer with a positive FIT screening. In this analysis, delaying colonoscopy beyond 10 months substantially 
increased the risk of colorectal cancer and being diagnosed with advanced-stage disease. 

The study evidence in our Natural Health section illustrates meaningful benefits with the ancient Chinese medical 
procedure of acupuncture in the treatment of pain. In one study, 20 sessions of prophylactic acupuncture delivered 
over 4 weeks reduced the frequency of migraines, while in the other study, massage of three acupoints (for just  
3 minutes each) effectively reduced pain scores in hospitalised patients with minor trauma. 

I hope you enjoy this issue and I welcome your comments and feedback.   

Kind regards,
Jim 
Assoc Professor Jim Reid 
jimreid@researchreview.co.nz

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

Abbreviations used in this issue
BP = blood pressure
FIT = faecal immunochemical test
HR = hazard ratio
OR = odds ratio
UTI = urinary tract infection
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embolism and reduce vascular mortality in 
NVAF* patients; for the treatment and 

prevention of DVT† and PE§ and related death; the prevention of DVT† 
and PE§ in patients who have undergone major orthopaedic surgery.1

Association between time to colonoscopy after a positive fecal 
test result and risk of colorectal cancer and cancer stage at 
diagnosis
Authors: Corley DA et al.

Summary: These researchers analysed data from 70,124 Kaiser Permanente members in California aged  
50–75 years eligible for colorectal cancer screening with a positive faecal immunochemical test (FIT) result from 2010 
through 2013. In this cohort, 2,191 cases of any colorectal cancer and 601 cases of advanced-stage disease (defined 
as stage III and IV cancer) were diagnosed. Compared with colonoscopy follow-up within 8–30 days (n=27,176), 
there were no significant differences between follow-up at 2 months (n=24,644), 3 months (n=8,666), 4–6 months 
(n=5,251), or 7–9 months (n=1,335) for risk of any colorectal cancer (cases per 1,000 patients: 8–30 days,  
30; 2 months, 28; 3 months, 31; 4–6 months, 31; and 7–9 months, 43) or advanced-stage disease (cases per  
1,000 patients: 8–30 days, 8; 2 months, 7; 3 months, 7; 4–6 months, 9; and 7–9 months, 13). In contrast, delaying 
a colonoscopy for 10–12 months (n=748) increased the risk of any colorectal cancer by approximately 50%  
(OR 1.48; 95% CI, 1.05 to 2.08; 49 cases per 1,000 patients) and advanced-stage disease by almost 2-fold  
(OR 1.97; 95% CI, 1.14 to 3.42; 19 cases per 1,000 patients). Waiting for more than 12 months (n=747) more than 
doubled the risk for any colorectal cancer (OR 2.25; 95% CI, 1.89 to 2.68; 76 cases per 1,000 patients) and tripled 
the risk for advanced-stage disease (OR 3.22; 95% CI, 2.44 to 4.25; 31 cases per 1,000 patients).

Comment: From this large study, it seems that the follow-up time from a faecal immunochemical test for the 
presence of faecal occult blood is fairly crucial. No real problem for up to ten months after recognition, but risks 
for spread etc. rose exponentially after this. Not only was there an increased risk of colorectal cancer as such after 
this period, but there was also more advanced-stage disease.       

Reference: JAMA. 2017;317(16):1631-41
Abstract
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Outcomes of patients with chronic obstructive pulmonary 
disease diagnosed with or without pulmonary function 
testing
Authors: Gershon A et al.

Summary: This analysis of health administrative data from Ontario, Canada, identified 68,898 patients 
with physician-diagnosed chronic obstructive pulmonary disease (COPD) between 2005 and 2012. Fewer 
than half (41.2%) underwent peridiagnostic pulmonary function testing. In adjusted survival analysis, testing 
was associated with a lower likelihood of all-cause mortality or hospitalisation for COPD (adjusted HR 0.91,  
95% CI, 0.89 to 0.94) and increased the likelihood of being prescribed an inhaled long-acting bronchodilator 
compared with not undergoing testing. This association between testing and outcomes appeared to be 
confined to patients with COPD diagnosed in the ambulatory care setting (adjusted HR 0.80; 95% CI, 0.76 
to 0.84). 

Comment:  This study reinforces the value of formal pulmonary function testing in the diagnosis of 
COPD. Such can easily (with the right equipment and training – especially technician) be differentiated 
from restrictive disease. It is simply a situation of make the right diagnosis – get the right treatment. There 
are a number of questionnaires that demonstrate a fairly good accuracy of COPD diagnosis. But nothing 
beats spirometry, which is the gold standard.      

Reference: CMAJ. 2017;189(14):E530-8
Abstract

Treatment duration of febrile urinary tract infection:  
a pragmatic randomized, double-blind, placebo-controlled 
non-inferiority trial in men and women
Authors: van Nieuwkoop C et al.

Summary: Outcomes are reported from this non-inferiority trial conducted in the Netherlands, in which 
adults aged ≥18  years with a diagnosis of febrile urinary tract infection (fUTI) were randomly assigned 
to receive antibiotic treatment for 7 days (n=97) or 14 days (n=103; in week 2, treatment consisted of 
ciprofloxacin 500 mg or placebo orally twice daily). Overall short-term clinical cure rates were 90% with  
7 days of treatment and 95% with 14 days of treatment (p non-inferiority = 0.072, non-inferiority not confirmed). 
Women achieved clinical cure rates of 94% and 93% with 7 and 14  days of treatment, respectively  
(p non-inferiority = 0.011, non-inferiority confirmed); corresponding values in men were 86% and 98%, 
respectively (p superiority = 0.025, inferiority confirmed). The bacteriologic cure rate was 93% versus 97% 
(p non-inferiority = 0.041) and the long-term clinical cure rate was 92% versus 91% (p non-inferiority = 0.005) for 
7 days versus 14 days of treatment, respectively. In both men and women, long-term clinical cure rates met 
the criteria for non-inferiority, indicating there was no difference in the need for antibiotic retreatment for UTI 
during 70–84 days follow-up post-treatment.

Comment: To me this is a confusing study. There is a difference. In women, urinary tract infection  
(not necessarily pyrexial) is common, whereas in men (especially younger men) it is rare. I investigate 
all men under the age of 50 with a single urinary tract infection, whereas I allow women three before 
undertaking a renal ultrasound. The difference with this study is that these patients were febrile, 
indicating more severe and possibly ascending disease. The findings from the conclusion could possibly 
be explained by the relatively small sample size.     

Reference: BMC Medicine. 2017;15:70
Abstract

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

Faster clean catch urine 
collection (Quick-Wee 
method) from infants
Authors: Kaufman J et al.

Summary: This study was performed in an 
emergency department of an Australian hospital 
and involved 344 infants (aged 1–12 months) who 
needed a urine sample for clinical reasons. They were 
randomised to either gentle suprapubic cutaneous 
stimulation (n=174) using gauze soaked in cold fluid 
(the Quick-Wee method) or standard clean catch 
urine with no additional stimulation (n=170), for  
5 minutes. A significantly higher proportion of infants 
in the Quick-Wee group urinated within 5 minutes 
compared with those in the standard clean catch 
urine group (31% vs 12%; p<0.001). Quick-Wee had 
a higher rate of successful urine sample collection 
(30% vs 9%; p<0.001) and parents’ and clinicians’ 
satisfaction ratings (ease and efficiency) were higher 
with Quick-Wee.

Comment: Excellent. When I REALLY wanted a 
urine specimen in the past I resorted to supra-
pubic puncture. I have done hundreds and never 
had a problem. But they are not popular with 
parents, though the children do not seem to mind 
(too much). But I am going to try the Quick-Wee 
method. The results look convincing.

Reference: BMJ. 2017;357:j1341
Abstract

CONGRATULATIONS TO  
Dr Robin Rund who won an iPad mini 3 by 
taking part in our recent subscriptions update 
promotion. Robin is an Anaesthetist at the Bay of 
Plenty District Health Board.

http://www.researchreview.co.nz
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between confidence and doubt.

Give patients without cancer greater peace of mind, 
and ensure those who require further urological 
evaluation for bladder cancer are easily identified 
with a simple urine based test.

Cxbladder Triage’s innovative algorithm combines 
known bladder cancer risk factors with molecular 
diagnostics to accurately rule out bladder cancer 
without the need for invasive procedures.

www.cxbladder.com

Thirty-minute office blood pressure 
monitoring in primary care
Authors: Bos MJ et al.

Summary: This study involved 201 patients (mean age 
68.6 years), all of whom underwent automated office blood 
pressure monitoring during 30 minutes (OBP30) for medical 
reasons over a 6-month period in a single primary health care 
centre in the Netherlands. The researchers compared patients’ 
OBP30 results with their last preceding routine office blood 
pressure (OBP) reading, and they asked patients’ physicians 
why they ordered the OBP30, how they treated their patients, 
and how they would have treated their patients without it. The 
mean systolic and diastolic OBP30 were lower by 22.8 mm 
Hg and 11.6 mm Hg, respectively, than the mean systolic and 
diastolic OBP values. Considerable differences between OBP 
and OBP30 existed in patients with and without suspected 
white-coat hypertension, and differences were larger in 
individuals aged ≥70 years. Based on OBP alone, physicians 
said they would have started or intensified medication therapy 
in 79.1% of the studied cases. When they had the OBP30 
results, physicians started or intensified medication therapy in 
far fewer (24.9%) patients.

Comment: White coat hypertension is alive and well – 
which is why most GPs in my area do not wear white coats. 
In fact I must admit I have only ever seen one GP ever in 
a white coat – and it was not me! I cringe when I now 
see how many people are/were treated for hypertension, 
and when a 24-hour BP is done just how many average 
135/90 max. Problem solved – no need to treat even when 
the casual BP was 160/45. A single elevated random BP is 
of little significance at a doctor’s surgery, whereas a single 
normal BP in familiar surroundings is highly significant.     

Reference: Ann Fam Med. 2017;15(2):120-3
Abstract

Oral and topical antibiotics for clinically infected eczema 
in children: a pragmatic randomized controlled trial in 
ambulatory care
Authors: Francis NA et al.

Summary: This UK study randomised 113 children with clinical, non-severely infected eczema 
to receive oral and topical placebos (controls; n=40), oral antibiotic (flucloxacillin) and topical 
placebo (n=36), or topical antibiotic (fusidic acid) and oral placebo (n=37), for 1 week. At baseline,  
104 children (93%) had ≥1 of the following findings: weeping, crusting, pustules, or painful skin. 
Mean baseline Patient Oriented Eczema Measure (POEM) scores were 13.4 for the control group, 
14.6 for the oral antibiotic group, and 16.9 for the topical antibiotic group; all scores were reduced 
(improved) at 2 weeks (6.2, 8.3 and 9.3, respectively). In ANCOVA analyses that controlled for 
baseline POEM score, neither oral nor topical antibiotics provided a clinically meaningful benefit, with 
mean POEM scores of 1.5 (95% CI, –1.4 to 4.4) and 1.5 (95% CI, –1.6 to 4.5), respectively. There 
were no significant between-group differences in adverse effects and no serious adverse events. 

Comment: Interesting – treat the underlying cause and the infection will take care of itself. This 
study demonstrated that children with non-severely infected eczema did as well with topical 
steroids and emollient treatment only, and this was as effective as additional treatment with 
either topical or systemic antibiotics. Skin infection is a significant cause of hospital infection in  
New Zealand. Early treatment with steroids and emollient is as effective as anything. The essence 
is in the word “early”.  

Reference: Ann Fam Med. 2017;15(2):124-30
Abstract

to read previous issues of GP Research Review

CLICK HERE

Independent commentary by  
Associate Professor Jim Reid.
Jim Reid has a private family medicine practice at the 
Caversham Medical Centre, Dunedin, New Zealand.  
For full bio CLICK HERE.
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Parents’ expectations and 
experiences of antibiotics for 
acute respiratory infections 
in primary care
Authors: Coxeter PD et al.

Summary: This Australian investigation conducted 
computer-assisted telephone interviews with  
401 primary caregivers (referred to as parents 
for this study) of children aged 1–12 years. The 
interviews explored parents’ perceptions about 
antibiotic use for acute respiratory infections. Most 
believed that antibiotics are beneficial for common 
acute respiratory infections, especially for acute otitis 
media (92%), although not using them, particularly 
for acute cough and sore throat, was sometimes 
acceptable. Parents grossly overestimated  
(5–10-fold) the mean benefit of antibiotics on 
illness symptom duration, and believed they 
reduce the likelihood of complications. The majority 
(78%) recognised antibiotics may cause harm. 
Recalling the most recent relevant doctor visit, 
nearly half (44%) of parents reported at least some 
discussion about why antibiotics might be used; 
shared decision making about antibiotic use was 
inconsistent, while 75% wanted more involvement 
in future decisions. 

Comment:  This study is a reflection of most 
GPs’ personal experience. It is the parent’s 
expectations that is a predominant factor 
in antibiotic prescribing in children. I do not 
understand why simple prescribed cough 
mixtures are not available as a funded item 
– such would reduce antibiotic prescribing 
enormously. Parents would think that such 
a prescribed mixture would be better than 
anything bought over the counter.     

Reference: Ann Fam Med. 2017;15(2):149-54
Abstract
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Multimorbidity, clinical decision making and health care 
delivery in New Zealand Primary care: a qualitative study
Authors: Stokes T et al.
Summary: Qualitative interviews held with 12 GPs and 4 Primary Care Nurses in the Otago region explored 
primary care professionals’ accounts of managing multimorbidity and its impact on clinical decision making 
and regional health care delivery. Thematic analysis revealed challenges in providing care to patients with 
multimorbidity, with respect to both clinical decision making and health care delivery. Clinical decision making 
occurred in time-limited consultations where the challenges of complexity and inadequacy of single disease 
guidelines were managed through the use of “satisficing” (care deemed satisfactory and sufficient for a given 
patient) and sequential consultations utilising relational continuity of care. The respondents considered that  
New Zealand’s primary care co-payment funding model is a barrier to the delivery of care; the discouragement 
of sequential consultations is only partially addressed through the use of the additional capitation-based funding 
stream of Care Plus. Fragmentation of care also occurred within general practice and across the primary/
secondary care interface.

Comment: Couldn’t agree more with this conclusion. It is not only for multimorbidity, but for a significant 
portion of primary care that the funding model is flawed. This is reflected in the current flood of patients 
in most emergency departments in NZ, as well as reluctance of hospital doctors to refer back to general 
practice, because of the business model inflicted upon them by the government requiring the patient to pay, 
for them to survive. Change is required.   

Reference: BMC Fam Pract. 2017;18(1):51
Abstract
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Beta-blockers no longer first line for simple hypertension
Initiating treatment of hypertension with beta-blockers leads to modest CVD reductions and little or no effects on 
mortality (atenolol mainly studied). These beta-blocker effects are inferior to those of other antihypertensive drugs.1,2 
In addition, there was an increase in stroke in beta-blockers compared to calcium channel blockers  (RR 1.24, 95% 
CI 1.11 to 1.40; moderate-certainty evidence) and renin angiotensin inhibitors (RR 1.30, 95% CI 1.11 to 1.53; 
moderate-certainty evidence). Compared with placebo there was a reduction in stroke.
The role of beta-blockers is now for heart rate slowing in tachyarrythmias, post myocardial infarct (and only for one 
year if no heart failure exists) and congestive heart failure and as a 4th or 5th line blood pressure lowering medication.  
Atenolol is no longer the beta-blocker of choice. 
A good alternative to metoprolol succinate is bisoprolol, which is also cardioselective and is once daily dosing, 
and has a simpler four step dosing range to the maximum dose of 10 mg.3 
References:
1. Wiysonge CS, et al. Beta-blockers for hypertension. Cochrane Database Syst Rev. 2017  Click here
2. New Zealand Primary Care handbook 2012, p37 Click here
3. Medsafe Datasheet 2014. Click here
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The long-term effect of acupuncture for migraine prophylaxis:  
a randomized clinical trial
Authors: Zhao L et al.

Summary: In this 24-week study, 249 patients aged 18–65 years diagnosed with migraine without aura 
received true acupuncture (using acupoints deemed relevant for migraine treatment), sham acupuncture (using 
acupoints unrelated to migraine), or a waiting-list control group. All participants experienced 2–8 migraines 
each month. Participants in both acupuncture groups received treatments 5 days per week for 4 weeks for a 
total of 20 sessions (each lasting 30 minutes) and were followed for an additional 20 weeks. Participants in 
the waiting-list group did not receive acupuncture but were informed that 20 sessions of acupuncture would 
be provided free of charge at the end of the trial. Patients kept daily diaries recording migraine attacks. The 
mean change from baseline in migraine frequency differed significantly among the 3 groups at 16 weeks after 
randomisation (p<0.001); the mean frequency of attacks decreased in the true acupuncture group by 3.2,  
in the sham acupuncture group by 2.1, and the waiting-list group by 1.4; between-group comparisons 
significantly favoured true acupuncture over sham acupuncture (p=0.002) and the waiting-list condition 
(p<0.001). Sham acupuncture did not differ significantly from waiting-list outcomes.

Comment: While research to date does not show clear evidence of efficacy of acupuncture in general, 
this well-designed study from China – the birthplace of acupuncture – showed some positive effects. 
It demonstrated a reduction by almost two migraine attacks over the space of 24 weeks by receiving  
20 sessions of prophylactic acupuncture.

Reference: JAMA Intern Med. 2017;177(4):508-15
Abstract

The effect of acupoints massage on pain in patients with minor 
trauma
Authors: Talebi A et al.

Summary: Outcomes are reported from 160 patients aged 18–50 years admitted with minor trauma to a single 
hospital in Iran. Minor trauma was defined as soft tissue injury (laceration, bruises, sprains and muscle strain), 
simple fractures, mild chest injuries or mild head injury. All participants received 9 minutes of acupressure, 
either at true acupoints LI4, SP6 and Ying tang (3 minutes per point; n=80) or sham acupoints (located 3 cm 
from the origin points and not on energy channels; n=80). Patients completed visual analogue scale (VAS) pain 
inventories before and after the intervention. Whereas the two groups did not differ significantly in VAS pain 
scores before the intervention, mean pain scores were reduced from baseline by a significantly greater amount 
with true (–1.31) versus sham (0.14) acupressure (p<0.001).

Comment: Not infrequently would I hear a patient mention that they saw the specialist for only 5 minutes 
and ‘he didn’t even touch me’, before sending them on their way. Equally, in general practice, it can be easy 
to forget or underestimate the importance of physical touch during a consult. Whether acupressure treatment 
simply fulfils a need for physical contact, or whether there truly are measurable benefits, is hotly contested. 
The truth is likely to involve elements of both. In any case, this Iranian study found a 25% improvement in 
pain after minor trauma in the acupressure group, as compared to no change in the control group.

Reference: Quality Prim Care. 2016;24(5):219-21
Abstract
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