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• Tablet Press Extra – Diabetes Series 
The diabetes consultants have expressed concern that Part 2 of this series - Blood glucose lowering and mortality 
in type 2 diabetes: not too little, not too much did not include discussion of any benefits from tight blood glucose 
control on microvascular outcomes.   The article from Diabetologia at the link below addresses this aspect, in addition 
to the macrovascular risks and benefits of tight blood glucose control; all healthcare professionals involved in the 
treatment of type 2 diabetes are urged to take the time to read it. 
http://www.springerlink.com/content/504k071t70243319/fulltext.html.  
Part 2 was clearly concerned with macrovascular disease and mortality but the next diabetes Tablet Press Extra (Part 
5) will focus on the role of blood glucose control in microvascular disease, including the need to individualise the 
target depending on age and co-morbidities.  Part 4, relating to insulin treatment, is attached with this newsletter. 
 
• Rosiglitazone and pioglitazone similar for serious cardiac outcomes? 
A large retrospective cohort study (Circulation: CV Quality and Outcomes - Published online August 24, 2010) found 
no significant difference in rates of death or major cardiovascular outcomes between patients treated with 
rosiglitazone or pioglitazone.  The US study compared the risk of acute myocardial infarction (AMI), acute heart 
failure (AHF), or all-cause death in patients prescribed rosiglitazone or pioglitazone between January 2001 and 
December 2005. Primary outcome was time to the composite event of AMI, AHF or death. 36,628 eligible patients 
were identified and over the study period 602 (4.16%) rosiglitazone-treated patients had a primary outcome event 
compared with 599 (4.14%) pioglitazone-treated patients. There was no significant difference between the patient 
groups, with a hazard ratio for the rosiglitazone group of 1.03 (95% CI, 0.91 to 1.15; P=0.666).  
The authors conclude that in this population of patients treated with rosiglitazone or pioglitazone, they found no 
significant difference between the two drugs in risk of serious cardiovascular outcome or overall death over the study 
period. It should be noted that this is taken from the abstract as full text is not yet available; as a result, we have no 
indication of the source of funding for the study. It is also an observational study with the usual associated limitations. 
 
• What is the place in therapy of simvastatin 80mg/day in the light of recent MHRA guidance? 
The May edition of the MHRA Drug Safety Update included an article advising healthcare professionals that the 
product information for simvastatin has been updated to highlight the increased risk of myopathy associated with the 
80mg/day dose compared with lower doses. MeRec Extra 46 
http://www.npc.co.uk/ebt/merec/cardio/cdlipids/merec_extra_no46.html and  
MeReC Stop Press Blog No. 1423 give further details. 
In summary, health professionals should follow NICE guidance on lipid modification and use simvastatin 40mg/day for 
most people for whom lipid-lowering is appropriate to reduce their cardiovascular (CV) risk. NICE lipid guidance 
explicitly sets no lipid targets that patients are expected to achieve, for either primary or secondary 
prevention. High-intensity statin therapy should not be automatic but may be considered in certain circumstances, 
taking into account the patient's informed preference, including the benefits and risks of treatment. Statin-related 
myopathy occurs with all statins and appears to be related to dose. There is no good evidence to suggest that any 
one statin has any advantages over another in this regard at a population level. 
 
• Diltiazem brands 
It was agreed at the last NPAG meeting that NHS Northamptonshire will use the following "brands of choice" 
for patients being initiated on diltiazem - 
ONCE a day formulation - Slozem 120mg, 180mg and 240mg caps  
TWICE a day formulation - Tildiem retard 90mg and 120mg tabs  
NGH and KGH have the same diltiazem "brands of choice" so this decision should reduce potential confusion when 
patients on diltiazem are transferred between primary and secondary care.  
Switching of patients on other brands is not advised – this is for new initiations only and will be reinforced by a 
Scriptswitch message. 
 
• Supply of N acetylcysteine 
Our local protocol for the use of acetylcysteine in the treatment of Idiopathic Pulmonary Fibrosis advises that the 
supply should be sourced from IDIS.  The IDIS package information leaflet states that this medicine is for the 
liquification of viscous mucous in the airways and is used to ease coughing; this may not be the case for supplies 
from other sources.  Pharmacists and dispensing doctors are encouraged to supply this product. There is no need to 
prescribe or supply effervescent acetylcysteine tablets as the standard tablets will disperse in water. 
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