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iatric Surgery (LABS) study funded by the National Insti-
tutes of Health does not include a nonoperated control
group.5 These 2 large, carefully conducted US studies cur-
rently running in parallel could provide a valuable com-
parison between patients with diabetes in the LABS study
matched with participants from each arm of the Look AHEAD
study.1 We would encourage discussion of this synergy. Sur-
gery is not “set and forget” and should always be comple-
mented with comprehensive and ongoing lifestyle modifi-
cation and monitoring.

We agree that comprehensive weight management pro-
grams should be available for obese patients with type 2 dia-
betes with nonsurgical options attempted first. But if these
approaches fail, without unnecessary delay the next step
should be to consider a proven, safe surgical treatment. There
is evidence from a number of observational bariatric surgi-
cal series that treating persons with diabetes sooner rather
than later following diagnosis is more likely to achieve re-
mission of diabetes, presumably due to preservation of �-
cell function.6 If patients with diabetes can achieve and main-
tain the weight loss required to obtain excellent glycemic
control in this time frame without surgery, that is optimal.
For those who cannot accomplish this, obesity surgery pro-
vides a realistic opportunity to achieve remission.

John B. Dixon, MBBS, PhD
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Paul E. O’Brien, MD
Centre for Obesity Research and Education
Monash University
Melbourne, Australia
Joseph Proietto, MBBS, PhD
Department of Medicine
University of Melbourne
Melbourne

Financial Disclosures: Dr Dixon reported having received research grants from the
National Health and Medical Research Council, Allergan Health, and Novartis Aus-
tralia; having received compensation for serving on the speakers’ panel of Novar-
tis Australia and Allergan Health; serving on the medical advisory board of Novar-
tis Australia and Allergan Health; and being a consultant for Allergan Health. Dr
O’Brien reported receiving research grants from the National Health and Medical
Research Council, Allergan Health, and Novartis Australia; having received com-
pensation for serving on the speakers’ panel of Allergan Health; and serving on
the medical advisory board of Allergan Health. Dr Proietto reported serving on
the medical advisory boards of Novartis Australia, Eli Lilly Australia, Abbott Aus-
tralia, and Sanofi-Aventis Australia.

1. Look AHEAD Research Group; Pi-Sunyer X, Blackburn G, Brancati FL, et al. Re-
duction in weight and cardiovascular disease risk factors in individuals with type 2
diabetes. Diabetes Care. 2007;30(6):1374-1383.
2. Knowler WC, Barrett-Connor E, Fowler SE, et al; Diabetes Prevention Program
Research Group. Reduction in the incidence of type 2 diabetes with lifestyle in-
tervention or metformin. N Engl J Med. 2002;346(6):393-403.
3. Norris SL, Zhang X, Avenell A, et al. Long-term effectiveness of lifestyle and
behavioral weight loss interventions in adults with type 2 diabetes: a meta-analysis.
Am J Med. 2004;117(10):762-774.
4. O’Brien PE, McPhail T, Chaston TB, Dixon JB. Systematic review of medium-
term weight loss after bariatric operations. Obes Surg. 2006;16(8):1032-1040.
5. Belle SH, Berk PD, Courcoulas AP, et al. Safety and efficacy of bariatric sur-
gery: Longitudinal Assessment of Bariatric Surgery. Surg Obes Relat Dis. 2007;
3(2):116-126.
6. Dixon JB, Pories WJ, O’Brien PE, Schauer PR, Zimmet P. Surgery as an effec-
tive early intervention for diabesity: why the reluctance? Diabetes Care. 2005;
28(2):472-474.

Legislating Screening for Atherosclerosis

To the Editor: In his Commentary, Mr Jacobson1 called
on national medical societies to oppose proposed Texas
legislation that would mandate that health insurers pro-
vide reimbursement for screening to detect atherosclero-
sis, indicating that it is based on a flawed concept and
should be rejected because it lacks endorsement from the
American Heart Association (AHA), the American Col-
lege of Cardiology (ACC), or the European Society of
Cardiology. The concept was introduced by the Society
for Heart Attack Prevention and Education (SHAPE).2

We believe that this Commentary contains several misun-
derstandings.

First, most initial myocardial infarctions occur in
asymptomatic individuals with unrecognized atheroscle-
rosis who are classified by the Framingham Risk Score as
low or intermediate risk.3 Thus, when screening is based
on risk factors alone, most individuals destined for a
near-term myocardial infarction are not identified and,
consequently, not offered adequate preventive treatment.

Second, the potential outcome benefits of global cardio-
vascular risk assessment based on risk factors alone, includ-
ing the Framingham Risk Score and the European System-
atic Coronary Risk Evaluation, have never been tested in a
randomized controlled trial.

Third, coronary artery calcium score predicts risk better
than the Framingham Risk Score.4 The proposed legisla-
tion mandates insurance coverage up to $200 every 5 years
for coronary artery calcium score or carotid intima-media
thickness by ultrasound in men aged 45 to 75 years and
women aged 55 to 75 years with diabetes mellitus or inter-
mediate or higher Framingham Risk Score.5 This is in line
with the recent ACC/AHA expert consensus document on
coronary artery calcium score in global cardiovascular risk
assessment, which acknowledges that coronary artery cal-
cium score can be used to identify high-risk individuals in
the intermediate risk category who need more aggressive
treatment.4

Fourth, the proposed Texas legislation incorporates
what we consider to be the most accepted part of the
SHAPE guidelines: the usefulness of coronary artery cal-
cium score in individuals with intermediate Framingham
Risk Score.4

Fifth, all potential conflicts of interest for SHAPE mem-
bers as of July 2006 were disclosed in the print edition of
the journal supplement containing the SHAPE guidelines2

and are posted on the SHAPE Web site (http://www
.shapesociety.org).

Erling Falk, MD, PhD
Aarhus University Hospital
Aarhus, Denmark
Morteza Naghavi, MD
mn@vp.org
Society for Heart Attack Prevention and Eradication
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In Reply: In response to Dr Falk and colleagues, as a non-
specialist I cannot comment on the merits of any particular
screening mechanism or the coronary artery calcium score
vs the Framingham Risk Score as a better predictor of coro-
nary artery disease. However, I take issue with their state-
ment that “the proposed Texas legislation incorporates what
we consider to be the most accepted part of the SHAPE guide-
lines.” Accepted by whom and under what circumstances?
Are they conceding that the guidelines as a whole have not
been accepted as professional consensus through the peer-
review process? Most importantly, should legislators deter-
mine which aspects of guidelines should be mandated and
which should not?

What is missing from their letter is a compelling reason
why the legislature should be involved. For example, is there
evidence that insurers are refusing to cover the specific tests
the SHAPE guidelines are designed to encourage?1 Is there
evidence that professional societies are illegitimately block-
ing the potential scientific advances of the coronary artery
calcium score? Nothing in their letter suggests the need for
legislative intervention.

Where I think my Commentary is most vulnerable is in
its acquiescence to medical consensus as the sine qua non
of clinical practice guidelines. For instance, there are many
instances where cascades have led to inappropriate scien-
tific consensus that can be difficult to overcome.2 Falk et al
are correct in implying that an unwavering reliance on pro-
fessional consensus could impede innovative clinical strat-

egies. The possibility that the professional consensus is wrong
is exactly why individual physicians must have the discre-
tion to exercise their best clinical judgment.

In relying on professional consensus, perhaps I am too
mindful of the debacle of high-dose chemotherapy with au-
tologous bone-marrow transplantation, in which prema-
ture diffusion of the technology had such adverse conse-
quences.3 Nonetheless, there is no better alternative to
professional consensus for most clinical interventions.

Finally, the issue of conflict of interest has been a major
consideration in the SHAPE guidelines.4 The potential con-
flicts for SHAPE members may be posted on its Web site.
But in a case like this, in which the physicians involved in
drafting the guidelines have multiple potential financial con-
flicts of interest,5 one mechanism to attenuate the influ-
ence of these investments is to demonstrate that there is a
broad professional consensus independent of potential fi-
nancial conflicts.
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Nomenclature in Translational Research

To the Editor: In his Commentary, Dr Woolf1 identified a
critical problem in the field of translational research—lack
of clarity in nomenclature. Vague language conflates very
different types of research and fosters definitional creep as
researchers struggle to ensure that their own work falls un-
der this umbrella. We agree that the terms T1 and T2 lack
inherent meaning and should be replaced with ones that are
more descriptive.

We suggest that T1 be replaced with the term preclinical
research. We define this as research designed to yield a tool
or an intervention related to screening, risk assessment, pre-
vention, diagnosis, treatment, or rehabilitation that will be
suitable for clinical evaluation within 10 years. Long-term
preclinical translational research would have a time frame
of 5 to 10 years. Short-term preclinical translational re-
search would be less than 5 years. Basic research that has
an anticipated time frame beyond 10 years would not be con-
sidered preclinical translational research.
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