
  

 

Editorial 

Welcome to the Spring edition of Newsweet. 

We are deeply saddened by the news of Sir Don 

Beaven‟s tragic death last week. I‟m grateful to Peter 

Moore for writing an obituary which describes the 

amazing achievements and contributions Sir Don has 

made to the advancement of Diabetes practice in 

New Zealand during his life.   

Other contributions to this edition include an article 

written by Tim Cundy highlighting some work from 

Kelly Brownell‟s group.  The same researchers  also 

recently exposed the fast food industry‟s lack of integ-

rity in publishing nutritional information about their 

products (if it is available, it can be located on a small 

card, behind a door at the back of the restaurant 

somewhere). 

Please let me know if you have any interesting diabe-

tes projects or views you want to advertise in News-

weet. Claire O‟Shea  and Michele Garrett are keen to 

establish an NZSSD Podiatry Special Interest Group.  

They outline what this involves on page 3. 

I‟ve included an update on DAFNE from Waitemata 

DHB. Finally, just to remind you that the Annual Sci-

entific Conference is happening earlier than usual next 

year 20-23 April in Hamilton (details page 4).   

Have a happy, safe and stress-free Christmas. 

Catherine McNamara 
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Sir Donald Beaven, DCNZM,CBE, MBChB,DSc(Hon)Cantab,FRCP(London),FRACP,FRCPEd,FACP(Hon) 
 
Don died in a house fire at his Little Akaloa property on 4 November 2009. 

Don was born in Christchurch in 1924. He was educated at Christ’s College before going on to study medicine at Otago University. He gradu-

ated in 1949 and worked initially at Christchurch Hospital for a year before going to a very isolated rural practice for 15 months, at Karamea 

on the West Coast. At a recent function held to honour Don on his 85th birthday we were entertained by some delightful stories from his 

time on the Coast, experiences which obviously had a major influence on his life.  He travelled to London and specialized in internal medicine 

gaining the MRCP qualification. He returned to Christchurch in 1955 as Senior Resident Physician and also Clinical Tutor for the University of 

Otago.  He spent 1958 and 1959 at Harvard initially on a  Fulbright Fellowship and then a Lilly International Fellowship. Don returned to 

Christchurch in 1960 and at Princess Margaret Hospital established The Medical Unit which was a highly successful research and teaching 

unit in endocrinology and metabolism.  He attracted an excellent team of people to work with him.  A number of endocrinologists and diabe-

tologists, still in practice in New Zealand, gained their training at The Medical Unit under Don’s influence. 

When the Otago University opened a clinical school in Christchurch in 1971 he was appointed as the foundation professor of medicine and 

head of the academic department. His energy was enormous and his enthusiasm infectious. He was highly successful at getting research 

underway at the Clinical School. His response to frustrations at a lack of funding for medical research was the establishment of the Canter-

bury Medical Research Foundation which received great public support and continues to this day to be a major driver and funder of research 

in the Canterbury region. He was a world leader in recognizing the role of patient education in helping people with diabetes manage their 

disorder and overcame many barriers to establish a pioneering diabetes education centre, which initially opened in the Old Chemistry build-

ing at the Christchurch Arts Centre. We take for granted the multi-disciplinary teams in which we work today but they were a new and radi-

cal idea when the Christchurch Diabetes Centre opened in 1978.  (Continued on back page)  
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TAXING SUGAR – TIME TO GET SERIOUS? 

Two particularly thought-provoking articles on the potential health and economic benefits of levying taxes on sugar-based soft drinks have 

been published this year in the New England Journal of Medicine.  The articles repay close reading as they make a compelling case for such a 

tax.  In the first, Brownell & Frieden present evidence that sugar-sweetened beverages may be one of the major drivers of the obesity 

epidemic.  The evidence suggests that increasing consumption increases the risk of obesity and diabetes. On average, Americans consume 

250-300 more calories daily than they did several decades ago, and nearly half this is accounted for by consumption of sugared drinks.  The 

risk of a child becoming obese increases by 60% with each can of sugared beverage consumed each day.  Interestingly, the reports disputing 

these relationships tend to be conducted by authors supported by the industry.   Sugared drinks are extensively marketed to children and 

teenagers, and relative to the costs of other foodstuffs their price has reduced over the past 20 years.  The consequences are unsurprising 

and only too visible: in the past decade in the USA, the per capita intake from sugar-sweetened drinks has increased by nearly 30%, and now 

accounts for 10-15% of total calorie intake.   

The second article by Brownell et al covers some of the same ground in more detail, and not only makes a compelling case for taxation, but 

suggests how this could be done.  They propose specifically an excise tax – that is a tax directly levied on the producer or distributor, and is 

typically imposed as a fixed amount of tax per unit of measure, as opposed to a percentage of sale price (such as GST). While it is the 

producer who pays the tax directly to the government, ultimately it is the consumer that bears the cost, as it is included in the eventual sale 

price of the product. Excise taxes are commonly levied to discourage people from harming their health by abusing substances such as 

tobacco and alcohol, to protect against harm to the general environment, (including curbing activities contributing to pollution – for example 

taxing petrol and oil), and to provide monies needed for the extra healthcare and other public expenditures which are needed as a direct or 

indirect result of excisable activities (such as lung cancer from smoking or road accidents resulting from drink-driving). 

In the case of soft drinks at least two of these conditions apply.  Excessive use is clearly injurious to personal health, and the downstream 

cost of treating complications of obesity is, enormous.  Arguably, the costs of waste disposal and recycling associated with the plastic bottles 

and aluminium from cans are not reflected in the price of soft drinks.   As far as the government is concerned the fiscal benefits would be 

substantial.   Brownell et al suggest an excise tax to increase the cost of sugared drinks by 1US cent per 28g of any beverage with any added 

caloric sweetener.  In the USA they estimate this would raise ~$15billion in taxes.  In New Zealand it would mean a 355ml can of Sprite 

(sugar content 35g), currently retailing at $1.50 in our hospital shop, would cost $1.67. If the revenue estimates are similar for this country 

(and we are amongst the highest consumers of soft drinks in the world) then the initial tax yield could be as much as NZ$ 270 million a year. 

Quite handy for a cash-strapped government.   

Would increasing taxes work in terms of reducing consumption, thus satisfying the public health need?  This can be estimated using 

something called price elasticity.  For soft drinks this around -0.8, meaning that for every 10% increase in price, there would be a decrease in 

consumption of 8%.  The effects of taxing only sugar-sweetened drinks might be greater since some consumers will switch to the „diet‟ 

versions of the same drinks.  Brownell et al make what they consider a conservative estimate that such a tax would lead to a minimum 

reduction of 10% in calorie consumption from sweetened beverages – and the benefit would be larger among high volume consumers, who 

are more likely to be overweight. 

What are the difficulties?  Such taxes can be criticised in that they are regressive – so the poor (who tend to consume more such drinks) 

would be worst affected.  However, as the „diet‟ versions would be unaffected by taxation, this need not be too upsetting for soft drink 

enthusiasts (or in reality the manufacturers or distributors).  There would undoubtedly be protest from campaigners convinced that artificial 

sweeteners are dangerous – a charge that can readily be refuted (see Chacko et al).  There would be ferocious resistance from 

manufacturers and distributors, and probably the media dependent upon advertising revenue.  All the familiar weapons would be on full 

display („freedom of choice‟ „the nanny state‟ etc).  There would be objections, too, that taxing sugar-sweetened drinks will not „solve‟ the 

obesity crisis.  Brownell et al make the nice point that even though seat-belt legislation and tobacco taxation do not eliminate road accident 

deaths or heart disease, they are nevertheless very sound policies.    

Public support for such interventions is actually quite strong, so it would seem to be a winner for the government – both raising revenue and 
doing something about obesity.  However, don‟t be surprised if nothing happens: the power and influence of the industry lobby should not 

be underestimated - after all this is the country that famously prohibited the sale of margarine at the behest of the dairy industry. New 

Zealand governments since the mid-1980s have been devout believers that „the market is always right‟ and reluctant to intervene no matter 

how compelling the case.  The 2008-9 financial crisis might, have dented this faith somewhat, and it is undeniable that the market is not 

working equitably.  Sensitive politicians can take consolation from the words of Adam Smith, the 18th century philosopher economist and 

revered prophet of free market economics.  In his seminal work The Wealth of Nations he wrote: “Sugar, rum and tobacco are 

commodities which are nowhere necessaries of life, which are become objects of almost universal consumption, and which are therefore 

extremely proper subjects of taxation”.  We have taxes on rum and tobacco.  Is it time for sugar? 

Tim Cundy 

President NZSSD 

KD Brownell & TR Frieden.  Ounces of prevention – the public policy case for taxes on sugared beverages.  

N Eng J Med 2009 360 1805-8. 

KD Brownell et al.  The public health and economic benefits of taxing sugar-sweetened beverages.  N Eng J Med 2009 361 1599-1605. 

E Chacko et al.  Replacing sugar-based soft drinks with sugar-free alternatives could slow the progress of the obesity epidemic.  NZ Med J 

2003 116 1184 (24.11.03) 
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NZSSD – Podiatry, Special Interest Group. 

Podiatrists who work predominantly in the area of the Diabetes High Risk Foot are 

planning to meet for the first time at the Waikato Diabetes Regional Service in Hamilton 

on November 11th 2009.  The initial meeting will allow podiatrists, who are specialised in 

the diabetic foot, to raise issues and concerns they have in this area and also review 

strategies and standards of care for patients with diabetes foot related problems in New 

Zealand.  Hopefully this will enable new guidelines and care pathways to be developed 

which will improve overall care for patients with diabetic foot problems both in the 

community and secondary care settings.  The group also plans to develop New Zealand 

focused research interests in the field.  The  Special Interest Group intends to present  

initial findings and recommendations to the NZSSD at the Annual Scientific Conference in 

Hamilton in  April 2010.  If you are interested in joining the group please feel free to 

contact us by e-mail.  We look forward to the support from the wider membership of 

NZSSD as this group develops. 

Claire O'Shea, Podiatrist, Waikato DHB and Michele Garrett, Podiatrist, WDHB  

 

 

OSheaCl@waikatodhb.govt.nz, Michele.garrett@waitemataDHB.govt.nz 

 

  

2010 Annual Scientific Meeting, 202010 Annual Scientific Meeting, 20--23 April 2010, Hamilton23 April 2010, Hamilton  

Venue for next year‟s conference is the Kingsgate HotelVenue for next year‟s conference is the Kingsgate Hotel  

Abstracts due in February Abstracts due in February ––  date to be confirmed. date to be confirmed.   

Diabetes Nurse Specialist Section, dietitians, podiatrists Diabetes Nurse Specialist Section, dietitians, podiatrists   

and registrar days  on Tuesday 20 April 2010and registrar days  on Tuesday 20 April 2010   

Check our website www.nzssd.org.nz for details of the Conference  

and for other information!!  

 

Update of NZSSD Database 

As members of NZSSD you are members of Diabetes New Zealand. Most of you will already be receiving the DNZ magazine.  

In order for DNZ to update their database and include new members, changes of address etc. they have requested names and addresses 

from us.  

This could be seen as a sensitive issue. Please advise the secretariat info@nzssd.org.nz if you do NOT want your name and address passed 

on to DNZ.  Names will not be passed on to a third party and will only be used for DNZ to send members their Diabetes magazine  

Alternatively, if you want to receive the magazine, but at a different address to the one you registered with us, please also let the secretariat 

know so the alternative address can be advised to DNZ.  

 

Upcoming awards: 

Eli Lilly -  Specialist Award ($40,000), 1 page summary due 4/12/09    

Applicants  notified end of January if full proposal required by 8 March 2010 

Eli Lilly - Nursing Research Award ($10,000), applications close 5 March 2010 

To receive the application form as a word document, please email: bcritchlow@lilly.com 

NZSSD - Professional Development Scholarships, applications close 29 January 2010 

2009 NZSSD Professional Development Award Recipients: Dr Martin de Bock, Jennifer Britland, Heather Campbell  

mailto:info@nzssd.org.nz
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(Continued from front page) A diabetes educator position had been established by Don 4 years before that. In addition to all these clinical, 
research and teaching duties he was politically active, being an elected member of the Canterbury Area Health Board. He was elected chair 
of the Board in 1991 and during the health reforms served as Deputy Commissioner from 1991 until 1994. He was a prolific publisher with 
approximately 250 papers and many books and book chapters to his name. 
Retirement from his position at the Clinical School in 1989 saw little slowing in the pace of work. He continued for some time to undertake 
diabetes clinics. He joined the Department of Communication Disorders at Canterbury University in 1989 to assist with curriculum develop-
ment and to act as liaison officer to the Christchurch School of Medicine. He remained an active member in that Department with an ap-
pointment as Adjunct Professor. 
As Patron of Diabetes Christchurch and Diabetes New Zealand he was tireless in promoting improved clinical care for people with diabetes 
and pushing to advance research opportunities. Many of us regularly received his hand written letters on ways that we could advance diabe-
tes care and research. His push to advance diabetes research and diabetes clinical care was not confined to the Canterbury region. He was 
tireless in advocacy at a national level and well known to many Wellington politicians. 
As well as his enormous contributions to medicine, and diabetes in particular, he was a noted wine expert and wine writer. With a group of 
friends he planted a vineyard which helped establish that grapes could be successfully grown in the Canterbury region. In more recent years 
he established one of the early olive groves on Banks Peninsula. Other interests include pre-Christian history and literature of wine and 
medicine, New Zealand art and literature, the New Zealand mountains (he was an active and successful climber in his younger days) and 
chamber music. 
Sir Don received many honours in his life but we were particularly delighted this year to see him knighted and also to attend an unveiling of a 
bronze bust of him in the Mall alongside the Arts Centre as one of Canterbury’s Local Heroes. He was known by all of us in Christchurch sim-
ply as “Prof”.  He had an exceptional mind and enormous zest for life and people. He could always see the best in people and treated every-
body as an equal. He will be missed greatly by the many people his life has touched. 
He is survived by his wife Gillian and daughters Sara and Lisa, to whom we extend our condolences. 
 
Peter Moore 
Clinical Director, Diabetes Centre, Christchurch 

 

Update on DAFNE 

The Diabetes Team at WDHB is now into our second year of delivering DAFNE courses.  On average we deliver 8 courses a year.  So far 
we have over 100 DAFNE graduates and over 150 currently on the waiting list.  DAFNE trained specialists at this centre include 3 die-
titians, 3 nurses and 2 doctors.  This month we are running a course on behalf of Diabetes Auckland.  I enclose an abstract from a re-
cent edition of Diabetes Medicine outlining the success of smaller centres referring their patients to other DAFNE centres in the UK.  
This model (Hub-and-spoke) ensures that the referring centre has a minimum skill-set of two DAFNE trained educators and one doc-
tor so as to ensure that DAFNE graduates returning to their service do not lose benefit.  If you are interested in setting up as a DAFNE 
centre and would like to know more, please feel free to e-mail Gemma.Stott@waitemataDHB.govt.nz 

C McNamara 

Hub-and-spoke model for a 5 -day structured patient education programme for people with Type 1 diabetes  

(Ȣ 2ÏÇÅÒÓɕɖȟ %Ȣ 4ÕÒÎÅÒɕȟ 'Ȣ 4ÈÏÍÐÓÏÎɗȟ $Ȣ (ÏÐËÉÎÓɕ ÁÎÄ 3Ȣ !Ȣ !ÍÉÅÌɕɖ  

Diabet. Med. Sept 2009 .Volume 26, issue 6: p 915ɀ920  

ABSTRACT 

Aims Structured education programmes for people with Type 1 diabetes can deliver improved diabetes control (including reduced 
severe hypoglycaemia) and quality of life. They can be cost-effective but are resource intensive. We tested the ability to deliver an 
evidence-based 5-day programme in diabetes centres too small to deliver the courses. 

Methods  Specialist medical and nursing staff from three district general hospital diabetes services (the 'spokes') were trained in all 
aspects of the education programme, except those directly related to course delivery, by a larger centre (the 'hub'). The hub staff deliv-
ered the 5-day patient education courses, but all other patient education and management was managed locally. Diabetes control and 
quality of life were assessed at 1 year post-course. 

Results In 63 patients with follow-up data, glycated haemoglobin (HbA1c) fell by 0.42 ± 1.0% (P = 0.001), with a greater fall in those 
with high HbA1c at baseline, and no mean weight gain. Emergency call-out for severe hypoglycaemia fell from 10 episodes in seven 
patients the year before to one episode in one patient (P = 0.03). Quality-of-life measures improved, with reduced negative impact of 
diabetes on diabetes-related quality of life (P < 0.00004) and 'present quality of life' improving (P < 0.001). 

Conclusions The benefits of a 5-day structured education programme can be provided to patients with Type 1 diabetes attending 
centres without the resources to provide the teaching course itself, by a 'hub-and-spoke' methodology. 

 

NEWSWEET is the newsletter of the New Zealand Society for the Study of Diabetes (NZSSD).  Contributions are 

welcome, please e-mail me at: catherine.mcnamara@waitematadhb.govt.nz 

 

 

 


