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Diabetes

(are

therapeutic inertia in doctors

and patients

One of the major barriers to best practice diabetes care is therapeutic inertia - failure to

increase therapy when goals are unmet. An ‘active’ approach to routine diabetes care can

greatly help in the control of complication risk factors and diabetic complications.

The next decade could see major improvements in
diabetes care. New knowledge, new medications,
new tests and new procedures give renewed hope
for a cure. At the present time, however, the major
goals in managing a person with type 2 diabetes —
that is, the ABCss of diabetic care (controlling
glycosylated haemoglobin A, blood pressure and
cholesterol levels [ABC], quitting smoking [s] and
taking salicylates [s]) — are not being achieved. In
fact, most people are missing most therapeutic tar-
gets; less than 1% are on target for all of them
(Table 1).* This is despite current best practice in
diabetes care being evidence-based,' with the inter-
ventions to improve complication risk factors and
the medications used to achieve therapeutic targets
having been demonstrated to be of value by large,

diabetes.

IN SUMMARY

has a dramatic therapeutic effect.

appropriately designed and well-managed clinical
trials (Table 2).>"

This article explores one of the major barriers to
best practice diabetes care and treating to target —
therapeutic inertia in doctors and patients.

Therapeutic inertia - doctors

The definition for therapeutic inertia of ‘failure to
increase therapy when treatment goals are unmet’
was proposed in a study of why blood pressure
targets were not met."” This study identified that
doctors were reluctant to increase antihyper-
tensive medication. Predictors of therapeutic iner-
tia in the study included older age, total number
of medications and co-morbidities such as cardio-
vascular disease, diabetes and dyslipidaemia.” All

¢ Therapeutic inertia - the failure to increase therapy when goals are unmet - is a major
barrier to best practice diabetes care and treating to target in patients with type 2

Most patients with type 2 diabetes are not achieving the targets of diabetes management
(the ABCss - controlling glycosylated haemoglobin, blood pressure and cholesterol levels
[ABC], quitting smoking [s] and taking salicylates [s]). Moving closer on all these targets

e Doctors should be active and insistent about achieving and maintaining target values of

the main risk factors of diabetic complications, detecting problems early and intervening

promptly.

¢ Patients should be informed about their diabetes and the required self-care and medical

care, including adopting a healthy lifestyle, practising preventive care and, like doctors,
being active and insistent about achieving and maintaining target values.
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these predictors apply to diabetes care so it is
probably no surprise that the ABCss targets are
being missed.

Perhaps doctors experience therapeutic inertia
because the goal posts keep moving. For example,
the target blood pressure has been reduced from
140/90 mmHg to 130/80 mmHg and is likely to go
down further. Another example is the glucosylated
haemoglobin (A, target. However, although a
lower A, level may be better for microvascular
complications, the recent Action to Control Car-
diovascular Risk in Diabetes (ACCORD) Trial
assessing the potential benefits of targeting blood
sugar to near-normal levels (that is, the use of
intensive therapy targeting A to below 6% versus
standard therapy targeting a level from 6 to 7%)
was stopped because of excess mortality in the
more intensively treated group.” Additionally,new
medications may offer the promise of improve-
ment but pose the practical problem of choosing
between them on the basis of potential benefit
and side effects.

Actually providing the care is also getting
harder. The Medicare maze of acronyms (PIP, SIP,
GPMP, TCA, HMR and so on), the paper chase
and the endless red tape have to be overcome, and
it can be hard work getting access to the Medicare
Plus items for Allied Health resources.

It can also be hard to convince patients to
increase therapy. Doctors may console themselves
that ‘It’s pretty close. .. I'll check again next time...
Anyway there are too many tablets already’.

Australia is not alone in missing the targets
in diabetes care. Patients with type 2 diabetes

in Australia and the USA spend virtually all their
time with A, values above the target of 7%, and a
lot of time with A values over 8% (Figures 1a and
b)."" These A;. values are high, considering that
average blood glucose level (BGL) in mmol/L is
equivalent to 2A;. minus 6, and therefore an A of
7% equates to a BGL of 8 mmol/L whereas an A,
of 8% equates to a BGL of 10 mmol/L. In both
countries, increases in hypoglycaemic medication
are delayed (therapeutic inertia) so each increase
occurs at progressively higher A, levels.

A substudy of the United Kingdom Prospective
Diabetes Study (UKPDS) has shown, however, that

Table 1. The AB(ss of diabetic care - missing the targets

Diabetic care goal Target' Proportion of people with
type 2 diabetes not at target’

A - controlling A <7% 54%

B - controlling blood pressure <130/80 mmHg 71%

C - controlling cholesterol <4 mmol/L 85%

s — quitting smoking 0 18%

s —taking salicylates 75 to 150 mg/day 61%
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Therapeutic inertia and diabetes

continued
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Figures 1a and b. Therapeutic inertia in diabetes type 2. a (left). Australian study.™ b (right).

US study.” (OHA = oral hypoglycaemic agent.)

it is possible to get the A, on target.” In
this study, intensive hypoglycaemic ther-
apy (therapeutic ‘ertia’) showed that
patients could spend virtually all their time
with an A, below 7%. As the diabetes pro-
gressed, the hypoglycaemic medication
progressed and kept the A;  under 7%
(Figure 2). The first oral hypoglycaemic
agent was introduced at around the same
time as happened in the US study but the

second was added earlier (just after four
years as opposed to five years) and insulin
was started just after six years as opposed
to approximately eight years.

Therapeutic inertia - patients

Theoretically, life with diabetes has never
been better. The combination of self-care
(healthy lifestyle, medication adherence
and self-monitoring) and professional care
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Table 2. Evidence for best
practice diabetes care

e Control of A4, — UK Prospective
Diabetes Study (UKPDS) 33, 1998°

e Control of blood pressure - UKPDS
38, 1998*

e Control of cholesterol — Heart
Protection Study (HPS), 2003° and
Collaborative Atorvastatin Diabetes
Study (CARDS), 2004°

e Quitting smoking — American
Diabetes Association Standards of
medical care in diabetes, 2008”

e Taking salicylates — American
Diabetes Association Standards of
medical care in diabetes, 2008”

e Using metformin — UKPDS 34, 1998°

e Using ACE inhibitors — Heart
Outcomes Prevention Evaluation
(HOPE) study, 2000°°

e Using angiotensin-receptor
antagonists — Prospective
Epidemiological Study of Myocardial
Infarction (PRIME), 2001"

(diabetes checks, tests and specialist refer-
rals) can delay the onset and progression
of micro- and macrovascular complica-
tions. But this with the disadvantages of
the hassle, expense and intrusion associ-
ated with self-care and professional care,
and also weight gain and the side effects of
medications. Patients are faced with the
costs today but the benefits in the future
are only potential and seem far away.
Patients may not be prepared, in terms of
time, energy, commitment and finance, to
make the investment.

One simple health belief model sug-
gests that patients will accept therapy if
they agree to three key questions (per-
sonal communication, Stuart Dunn):

e DolIcare?
o Will it work?
e Canldoit?
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Therapeutic inertia and diabetes

Patients may have such a focus on liv-
ing today that their health in 10 years’
time is not an issue. They may not believe
that diabetic care will deliver the promised
benefits. After all, one-quarter of patients
with diabetes will die of a cause that is not
diabetes-related. Also, only half of the
cases of diabetes complications are related
to known risk factors, and these risk fac-
tors are hard to control anyway. Most of
the medical risk factors are not con-
trolled, and patients are not meeting
lifestyle targets either.

The modern, middle-class mother has
a career and job, her husband, children
and other family, her friends, her garden
and her house. She would find it hard to
cope with yet another demand on her
time, energy and commitment; diabetes
would be a very unwelcome guest. The
disadvantaged, unemployed, single
mother has some of those same hassles
but she also has debt, no job, no money,
no car, the threats of violence and evic-
tion, and possibly trouble with the police.
She has too much on her plate of life
already, and would have great problems
coping with diabetes as well.

Perhaps the answers to the three ques-
tions are:

continued
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Figure 2. Therapeutic ‘ertia’ — UKPDS substudy. (OHA = oral hypoglycaemic agent.)

e Dol care? — Somewhat
o Will it work? — Maybe
e CanIdoit? — Probably not.

From inertia towards ertia

A Scandinavian trial (the Steno-2 Study)
in high risk-patients with type 2 diabetes
and microalbuminuria showed that an

intensified, targeted, multifactorial inter-
vention can make a major difference to
both the risk factors for complications and
the complications themselves compared
with conventional treatment.” Although
patients may not have achieved the ABCss
targets with this ‘active’ approach by doc-
tors, they did move closer to them. The
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Figures 3a and b. Achievements of active doctors and active
patients.”® a (left). Risk factors. b (right). Complications.
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Therapeutic inertia and diabetes

continued

Diabetes care: active doctors and active patients

Diabetes care should be routine

There is an analogy between routine car maintenance and routine diabetes care.
e [f you have a car, you fill it with fuel, check the tyres, oil, water and battery and arrange

regular services.

— If you are a mechanic, you service the car, do specific tests (e.g. brakes, timing) and
refer to specialists (e.g. auto electricians, gearbox specialists).
e [f you have diabetes, you take your medications, check your blood glucose level, feet,

etc. and arrange regular diabetes checks.

— If you are a doctor, you review diabetes care, check specific tests (e.g. fasting blood
glucose level, urine tests) and refer to specialists (e.g. ophthalmologists, endocrinologists).

Active doctors

e Monitor risk factors, complications, specialist referrals and preventive care

(e.g. immunisation).

¢ Intervene promptly when targets are not met and when complications occur.
e Assess adherence and response to interventions.

e Activate and support patient self-care.

Active patients™ "

e Learn about diabetes and the required self-care and medical care.

e Try to make healthy lifestyle choices and to modify unhealthy lifestyle habits.

e Monitor eating, physical activity, blood glucose levels (and sometimes blood pressure).
e Be aware of the schedules for general practice and specialist reviews.

e Practise preventive care.

e Know the target values of the ABCss, the main risk factors of diabetic complications.

These are:
A - controlling A to below 7%

B - controlling blood pressure to below 130/80 mmHg
C - controlling cholesterol to below 4 mmol/L

s — quitting smoking (no tobacco)

s — taking salicylates (75 to 150 mg aspirin per day)

combination of moving closer on all
the ABCss targets had a dramatic thera-
peutic effect.

When patients were given information
about the targets to be achieved, how they
could be achieved, what the potential
benefits were and how to negotiate with
their doctors and health care systems,
similar remarkable improvements in
complication risk factors and complica-
tions occurred (Figures 3a and b)."

As far as improvements in risk factors
were concerned, active doctors did better
than active patients in decreasing LDL

cholesterol levels but decreases in A, . and
blood pressure were similar (Figure 3a).
For complications, active patients did
better than active doctors in relative risk
reduction of retinopathy and almost as
well as active doctors in terms of cardio-
vascular events and progression of
nephropathy (Figure 3b).

The effect of combining active doc-
tors and active patients has not been
demonstrated but could be expected to
further improve control of complica-
tion risk factors and the complications
themselves.
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Conclusion
The message is clear for the doctors who
provide the medical care and for the
patients who provide the self-care and
work with the diabetes care team: try even
harder — be active and insistent about
achieving and maintaining target values of
the main risk factors of diabetic complica-
tions, detecting problems early and inter-
vening promptly (see the box on this page).
Doctors may still not get all patients to
meet all targets but targets can be moved
closer to by steering away from inertia
towards ‘ertia’, towards best practice and
towards control of complication risk fac-
tors and diabetic complications. MT
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