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Medicine has traditionally focused on relieving patient symptoms.
However, in developed countries, maintaining good health in-

creasingly involves management of such problems as hyperten-
sion, dyslipidemia, and diabetzs, which often have no

Moreover, abnormal blood pressure, lipid, and glucose values are
generally sufficienl o warranl reatment withoul further diagnos-
tic maneuvers. Limitations in managing such problems are often
due to clinical inertia—failure of health care providers to initiate or
intensify therapy when indicated. Clinical inertia is due to at least
three problems: overestimation of care provided; use of “soft”
reasons to avoid intensification of therapy; and lack of education,
training, and practice organization aimed at achieving therapeutic

goals. Strategies to overcome clinical inertia must focus on med-
ical students, residents, and practicing physicians. Revised educa-
tion programs should lead to assimilation of three concepts: the
benefits of treating to therapeutic targets, the practical complexity
of treating to target for different disorders, and the need to struc-
ture routine practice to facilitate effective management of disor-
ders for which resolution of patient symptoms is not sufficient to
guide care. Physicians will need to build into their practice a
system of reminders and performance feedback to ensure neces-
sary care.

Ann fnfern Med. 2001,135:825-834.
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Clinical Inertia or
Therapeutic Inertia

Phillips et al. (2001): “failure of health care providers to
Initiate or intensify therapy when indicated” and “recognition

of the problem, but failure to act.”

Okonofua et al. (2006) : “failure of providers to begin new
medications or increase dosages of existing medications
when an abnormal clinical parameter Is recorded.”




Clinical 1nertia

Clinical inertia 1Is more than failure to act, and it has been
shown that other factors such as clinician communication
affect adherence.

a meta-analysis of 127 studies showed that the odds of
adherence for patients whose physicians had been
trained in communication skills were 1.62 times those of
patients whose physicians did not receive communication
training.

(Zolnierek and DiMatteo (2009)
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COMPETING DEMANDS OR CLINICAL
INERTIA?

Is the fallure to aggressively advance care along
evidence-based guidelines (termed clinical inertia)
a failure of medical practice?

Is balancing multiple problems, including those
not guided by evidence-based guidelines (termed
competing demands or competing opportunities),
a fundamental feature of the added value of
primary care?

Kurt C. Stange
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Diabetes care in the hospital: Is there clinical inertia?
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DELAY IN DIAGNOSIS OF DIABETES IS NOT THE
PATIENT'S FAULT

Our review reveals that delay in diagnosis of
diabetes cannot be attributed to patient
nonadherence as a result of missing appointments
or blood tests.

To the contrary, there were multiple opportunities
when a diagnosis could have been but was not
made, suggesting provider factors (clinical inertia)
as the cause of delay.




Table 2. Changes in Medication by Patient and Encounter Characteristics
if Hemoglobin A,. Value Was Greater Than 7% (n = 98)

Characteristic

Change in
Medication

Mean (SD} or %

Mo Change in

Medication

Mean (SD) or %

P Value

Fatlent characterstcs
AYE, yedis
Femalz, %
Hispanic, th
Murmber of comoroiditizs
Hemoglohin A, %

37.5 (13.2)
5d 9
6.8
4.8 [4.2)
8.6 [2.1)

56.7 (13.5)
50.0
506
4.3 (1.9)
73 [1.7)

"y

Freviows hizrmoglovin Ag: level
worse, ¥
Mumber o long-term medications
Encounter charsclenistics
Mumber of patient concems
Mumber ol lopics discussed by
pryslolan
Length o ercounter, minutes
MNumber of days sincz lasl medsured
hemuoglobin Ay,
Fercentage of encounter devoled to:
Discussing nulrition
Discussing exercise
Niscussing medicatlon compliznoe
Fercentage of encourter time until:
Evaluztionffeedback of test resuls

Discussion: of planning reatment

Hamuylobin &, — glyiowy ated heewoglobin,

L.

Michael L. Parchman Annals of Family Medicine 5:196-201 (2007)

=1.5

7.0C [3.14]

15 (1.3
13.4 (119!

19.4 (7.2)
70.8 '04.8)

5.23 (6.25)
1.50 [2.24)
7AT [6.76)

48 (0.29)
74 (C.28)

=2.0

551 [2.92)

2.4 (2.1}
11.3 (5.05)

5.4 (7.8)
110.2 (170.5)

2.01 [1.76)
141 [3.20)
7.79 (6.00)

0.62 (0.80)
0.80 (0.43)




Competing Demands or Clinical Inertia: The Case of Elevated Glycosylated
Hemoglobin

Percentage of patients with a change in medication, by encounter length and
presence of patient concerns.

| | Fatient concern Nc patient concern
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HbA, media e d.s. (ultimo valore normalizzato a 6,0)
per tipo di trattamento nei diabetici di tipo 2

Solo Iporali Insulina lporali +
dieta insulina

Audit Nazionale AMD su Inerzia Terapeutica



Indicatori di esito intermedio

HbA, =7.,0% BP < 130/85 mmHg
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Andamanto su 4 anni della percentuale di pazienti a target per HbA,., LDL e pressione in servizi che hanno adentc all’ini-
ziativa Annzli nel 2004 (gruppo A) e nel 2007 (gruppo B) (da Nicolucci el al., 2010, mod.).



Variazioni 2007-2004 B Gruppo A
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Uso di farmaci
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Incremento dell’'uso di alcune classi di farmaci in servizi
che hanno aderito all’iniziativa Annali nel 2004 (gruppo A)
. enel2007 (gruppo B) (da Nicolucci et al., 2010, mod.).




Inerzia terapeutica:
gli ostacoli del sistema

Controllo _—
_ Piani
0SSESSIVO terapeutici
della spesa

Carenza
di personale
per istruire
il paziente

(ticket)
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Inerzia terapeutica:
resistenze del paziente

Avversione verso Percezione Rifiuto
I'eccesso dell'intensificazione della terapia
di farmaci della terapia iniettiva

da assumere come aggravamento
della malattia

Il ruolo del paziente.




Clinical Inertia as a
Clinical Safequard

= Why physicians—who may have
knowledge of and may be familiar with
standard-of-care guidelines—seem to be
subject to clinical inertia Is still an open
guestion. However, there may be an
alternative Interpretation for the
phenomenon: clinical Inertta may be a
clinical safeguard for the drug-intensive

style of medicine fueled by the current
Hedicar fiteratare.™




ACCORD, ADVANCE, and VADT Trials
Research Question

— i

=

Does Intensive Glucose Control
Reduce Risk for Cardiovascular
Disease in Type 2 Diabetes?

ACCORD Study Group, NEJM 2008, 358:2545-25509.

ADVANCE Collaborative Group, NEJM 2008, 358:2560-2572.

VADT Study Results ADA Scientific Session San Francisco, 2008
In Press, Diabetes Obesity and Metabolism, 2008



ACCORD, ADVANCE and VADT
Study Design

ACCORD ADVANCE VADT

ACCORD Study Group, NEJM 2008, 358:2545-2559.

ADVANCE Collaborative Group, NEJM 2008, 358:2560-2572.

VADT Study Results ADA Scientific Session San Francisco, 2008
In Press, Diabetes Obesity and Metabolism, 2008



ACCORD, ADVANCE, and VADT

— i

=

* Intensive glucose control does not reduce
CVD mortality in T2DM, and may increase
risk, especially in patients with pre-existing
CHD

* Aggressive A1lc targets (<6.5%) were
associated with a 3-fold increased risk
hypoglycemia



Fing cdello
studio
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La peggicr prognosi persiste dopo la fine dello studic.

Legacy Effect (memeria metabolica) nel diabete mellito di tipo 2: il trial STENO2.




Decesso per cause cardiovascolari HaFﬂnrin tra la durata del diabete
(terapia standard vs. intensiva) e ’HR per eventi cardiovascolari
con terapia intensiva
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Efficacia nella prevanzione cardiovascolare della terapia intensiva in ralazione alla durata del diabete (da Duckwortn et al.,
2009, mod.).
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Clinical Inertia and
Uncertainty in Medicine

= Although clinical Inertia may reflect uncertainty
regarding the precise goals of treatment and
disagreement with clinical guidelines, data show
that other factors are more common. Lack of
familiarity with guidelines, lack of confidence In
ability or preparation, and external barriers such as
time limitations better explain why physicians do not
follow practice guidelines

B While inaction may sometimes be the best
option, more often physicians should act but do not.
Ignoring the best available evidence is rarely the
best approach.

Arun V. Mohan & Lawrence S. Phillips JAMA, 306 (4) 383, 2011
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La terapia dell’obesita:

un caso di 1nerzila
clinica e

terapeutica assoluta?




Obesity and Type 2 Diabetes: What Can Be
Unified and What Needs to Be




Comorbidities reduced after bariatric surgery and weight loss.

e — Depression
Migraines P :
P T g, 55% resolved
57% resolved W’hw 1y
A Obstructive
Pseudotumor cerebri J sleep apnea

EE resalved 'I{ T4%5-098% resolved

Astaima
Dyslipidemia B2% improved
Hypercholesterolemia or resohsed
33% resolved
Nonalcoholic fatty Cardiovascular disease
liver disease B2% risk reduction
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inflammation r

Hypertension
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20% resolution of fibrosis

Metabolic syndrome 72%-98% resolved
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Type 2 diabetes mellitus
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Stress urimary

incontinence

Pal ic ovarian syndrome
yeyst m A %-HEYE resalved
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1L resolution of
menstrual dysfunction Degenarative

joint disease
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Venous siasis disease | i
95% resahed _‘—'—-—-—-_]... (
4 |
Gout Pram |
77% resoived o S—
Quality of life Mortality
Improved in S30E-40% reduction

85% of patients in 10-y mortality




Lifestyle, Diabetes, and Cardiovascular Risk Factors 10 Years after Bariatric
Surgery
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Lifestyle, Diabetes, and Cardiovascular Risk Factors 10 Years after Bariatric
Surgery

B conlrols

M surgery

Recovery (% of subjects)




Effects of bariatric surgery on mortality in Swedish Obese Subjects.

Tablz 2. Cowse of Death.=
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Figura 1. Unadjusted Curmnulative Mortality.

The hazard ratio for subjacts who Lrcerwent basiatric surgery, as corsared
with control subjects. was 0.75 (35% confidence interva, 0.59 to C.99;
P=0.24), wilh 129 cealths in Lhe contro’ grovp and 101 in e surgery grouo.

SUFERFT Cantre|
Group G
Variable (M-2010]  (M-2007)

f A Pl 2
Eardiovascul ar oamedition

Ay svert 13 LX)
Cardiar £l e
febyome o inlarcion 13 23
H&art fzi e i 3
=undsn deat A &
= ke £ b
Inbracerel al bernorhages 1 <
Infarrtiza 1 b
=akarack so e Eleeding | B
Eaar I ;
ACEbizarsavsm 1 2
FaorLiz b s U 1
Diasel e garg er = 1 i
Heowcarfiova soular corudilion
Ary cwert it R
ATUES i 4%
apoer 25 47
FdamipinaTa ] 1
Irleclizn 17 5
T Leerrba e diseg:= 5 T
PLIME Az sra2olizm 1 7
wora caval Prariseeis 1 in
el Iy TU} 13 1%
Tomal o af daathe 111 129

Ciaving e i 80 deys all= sbacy vl lalion, Lhere sers
five cealie iv e svigay grooup (loer Froee seriloenilis
HTh aEn “Filre are 9re suce e gaatk) 99 fas deatks
ir e cortdl EoupE ieae TEo 8 er o 72 pErOTess 2N
o9 TaT allazlelzted AL sesl.




Effects of bariatric surgery on cancer incidence in obese patients in Sweden
(SOS Study).
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Long term mortality after gastric bypass surgery.

Table 3. Hazard Ratios for Death in the Surgery Group as Comparad wikth the Contrel Group.®
End Point All Subjects Matched Subjacts
Hesard Ralio (5% ClI) PValue Hesdrd Ralic 5% Cly PVelue
&l carses ofdearh 053 (D53-0.T74) < [0 0.ED {145-0.67) <0.00°
Al dealhs cawsed Ly disease 0.49 (D.41-0.59) <001 0.48 (035059 <0002
Cardicvascular cisezse 050 (036069 < [0 051 {0 3607 3) <0.00°
Coronany artery disease 0.35 (0 20-065) <0007 0.41 {0 71-(1.78) 0006
Heart zilura 035 [DCE—1 87) .22 53§ 11-3 5] 54
e 057 (0.20-1.34) C.13 043 {.14-1.50) 014
Dither carcisvascular diseaza .59 (U3x-01.59) CooL D57 (0350.41) u.u2
Luaoaates OLLEN (L2 4 k) Lo D D8 D0 —i2. 4] LS
Cancer 0.33 (D.25-0.57) =001 0.4 (0.25-0.65) =000
ther diseases .5h (A7) Lo s oo 3-8 LN
Al nondisease causes 75 (1.18-2.58) C.004 1.58 (1.02-2.45) 0.04
Bccicent urrelated to drupgs 34 (DT72-2.49) C.36 1.22 (DE2-2.38) 0.56
Poizoring af undeterminzd intent B0 (1.29-120) C.02 1.82 (D51-£.54) 036
Suicida 71 (De8-4.25) .25 2.03 (DEee—6.27) 0.22
Oither nondisease causa .51 (0.B2-3.28) C.le 1.63 (0.75-3.82) 0.21

= [1eaths that were caised by disease include all deaths mings those causes by arcideats unrelated o drags. aosonings
of undetermined intert suicides and ctna- noadiseaze deatks. Hazard ratios were adjustad for sex, ape and correctad
body mass ircox




Adjustable gastric banding and conventional therapy for type 2 diabetes: a

randomized controlled trial.
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Adjustable gastric banding and conventional therapy for type 2 diabetes: a

randomized controlled trial.
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Fai la scelta migliore
Do the best choice ®

o gﬂtl




Fai la scelta migliore ®

Do the best choice ®

Adjustable Roux-en- Y Biliopancreatic Sleeve
Gastric Banding Gastric Bypass Diversion Gastrectomy



Tabella l. Raccomandazioni per ridurre il fenomeno dell’iner-
zia clinica (da Phillips et al., 2001).

Frequenti aggiornamenti sulle linee guida

Corsi a tutti 1 livelli (specialisti, medici di famiglia, specializzan-
di) sul pericolo dell'inerzia terapeutica

Formazione universitaria meno teorica, piu focalizzata sulla ef-
ficacia della pratica clinica

Revisione sistematica del proprio operato

Uso di cartelle cliniche informatizzate con “reminders” che mi-
gliorino la prestazione clinica

Incontri regolari con colleghi per valutazione dell’attivita cli-
nica
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60% — Migliorano l'intervento terapeutico
se HbA,_ & scadente

50% -

40%-

Adeguano l'intervento terapeutico
alle LG

30% -

20% -

10%—

Mi?;;li:::rament::: dell’inerzia terapeutica in 345 medici sot-

toposti a un programma di 3 anni di formazione e verifica
dei risultati (da Ziemer et al., 2006)




COME PUO’ AGIRE IL MEDICO

A
Ricercando Riconsiderando Rivedendo
il fenomeno eventuali ragionamenti  periodicamente
nella propria “scusa” che insorgono il proprio operato
realta nel momento (audit)

di prendere decisioni e confrontandosi
terapeutiche con i colleghi




In the present, however, data are messy and it is up
to physicians to interpret and implement data in a
way that benefits patients the most.

While inaction may sometimes be the best option,
more often physicians should act but do not.

Ignoring the best available evidence is rarely the
best approach.

Arun V. Mohan, MD, MBA
Lawrence S. Phillips, MD



