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Introduction: As the therapeutic options in the management of type 2 diabetes increase, there

is  an increase confusion among health care professionals, thus leading to the phenomenon

of  therapeutic inertia. This is the failure to escalate or de-escalate treatment when the

clinical need for this is required. It has been studied extensively in various settings, however,

it  has never been reported in any studies focusing solely on primary care physicians with
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an interest in diabetes. This group is increasingly becoming the focus of managing complex

diabetes care in the community, albeit with the support from specialists.

Methods: In this retrospective audit, we assessed the prevalence of the phenomenon of ther-

apeutic inertia amongst primary care physicians with an interest in diabetes in UK. We also

assessed the predictive abilities of various patient level characteristics on therapeutic inertia

amongst this group of clinicians.

Results: Out of the 240 patients reported on, therapeutic inertia was judged to have occurred

in  53 (22.1%) of patients. The full model containing all the selected variables was not sta-

tistically significant, p = 0.59. So the model was not able to distinguish between situations

in  which therapeutic inertia occurred and when it did not occur. None of the patient level

characteristics on its own was predictive of therapeutic inertia.

Conclusion: Therapeutic inertia was present only in about a fifth of patient patients with

diabetes being managed by primary care physicians with an interest in diabetes.

©  2017 Primary Care Diabetes Europe. Published by Elsevier Ltd. All rights reserved.

1.  Introduction

As the armamentarium of therapeutic options in manage-
ment of type 2 diabetes increases, there is an increasingly
complex range of options which can create confusion among
health care professionals leading to the phenomenon of ther-
apeutic inertia. Therapeutic inertia is defined as the failure
of healthcare professionals to initiate or intensify or de-
intensify therapy when indicated [1,2]. Early in the disease,
there are clear guidelines about diet and lifestyle modifica-
tions and the use of oral hyperglycaemic agents (OHAs) [3]. As
the disease progresses and there are increasing comorbidities
such as renal and cardiovascular disease, a more  individu-
alised approach to treatment is required. For example, in older
patients [4], quality of life becomes a more  important factor.
Therapeutic inertia could be due to a lack of training or knowl-
edge, difficulty accessing specialist care advice in a timely
manner or deviation from clinical guidelines [5]. There are also
wider system level factors in therapeutic inertia such as the
high cost of newer agents [6].

Therapeutic inertia is present at all levels of treatment,
although, it manifests at a higher level when injectable thera-
pies are indicated. Studies in the UK have shown there was a
delay in intensification for patients on one OHA with an HbA1c
>7% (>53 mmol/mol) of 1.6 years, compared with >6.9 years for
those taking two OHAs [7]. The median time to intensification
with insulin was >7.1, >6.1, or 6.0 years for those taking one,
two, or three OADs [7].

The delay in intensification leaves a hyperglycaemic legacy
which accounts for the complications later in the disease [8].
Therapeutic inertia has been shown to lead to an increase risk
of myocardial infarction by 67% (CI 39–101%), stroke by 51% (CI
25–83%), heart failure by 64% (CI 40–91%) and with a composite
cardiovascular events by 62% (CI 46–80%) in people with type
2 diabetes with a HbA1c of >7% and not receiving treatment
intensification within 1 year [8].

Since therapeutic inertia has been blamed on the lack of
training or knowledge and the difficulty in accessing special-
ist care advice in a timely manner, it is worth up skilling the
primary care base to prevent the phenomenon. This will bring
not only clinical benefits to the patients, but also financial ben-

efits to the health system and the providers. To our knowledge,
therapeutic inertia has never been reported in any studies
focusing solely on primary care physicians with an interest
in diabetes, however, this group is increasingly becoming the
focus of managing complex diabetes care in the community,
albeit with the support from specialists [9–13].

Therefore, in this study, we sought to assess the preva-
lence of the phenomenon of therapeutic inertia amongst
primary care physicians with interest in diabetes in the UK. We
also assessed the predictive abilities of various patient level
characteristics on therapeutic inertia amongst this group of
clinicians. When there has not been intensification of treat-
ment, we assessed if this was due to the knowledge of the
clinical context of the patient by the clinician.

In this study, we defined intensification or de-
intensification as the change of a therapeutic dose of
existing glucose lowering drug or addition or withdrawal of
another glucose lowering drug. This may not always occur,
but that is not always therapeutic inertia, as there may be
other clinical reasons such as the patient being stated to be
within an individualised acceptable target of glycaemic con-
trol. Therapeutic inertia is failure to intensify or de-intensify
treatment when there is a clinical justification for this to
occur. Broadly, “Intensification” refers to situations when the
patient is less than 65 years and HbA1c has remain more
than 53 mmol/mol (7%) for more  than twelve months when
there is no risk of hypoglycaemia — this represents those who
are younger, and may require tightening of treatment to achieve
recommended HbA1c control. “De-intensification” refers to
those over 65 years and have risk of hypoglycaemia but have
HbA1c less than 53 mmol/mol (7%) yet no treatment change
occurred in past 12 months — this group represents those who
clinically may need a higher HbA1c targets and may be candidates
for treatment relaxation.

2.  Methods

Primary care physicians with interest in diabetes across the
UK were invited for this quality assurance programme. These
clinicians were identified through the Primary Care Academy
of Diabetes Specialists (PCADS). At the time of the study,
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