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Abstract: Diabetes is a complex condition that is largely
self-managed. Decades of scientific evidence has proved
that early glycemic control leads to improved microvas-
cular andmacrovascular outcomes in people with diabetes
mellitus. Despite well-established management guide-
lines, only about half of the patients with diabetes achieve
glycemic targets, and only one in five patients achieve
metabolic control (blood pressure, lipid, and glucose
targets), and both patients and physicians find themselves
stuck in a rut called therapeutic inertia (TI). The authors
present several practical strategies that can be tailored to
different practice settings and facilitate reducing TI.
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Inertia is defined as a tendency to do nothing or to remain
unchanged. This meaning was initially applied to the
healthcare setting as clinical inertia to describe the sig-
nificant delay on the part of physicians with intensifying
treatment plans in a timely fashion. Phillips and colleagues
[1]first coined the term in 2001 and specifically described as
the inaction of the healthcare provider (HCP) to initiate
or intensify treatment when health-related parameters
(i.e., blood pressure, lipids, A1c) are not met despite the
appropriate targets being clearly defined, the benefits of
achieving those targets being well established, effective
therapies being widely available, and evidence-based
clinical guidelines/algorithms being widely dissemi-
nated. Phillips and colleagues [1] summed it up as the

“recognition of the problem, but failure to act” and en-
compasses screenings, preventive treatments, referral to
appropriate specialists, and identifying/addressing patient
barriers to care. Over the years, the term has been inter-
changed with therapeutic inertia (TI), which is specific to
delayswith intensifying pharmacotherapy and is actually a
subset of clinical inertia.

While TI can be applied to the management of any
chronic disease, it seems to be a particular area of concern
among diseases that involve significant lifestyle therapy in
addition to pharmacological agents—as is the casewith the
treatment of diabetes mellitus. The addition of oral anti-
hyperglycemic agents after the failure of metformin mon-
otherapy was a median of 14 months in a study of 12,566
people with type 2 diabetes mellitus [2]. Similar TI was
demonstrated in an earlier longitudinal study (n=3,891) in
whichdespite the failure to obtainanA1c goal, insulin or oral
agents were delayed for an average of 3 years [3]. Intensifi-
cation of therapy, especially insulin for individuals with
type 2 diabetes mellitus, is slow to initiate, according to a
retrospective study by Khunti et al. [4], who demonstrated
in a large study population (n=81,573) that themedian time
for initiation of insulin was over 6 years. After 6 months of
monotherapy with metformin alone, higher A1cs are more
likely to be addressed than lower A1cs that are above
target. Another study (n=7,389) similarly demonstrated
that 71.6% of participants had no evidence of intensifi-
cation in their antihyperglycemic therapy during the
6 months following a hemoglobin A1c (HbA1c) of 7–7.9%
[5]. However, perhaps even more concerning is that
among participants with the highest A1c (greater than 9%),
44% did not receive intensification treatment. Among the
same study population, adding insulin or glucagon-like
peptide-1 receptor agonists to those with an A1c greater
than 9% resulted in the trend toward greater glycemic
control [6].

Although there has been a significant increase in
medications and technologies over the last 20 years,
research demonstrates that people with diabetes are not
any more successful at meeting established targets for
glycemic control than they were over a decade ago [7].
Unfortunately, despite the advent of numerous new
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antidiabetes therapies, a recent analysis of trends in
diabetes treatment and control among US adults from
1999 to 2018 (n=6,653) demonstrated that over 50.5% of
people with diabetes are still not at target despite the
advent of numerous new antidiabetes therapies [8].

Legacy effect

The legacy effect is well described in the literature as a
foundation for why patients should obtain euglycemia
early in their disease course [9, 10]. Early-intervention
diabetes treatment trials show that obtaining glycemic
targets early in the disease course can provide a prolonged
benefit in terms of the long-term maintenance of euglyce-
mia and the prevention of microvascular complications
[9, 10]. This has been shown in type 1 and diabetes
(Diabetes Control and Complications Trial [DCCT]) [11]
and in type 2 diabetes (UK Prospective Diabetes Study
[UKPDS]) [12].

Clinical summary

In the face of the overwhelming evidence of the impact of
hyperglycemia on the risk for developingmicrovascular and
cardiovascular complications, as well as the associated

exorbitant medical expenditures, the American Diabetes
Association (ADA) has embarked on an Overcoming Ther-
apeutic Inertia campaign to identify the barriers that
patients, physicians, and healthcare systems encounter and
to enable all physicians to pragmatically address them [13].
The campaign recognizes that the legacy effect that neces-
sitates early action is crucially important for positive health
outcomes. Moving from a stepwise treat-to-failure approach
to a treat-to-target approachassists inovercomingTI [10, 13].
Figure 1 is from the ADA’s Overcoming Therapeutic Inertia
best practices framework, which is the foundation for this
paper’s recommendation. The suggestions below are ways
for osteopathic physicians to actively address TI in their
practice and impart real strategies that have been success-
ful, and these suggestions may be implemented in busy
primary care workplaces. These strategies recognize the
tenets of osteopathic medicine, in which the person is a unit
of body, mind, and spirit.

Discussion

Empower patients

The following approaches can be utilized to empower
patients:

Figure 1: The American Diabetes Association
(ADA) overcoming therapeutic inertia best
practices framework.
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(1) Make diabetes the priority of the visit.When scheduling
appointments, identify at least one appointment every
year as being specific to their diabetes management
[14]. A diabetes-focused appointment conveys the
importance that you and your staff are placing on
facilitating optimal diabetes management with the
patient. It allows the time needed to better identify and
address the concerns and barriers patients may have
that are interfering with their ability to optimally
participate in the self-management of diabetes. These
appointments also foster a trusting patient/physician
relationship that is critical to shared decision making
and patient-centered care.

(2) Utilize shared decision making to set and track targets
and time frames. Creating personalized goals that
incorporate cultural and personal preferences is
important to obtain acceptance and willingness from
the patient for optimizing glucose levels [15]. In addi-
tion, creating a realistic timeframe for obtaining these
goals is important for the positive legacy effect [10].

(3) Integrate screening for social or emotional barriers and
identify support. Upon identification of these patients
with suboptimal glycemic levels, physicians should
reach out and attempt to discern if there are any
barriers impacting the ability to keep appointments.
Social determinants of health affect the ability for
patients to make and keep appointments. Issues sur-
rounding cost, transportation, day care, and time off
from work can all affect the ability to seek care [16].
Additionally, psychosocial considerations including
diabetes distress, depression, and anxiety can impact
the achievement of glycemic goals [17]. In addition,
diabetes literacy, numeracy, and food insecurity can
impact the achievement of glycemic goals and should
also be assessed [18, 19]. The ADA’s Overcoming
Therapeutic Inertia initiative recommends leveraging
support staff, locating support services, and making
referrals to help patients overcome any barriers [20].

(4) Utilize thoughtful prescribing. The choice to take medi-
cation can be impacted by many factors including cost,
fear of injection, and personal preference [10, 17]. The
ADA’s algorithm formedication selection considers cost
as a major barrier for people with diabetes and offers
recommendations to help mitigate cost [21]. As previ-
ously mentioned, shared decision making is central to
the Overcoming Therapeutic Inertia initiative.

(5) Refer to diabetes self-management education and sup-
port (DSMES) services. Equate DSMES and medical
nutrition therapy (MNT) to be as important as medi-
cation therapy and refer your patients. Too often,
busy physicians treat diabetes alone and do not

utilize the additional resources that can help our pa-
tients. Just as physicians require ongoing continuing
education to remain current on the management of
illness, health, and wellness, it is equally important
for patients to be knowledgeable about the manage-
ment of diabetes. Encourage your patients to attend
diabetes self-management education (DSME) when
initially diagnosed, with changes in their therapy,
when their health status changes, and at least once
yearly for annual assessment [22].

Optimize care and treatment

(1) Conduct practice-based screening for likely TI. Two sys-
tematic reviews [23, 24] demonstrated that organization-
directed workplace interventions that improve
processes, optimize electronic health records (EHRs),
and implement team-based care can optimize the co-
ordination and communication of patient care and
health information. Another way to optimize your EHR
is to utilize the data-mining ability available literally at
your fingertips [25]. Periodically, and at least once a
year, you should access the EHR to identify patients that
are at risk for or are potentially experiencing TI. This
would include patients who have not had a visit in at
least 6 months and/or have an A1c above target such as
over 8.0%. In addition, many EHRs can assign patient-
related tasks to specificmembers of the healthcare team
and can therefore track the progress of accomplishing
them. Indoing so, this enhances theaccountability of all
staff members and reduces the possibility that some-
thing may be overlooked.

(2) Utilize personalized diabetes care plans. Employ moti-
vational interviewing with your patients. At the begin-
ning of every visit, you should ask open-ended
questions that will prompt your patient to identify their
successes, challenges, and concerns. This will allow the
patient to help set the agenda for the visit and be
engaged during the appointment [26]. After setting
goals, you should continue to utilize shared decision
making to create care plans that consider cultural and
personal preferences, the impact of social determinants
of health, and psychosocial needs [20].

(3) Utilize a team-approach to increase the frequency and
quality of engagement. There is good evidence that an
increased number of touchpoints can help people
improve glucose control [15]. There are many other
people who can assist in care, and those individuals
vary based on what is available in your area. Team
members could include the primary care clinician,
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health educator, diabetes care and education specialist
(DCES), clinical pharmacist, community health worker,
mental health specialist, and registered dietician/
nutritionist (RDN). The Beyond Type 2 diabetes website
provides a tool that can help people find the closest
certified DCES [27]. Other team members may include
family and friends, co-workers, support groups, reli-
gious leaders, and online coaches [17, 28]. Helping the
patient find the best team for them is an important task
that should not be overlooked.

A recent meta-analysis of 36 studies (n=22,243) reviewed
the effect of nonphysician providers including nurses,
pharmacists, and certified diabetes educators as agents to
overcome TI. These interventions resulted in improvement
in HbA1c, and they often exceeded the benefit from physi-
cian interventions [29]. The authors concluded that levering
these nonphysician providers to intensity treatment utiliz-
ing the appropriate guidelines can overcome TI. Integrating
clinical pharmacists into your patient’s care can provide
critical information about diabetes medications and how to
optimize the medication regimen in chronic conditions via
medication therapeutic management (MTM) [30]. This is a
covered benefit for many insurances and has been shown
to reduce polypharmacy and improve patient safety. In
addition, RDNs should also be included in the treatment
team, because nutrition is the foundation of diabetes
treatment. Because nutrition therapy is a covered benefit
(as much as four or more times annually), RDNs should be
engaged to help achieve glycemic targets.

Within your own office setting, a coordinated team
approach is critical. Some ways to optimize your office
include empoweringmedical assistants (MAs), nurses, and
even students. MAs can be trained in motivational inter-
viewing and the basics of diabetes care management to
enable them to act as diabetes health coaches. Patients
receiving care in primary care clinics utilizing MAs as
health coaches showed significant improvement in A1c

and cholesterol levels when compared to usual care [31]. In
this study, coached patients achieved the HbA1c almost
twice as often as noncoached patients (48.6 vs. 27.6%,
p=0.01). Both quality of care and patient satisfaction were
also increasedwhenpatients received health coaching [32].
This is especially true for patientswhodonot speak English
[32]. MAs are often racially, ethnically, and linguistically
concordant with the patient population compared to HCPs
[33]. For example, Spanish-speaking MAs can overcome
cultural and language barriers with Spanish-speaking
patients through health coaching.

Another way to include your MA as part of the team is
to have them reach out to patients 1 or 2 weeks after the

appointment to ascertain questions or concerns. Engaging
MAs in this fashion helps integrate them asmembers of the
diabetes care team. The authors report that they receive
anecdotal feedback from their staff that they believe that
they are recognized as integral members of the team. They
are also able to develop a trusting rapport with the patient
that not only reduces delays in care but also improves
patient satisfaction. When our patients are more engaged,
they are provided an opportunity to self-advocate and
report that they feel genuinely cared about by the entire
office staff.

In addition, students can be especially valuable in
creating and optimizing your team [34]. For example, you
can train MA, nurse practitioner, or physician assistant
students to assist in insulin titration and hypoglycemia
management. This can be an affordable way for preceptors
to implement a team-based approach for practices that
would otherwise lack the personnel or resources to do so.
(1) Utilize A1c and glucose data to drive rapid-cycle treat-

ment intensification. The ADA Overcoming Therapeutic
Inertia initiative recommends utilizing a combination
of point-of-care A1c testing, continuous glucose moni-
tors, and/or self-monitoring of blood glucose data to
intensify approaches [20].

(2) Stratify follow-up based on A1c/glucose and therapy
change. Before a patient even leaves the office, you
should schedule their follow-up visit. How soon the
follow-up visit should occur should be based upon
the following: (1) treatment change and how soon the
earliest maximal impact is expected; (2) the side-effect
profile that may impact adherence; (3) the level of
complexity (injectable, timing, etc.); (4) the stability
levels of current glycemic patterns from self-monitoring
or continuous glucose monitoring; and (5) the need to
follow up on outcomes of referrals to specialty care or
DSME. Table 1 demonstrates recommendations for
follow-up based on A1c parameters [20]. Prior to the
leaving the office, the patient should be provided a
printout that includes a summary of the visit and what
needs to be done prior to the next appointment (lab
orders, referrals, etc.) as well as what the patient should
bring to the next appointment (blood glucose moni-
toring devices, nutritional/physical activity logs, etc.).

Leverage technology and tools

(1) Adopt a diabetes algorithm. The ADA “Standards
of Medical Care in Diabetes” (Standards of Care) is a
great place to start for creating diabetes algorithms
for all physicians, nurse practitioners, and physician
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assistants in your practice [21]. In addition, you should
create protocols for nursing and MA staff that can
streamline care and ensure that all patients being seen
for diabetes management receive the same level of
care. An example could be that any patient found to
have their most recent A1c over 3 months ago would
automatically receive a point-of-care test by the MA
prior to being seen. Other protocols could include
vaccinations (e.g., influenza, pneumococcal), yearly
dilated eye exam referrals, DSME referrals, and iden-
tification of annual screening labs such as random
urine albumin/creatine ratio.

(2) Integrate decision support into the workflow. Many
EHRs can integrate decision support tools to help your
practice meet process measures that have been shown
to improve outcomes, such as ordering labs like A1c

and lipids, vaccinations, and referrals to specialists for
eye screening examinations [35]. In addition, huddling
with your medical support staff for 5–15 min prior to
starting the day and again in the afternoon can help
identify key items to be addressed in the patient’s visit.
Some items to address can include selecting and gath-
ering patient education materials, reviewing/ordering
labs, and identifying the need for and generating
referrals for DSME, mental health specialists, optom-
etry/ophthalmology, vaccinations, and so on. Huddles
should involve identifying key items for virtual as well
as in-person visits. Research on huddles demonstrates
improved team communication, efficiency of patient
care, and shared responsibility for team function [36].

(3) Adopt technology to increase touchpoints. The use of
continuous glucosemonitors to capture glucose data is a
great way to comprehensively assess your patient’s
response to lifestyle and pharmacological interventions
over time.Many patientsmayhave personal deviceswith
sharing capabilities that enable your practice to perform
remote analysis and interpretation. This can enhance
telehealth visits and facilitate more meaningful discus-
sions about glucosemanagementwith your patients [37].

There are also novel online programs that provide daily
text messages to help support patient self-care behaviors.
These programs are not only patient-centered but also
improve outcomes [38]. In addition, patient outreach pro-
grams improve the patient/provider relationship and
metabolic control [39]. To find a diabetes education pro-
gram in your area, access: https://www.diabetes.org/
tools-support/diabetes-education-program. In addition to
the recommendations by the ADAOvercoming Therapeutic
Inertia initiative framework [20], any way to increase
access to care will provide your patients with additional
opportunities to overcome TI. Some suggestions include:
(1) Offer alternative appointment times. In the time of the

COVID-19 pandemic, many practices have imple-
mented alternatives to in-person visits such as tele-
health visits. Individuals often cannot leave their
workplaces for appointments due to a lack of vacation/
sick time or secondary to workplace absenteeism [40].
Offering remote or in-person appointments at alternate
times such as early in the morning before work or later
in the afternoon, early evening, or even on weekends
may help combat some of the issues that patients have
with making and keeping appointments.

(2) Allow self-scheduling. Providing patients with the
ability to schedule follow-up appointments on their
own may reduce incoming call volume and free up
front-office staff for other important office workflow
tasks. There is also the likelihood that self-scheduling
may reduce rates of patient no-shows or cancellations,
so it is worth exploring whether this would work in
your practice setting.

(3) Consider sharedmedical appointments. Sharedmedical
appointments (SMAs) or “group visits’” can be away to
increase patients’ access to DSME and visits with their
HCPs. There are a variety of ways inwhich SMAs can be
conducted (e.g., monthly in a preselected patient
population vs. a drop-in visit), but these appointments
should consistently include time for patient education,
discussion, and support as well as individualized
medical care [41]. The benefits of SMAs range from
reduction in HbA1c, blood pressure, and low-density
lipoprotein cholesterol [42, 43] to psychosocial aspects
such as self-efficacy and empowerment [41]. In-
dividuals who participate in SMAs are more likely to
meet ADA standards of care [42] including adopting
recommendations for exercise and nutrition [41]. This
may be a result of the accountability and support
perceived from SMAs [41]. In addition, SMAs add va-
riety to an HCP’s schedule, improve workflow, and
enhance relationships with patients [44].

Table : Recommended frequency of follow-up visits based on
glycemic patterns.

HbAc Frequency of follow-up visita

<% Every  months
–% Every  months
–% Every  weeks
–% Every  weeks
>% Every  weeks
Hypoglycemia Within  weeks

aVisits can be conducted in-office, via telehealth, or by phone call.
HbAc, Hemoglobin Ac.
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Case studies

Case 1

A 48-year-old cisgender male with type 2 diabetes for less
than 1 year presents for follow-up. When he was diagnosed
last summer, hewas able tomake some changes to his diet,
and he started walking regularly. This really seemed to
work, and he was happy with his progress. He missed his
winter appointment due to a work trip. He said this winter
was tough, because he found it to be much harder to keep
up with his walking and he was worried about the
COVID-19 pandemic. This resulted in an increase in his
comfort foods. He had lost weight last year, but he has
gained the weight back. His A1c was 8.6% at diagnosis, and
he was able to get this to below 8% in the fall. He did not
come to his November or February appointments but pre-
sents now in May with an HbA1c of 9.0%. Metformin was
recommended at diagnosis, but he wanted to be able to
control his diabetes without medication. What are the TI
issues in this scenario?

First, we want to congratulate the patient on taking
those initial steps and success. The ADA guidelines
recommend that metformin should be started in conjunc-
tion with therapeutic lifestyle changes because most
people do not get enough response with the lifestyle
modifications alone. A study by Brown and colleagues [45]
found that delaying metformin even 6 months can reduce
both the efficacy and the durability ofmetformin for people
who are newly diagnosed. Another study found that when
it came to initiating insulin, physicians underestimated
what patients would be willing to do when trying to feel
like they were in control [46].

Certainly, missed appointments are common and do
not alone represent TI. Avoiding losing patients to follow-
up is an excellent clinical best practice in treatment to
adopt. This could include routinely scheduled labs, text-
ing, and automated follow-up. In locations that have sea-
sons, it is prudent to have a plan on how to keep patients
working on diabetes self-care during periods of inclement
weather. This could include developing strategies for
physical activity, enrolling in food preparation and de-
livery, and maybe even joining group visits to provide
additional support.

Case 2

A48-year-old cisgendermale presents with new-onset type
2 diabetes. He was diagnosed with type 2 diabetes mellitus
when he went to the emergency department for an evalu-
ation of chest pain. His pain was not found to be cardiac in

origin, but he did get the surprise diagnosis of type 2 dia-
betes. He really wants to prevent the complications from
diabetes that he has seen in his family and co-workers. He
is recently divorced and sorting out how to manage daily
routines on his own. He has a high-stress job working in a
school cafeteria, but he loves seeing the kids. He wants to
have a strong planwith details, and he ismotivated to carry
it out. What are TI issues with this patient?

This is a patient who is engaged and motivated to
have control. He is asking for specifics, and this is a pa-
tient that wants a plan. Best practices would include a
referral to a DCES to help him learn ways to navigate his
daily schedule [27].

For this patient, we can highlight the benefit of early
intensive therapy and its ability to provide a legacy effect.
This would include therapeutic lifestyle change (150 min
of physical activity weekly at a minimum) and the adop-
tion of a nutrition plan that can help both diabetes and
cardiovascular risk [17]. This patient would also benefit
from knowing that interventions like the DIRECT study
have put new-onset diabetes into remission [47]. This trial
utilized a very low-calorie diet and showed that a sub-
stantial portion of participants were able to have an A1c

below 6.5%without the use of anymedications for at least
3 months [48]. When patients have a clear endpoint and
an opportunity to be “normal,” the likelihood for success
can increase if that endpoint is achieved. In addition to
seeing the DCES, it may be worthwhile to help him with
frequent touchpoints [49]. This will allow him to get
feedback fromwhat will work and not work in his life. The
use of a continuous glucosemonitor is also a great tool for
this motivated patient to be able to “see” what his daily
habits do to his glucose levels. This can provide both
reinforcement for some habits and provide meaningful
and timely feedback for those habits that contribute to
dysglycemia.

Conclusions

An interpersonal and collaborative process—such as is the
one outlined above—can increase the efficiency and pro-
ductivity of the healthcare team. We have presented
pragmatic approaches that do not require significant
changes to your current practice setting’s infrastructure,
nor do they cause you to incur additional costs to inte-
grate. To be successful, busy physicians must rely on and
incorporate the resources that they currently have avail-
able. Although not all the suggestions may be applicable
to your practice setting, implementing just one can lead to
improving diabetes care and enable you to become the
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force required to overcome TI. For more information,
professional development on Overcoming Therapeutic
Inertia, and practice-related resources, please visit
https://www.therapeuticinertia.diabetes.org/ [20].
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