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In this issue of JLGH, we are pleased to highlight
provocative work being done at LG Health, including
a report from Meredith Clark and her Pharmacy Ser-
vices colleagues. They present results of a review they
performed on the charts of patients who have both
diabetes and some form of cardiovascular disease. No-
tably, more than 25% of these charts had no evidence
that patients had received a prescription for SGLT-2
inhibitors or GLP-RAs, medications recommended by
the American Diabetes Association.

Certainly, this is not a problem unique to Lancast-
er. In a systematic review of 54 studies, most patient-
practitioner dyads needed more than a year to acceler-
ate therapy when labs confirmed that patients were not
at therapeutic goal regarding their diabetes.! What is
notable in Clark’s report is that the local study docu-
mented non-adherence over more than three years.

The concept of clinical inertia — the failure to ac-
celerate or otherwise change therapy to meet the stan-
dard of care — was first described in the literature more
than 20 years ago,? and we have all certainly taken note
of this occurrence at times in a patient chart. But now
with the use of the electronic medical record and chart
mining, we can readily detect this propensity at scale.
Add in big data, and we're faced with big questions,
notably: Why don’t we, as partners in the health care
experience, follow guidance?

Clinical inertia is the result of factors at the level
of the clinician, the patient, and the clinic in general.
At the clinician level, there may be lack of awareness
or know-how, lack of understanding regarding need,
or confusion regarding conflicting suggestions. We all
have competing demands, but certainly most have a
bias toward “doing no harm.”

At the patient level, there may also be a lack of
insight, a comfort regarding current plan-of-action or
goals, and an emotional overlay we might broadly call
fear. Yet there is some evidence that health care profes-
sionals inappropriately lay blame; patient frustrations
with the health care labyrinth are not necessarily rep-
resentative of a lack of interest in change.’

Finally, the system may be part of the challenge,
for example if the clinical care team isn’t helping to
facilitate change, if there are medicine supply short

ages or insurance barriers, among other possibilities.
As clinicians we may all feel we lack the tools to build
the plane we're flying.

Of course, process evaluations — like the one pre-
sented by Clark and her colleagues — must eventually be
translated into formative interventions so that the prom-
ise of health system learning processes can be realized.
An intervention need not be complex; studies of clini-
cal inertia in hyperlipidemia suggest that patients who
know their targets are more likely to achieve their goals.*

So, how can we reduce the risk for clinical inertia?
Working closely with those who question the status
quo — like students and residents — and conducting
projects and making presentations — like doing studies
and publishing articles — will bring us closer to not
only practice guidelines, but how we may better serve
our patients. Studies also demonstrate that targeted
guidance and ongoing peer review help physicians bet-
ter follow standards.>®

We at LG Health are fortunate to have unique re-
sources available, from the Research Institute and Busi-
ness Intelligence partners, to the Center for Healthcare
Innovation, all of which can help us with implementa-
tion science. Thus, structural change is within reach.

Clinical inertia may be putting patients at risk, but
our own medical education represents a continuous
opportunity. I hope what you find in these pages can
help inspire better care.
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