
Chronic Care 
Roundtable
Overcoming Clinical 
Inertia in Diabetes 
Care and Obesity

November 12, 2018                                                                                    Meeting Summary      



2

 AMGA Foundation

Chronic Care Roundtable

Figure 1: Potential Causes of Clinical Inertia

Since 2016, the Diabetes: Together 2 Goal® campaign (T2G) has empowered more than 61,000 physicians caring 
for more than 2 million patients with a diagnosis of Type 2 diabetes—and improved outcomes for more than 750,000 
Americans with this chronic condition. 

What strategies can help increase this number? This year’s Chronic Care Roundtable explored the challenge of  
clinical inertia: the failure of clinicians and health systems to initiate or intensify treatment when clinically indicated.  
On November 12, 2018, in San Antonio, Texas, AMGA Foundation President and AMGA Chief Medical Officer  
John W. Kennedy, M.D., welcomed participants to identify best practices for escalating treatment, understand trends 
and barriers with various patient populations, and discuss how industry partners can provide support. 

Presentations, panel discussions, and workgroup breakout sessions focused on overcoming clinical inertia in two 
areas: diabetes care and obesity management.

Overcoming Clinical Inertia in Diabetes Care

AMGA Analytics Data Presentation: Cori Rattelman, M.S., AMGA

Clinical inertia has many potential causes and can take place across all stages of chronic disease: in the screening 
and diagnosis phase, while advancing therapy, or during the adoption of new therapies and guidelines, Rattelman 
explained. 
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Rattelman presented highlights from studies conducted by the AMGA Analytics team and supported by Novo Nordisk, 
with longitudinal data from Optum Analytics, representing AMGA member organizations that use an Optum population 
health analytics tool. 

• Among 28,000 patients with an HbA1c ≥ 8, 46% showed signs of possible clinical inertia (they had not been 
prescribed a new class of medications and/or their A1c did not fall below a given threshold) 

• Potential clinical inertia was reported for 86.4% of patients with a history of cardiovascular disease when advancing 
therapy under new medical guidelines

• 600,000 patients with prediabetes were potentially missed; proper screening can prevent prediabetes from 
progressing, reduce cardiovascular risk factors and microvascular complications, and reduce lifetime costs of 
treatment

Rattelman noted that the data revealed great variability in treatment patterns and clinical outcomes, both across and 
within organizations. “There are high performers in every organization. How do we find those positive deviants, elevate 
them, and get it right?”

Figure 2: How Many Came into Control Within Two Years and 
How Long Did It Take?
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Panel Discussion 
Moderated by Stephanie Copeland, M.D., FAAP, Quality OptumCare DFW Region, WellMed, USMD

Panelist: Francis R. Colangelo, M.D., M.S.-HQS, FACP, Premier Medical Associates

At Premier, care teams were “on the wrong side of the clinical inertia slide,” Colangelo said—overestimating the care 
they provided, using “soft” reasons to avoid therapy intensification and not making changes as swiftly as they should. 
Since joining T2G, Premier has achieved a 10% increase in its diabetes control bundle and improvements in key 
measures such as HGBa1c control and statin prescribing rates. To avoid clinical inertia, Colangelo recommended:

• Increased attention on better screening and prompt action: Premier made preventative screening routine 
and implemented computerized and paper flowsheets to follow diagnostic test results and monitor therapy usage

• Systemic, transparent performance measurement: The entire care team regularly interacts with peer and 
opinion leaders to obtain feedback and reviews reports once a month

• Engagement across the care team: Premier has empowered nurse navigators and pharmacists to educate 
patients and elevate issues to providers

• Amped-up education: Premier’s efforts include continued medical education to emphasize evidence-based 
care guidelines

Figure 3: Overcoming Inertia at Premier Medical Associates
Comparing 2015 and 2018 Diabetes Metrics 
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Panelist: Dan McCall, M.D., M.S.P.H., Hattiesburg Clinic

Over 13% of people in Mississippi have diabetes. To combat clinical inertia in the area of high blood pressure (a 
condition which frequently occurs with diabetes), Hattiesburg Clinic focused on leveraging specialist offices, where 
two-thirds of blood pressure measurements were taking place, and standardizing care. An audit of clinical visits 
identified considerable variability across practices and patterns. High-performing providers, for instance, were three 
times more likely to try blood pressure medications and four times more likely to schedule follow-up visits.

 Tactics included:

• Certified automated cuffs and standardized training organization-wide: “No matter where you went, the blood 
pressure would be measured,” said McCall

• Dashboards identifying patients who could get their high blood pressure under control

• Workflows in which vital signs prompted additional actions such as appointments with a treating (primary care) 
physician

With these improvements, specialists were able to schedule appointments within four weeks for 74% of patients with 
elevated blood pressure. Hattiesburg Clinic’s blood pressure control rate improved by 16%.

Figure 4: Proportion of Hattiesburg Clinic Patients with HTN Whose 
Blood Pressure Is in Control
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Panelist: Valerie Spier, M.P.H., RD, CDE, Sutter Health

Sutter Health is battling clinical inertia through teamwork and technology.

For example, a nurse Certified Diabetes Educator meets 
with four to six patients per day to assess and review 
treatment plans (including related areas like foot exams), 
A1c measurements, and barriers to care such as depression, 
isolation, and embarrassment. Care team members are 
trained in motivational interviewing because “clinical inertia is 
not always what the doctor wants the patient to do, it’s about 
what the patient wants to do,” Spier said. Meanwhile, peer- 
to-peer training is increasing in areas such as insulin, which 
Spier said primary care physicians are not always confident 
prescribing.

On the technology side, Spier’s team is leveraging predictive 
analytics in its Epic diabetes registry. Predictive scores 
identify patients at risk of an acute clinical condition like 
sepsis, an emergency department or acute care admission, or 
a serious complication in the next two years, like a stroke or amputation.  

Panel Q & A

If resources or costs weren’t an issue, where would you focus?
Colangelo said that he’d increase provider education. “There’s 17 years between the research and practice. You have to 
repeat something 700 times before it becomes a part of the culture.”

Spier talked about building community resources. “Diabetes is a self-care disease, but patients are stressed out and 
not supported. We really need to look at our infrastructure, getting people off the freeways and walking and biking to 
work, and community-based events like block parties and hanging out with neighbors.”  

McCall cited cost barriers, particularly in the area of medications. “The patient sitting across from me is working 
off an extremely limited income. We’re looking at ways we can bridge those cost differences through using patient 
assistance programs and working with industry partners to streamline access.” 

What kind of self-monitoring protocol do you use for patients with poor blood pressure control?
Colangelo mentioned a new app his team is developing that allows patients to snap a picture of the food they’re about 
to eat and stay in touch with a health coach up to five times a day. “If you can design the right app, it will help to engage 
patients.”  

“ Multispecialty practice teams are 
actively listening and respecting 
concerns and barriers. If they’re not 
ready to go to the next step, we sit 
with them and find out where they 
are.”
—Valerie Spier, M.P.H., RD, CDE, Sutter Health
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Yet as technological and analytic capabilities have increased, so have the challenges, said McCall—starting with patient 
engagement. “The patients we do not really need to monitor are self-monitoring, and the patients we really need to 
monitor are not doing it at all.” Spier cited the power of face-to-face contact for getting patients on board. “It makes such 
a difference.”  

Meanwhile, McCall said, “What data do we need? How do we understand what the numbers mean and integrate it 
into practice?” Copeland said that she’s been encouraged by the greater acceptance by the Centers for Medicare & 
Medicaid Services (CMS) of remote blood pressure monitoring data and that she’s been working to educate providers 
on finding meaning in these graphs. “It is hard to move forward quickly if we are not looking.”

Workgroup Breakout: Clinical Inertia in Care for Patients with Prediabetes 
and Undiagnosed Diabetes

Facilitator: Francis R. Colangelo, M.D., M.S.-HQS, FACP, Premier Medical Associates

Providers might not know that a high percentage of their patients may be at high risk with prediabetes. Yet collecting 
data on obesity (which has a 35% comorbidity with diabetes), educating patients and providers, and meeting insurance 
criteria for test coverage can be a challenge. Participants suggested:

• Improving use of BMI as a potential prediabetes/diabetes indicator, and using tools like Allscripts to collect BMI data

• Using predictive models and incorporating blood chemistry into the workflow for patients with obesity

• Including blood pressure, cholesterol, weight, and blood sugar in employee health care while partnering with 
community resources like health centers and grocery stores and incentivizing engagement with shared medical 
appointments and coaching

Workgroup Breakout: Clinical Inertia in Diabetes Care for Patients with 
Macrovascular and Microvascular Complications

Facilitator: Dan McCall, M.D., M.S.P.H., Hattiesburg Clinic

When delivering diabetes care to patients with macrovascular and microvascular complications, providers grapple 
with complex data, “pop-up fatigue,” and the incentives of value-based compensation. Patients fall short in medication 
adherence and taking ownership of their health. To overcome clinical inertia for this population, participants advised 
assessing current practices and considering:

• Frequent follow-up tied in to case management

• Leveraging teams (especially for outpatient care) and the EHR to embed protocol and remove burdens

• Tapping public awareness campaigns by nonprofit groups and pharma companies 

• Using telehealth to scale efforts 



8

 AMGA Foundation

Chronic Care Roundtable

Workgroup Breakout: Practical Strategies and Resource Allocation  
for Overcoming Clinical Inertia

Facilitator: Valerie Spier, M.P.H., RD, CDE, Sutter Health

Providers, patients, and healthcare organizations struggle to work together amid many obstacles: CMS regulations, 
insurance policy limits, complicated medication formularies, growing margins, and rising expenses. Meanwhile, 
proprietary networks impede collaboration, and year-to-year health plans may inadequately capture long-term patient 
ROI. To overcome these challenges, participants suggested:

• Increasing reliance on non-M.D. professionals, such as nurses and pharmacists, in team-based care 

• Identifying intervenable conditions where the cost trajectory can be changed

• Aggregating data across platforms

• Bringing payers into the conversation and showing the ROI

Overcoming Clinical Inertia in Obesity Care

AMGA Analytics Data Presentation: John Cuddeback, M.D., Ph.D., AMGA

“You’re six times as likely to find a patient with diabetes with a BMI over 40,” said Cuddeback. Yet the vast majority of 
people with obesity are not getting medical therapy. This includes a wide variety of medications the FDA has approved 
for weight loss:

• Short-term: phentermine hydrochloride (Adipex-P, 
Suprenza), phendimetrazine tartrate (Bontril), 
diethylpropion hydrochloride (Tenuate), benzphetamine 
hydrochloride (Didrex, Regimex)

• Long-term: bupropion and naltrexone (CONTRAVE), 
lorcaserin (Belviq), phentermine and topiramate 
(Qsymia), liraglutide (Saxenda), orlistat (Xenical, alli)

Cuddeback shared a study by the Novo Nordisk AMGA 
Foundation’s Obesity Care Model Collaborative, which 
analyzed weight loss over time for 731,000 patients with a BMI 
over 30 and at least one ambulatory visit in the last 12 months. 
More patients lost weight and fewer gained weight when they 
had an obesity diagnosis and were prescribed one or two 
anti-obesity medications. 

“ See your patients more often, write 
diagnosis of obesity on your problem 
list, claim it, and prescribe treatment. 
You can cause a meaningful 
change.”
—John W. Kennedy, M.D., AMGA Foundation, AMGA
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“It’s a relatively small portion of the population. But paying attention to these issues—diagnosis and prescribing 
medications—can have an effect,” said Cuddeback.

The Collaborative also worked with 10 AMGA members on seven measures of care for people with obesity and with 
Discern Health to prepare a subset of these measures for National Quality Forum (NQF) endorsement. Optum Analytics 
was AMGA’s Distinguished Data and Analytics Collaborator.

Figure 5: Association of Weight Loss with Obesity Diagnosis (Dx)

Figure 6: Association of Weight Loss with Anti-obesity Medication 
(AOM) Prescription (Rx)
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Panel Discussion: Moderated by Christina Taylor, M.D., The Iowa Clinic 

Panelist: Barbara Hodne, D.O., The Iowa Clinic 

At The Iowa Clinic, obesity care is the mission of a multidisciplinary team. “We understand that there are many 
comorbidities with obesity. So when we rolled out our task force, we knew we did not want to include just primary care, 
a specialty department, or bariatric surgery,” Hodne said. “And we’re partnering with payers in a meaningful way to help 
support mental health.”

Through the clinic’s wide variety of efforts, from dietary 
guidance to physical activity, education and patient 
engagement have been key. This includes making sure that 
physicians are up-to-date with current evidence-based 
practices and can help patients develop a plan for next steps 
and direct them to applicable resources.

Importantly, Hodne and her team work with providers and staff 
on how to approach patients and have a good dialogue—for 
example, asking permission to have a conversation. “It’s the 
same way you talk about smoking cessation,” said Hodne. “Let 
them know that you are here to support them when they are 
ready.”

Panelist: Kara Mayes, M.D., Mercy Clinic 

According to Mayes, obesity treatment is challenged by time, comfort (on the part of patients and providers), 
knowledge, and a feeling of futility. Mercy Clinic’s Weight and Wellness program is combating these challenges with 
comprehensive medical weight management that incorporates both intensive behavioral therapy and medications for 
obesity treatment.

“In residency, I learned about diet and lifestyle. This made a difference,” Mayes said. “Then I started prescribing anti-
obesity meds and saw results.” She cautioned physicians not to conflate medications like SGLT2 and OsGLT2 with 
discredited “diet drugs” such as fen-phen.

“Over half of the patients have lost 5% or more of body weight in less than three months,” Mayes said. “It gives our 
providers more willingness to talk about the problem and prescribe the medications and less of a feeling of futility.”

Next steps include more education for primary care physicians and family medicine residents, integration of the clinic’s 
medical and surgical bariatric programs, integration of behavioral health services, and expansion of the Weight and 
Wellness program to additional locations.

“ Even for the patient who has had 
bariatric surgery, we should be 
continuing to manage obesity as a 
chronic condition. She is a patient, 
living with obesity being medically 
managed.”
—Barbara Hodne, D.O., The Iowa Clinic
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Panelist: Bartolome Burguera, M.D., Ph.D., The Department of Endocrinology and Metabolism Institute, Cleveland Clinic 

In Cleveland Clinic’s interdisciplinary shared medical appointment (SMA) lifestyle intervention program, patients with 
a BMI of 30 or greater (or 27 or greater with an obesity-related comorbidity) meet monthly in groups with an obesity 
specialist and registered dietician. During these 90-minute meetings, they participate in educational activities and take 
turns talking about individual concerns. Patients can schedule individual appointments as needed.

The SMA program pays significant attention to appetite and  
the factors contributing to it, such as medications, stress, 
sleep, light, and vitamins. “You cannot talk about obesity 
without talking about appetite. Once we control these factors, 
we control weight loss,” said Burguera.

For patients, the SMA approach decreases wait times, 
increases face time with physicians, expands access to 
resources, enhances learning through repetition, and improves 
outcomes and satisfaction with the care experience. Providers 
meanwhile benefit from increased efficiency, decreased 
redundancy, potential cost savings, and improved satisfaction.

Figure 7: Internal Results for Mercy Clinic Weight and Wellness Participants 
for 3+ Months

“ Patients enjoy the visits, become 
more comfortable, and do better, 
and physicians maximize their 
time.””
—Bartolome Burguera, M.D., Ph.D., Cleveland Clinic 
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Panel Q & A

How do you overcome the bias that losing weight is hopeless?
According to Mayes, “It’s a slow process, seeing one or two patients having success.” Hodne has been using blinded 
quality panels for benchmarking and emphasizing the importance of making the diagnosis, treating this chronic 
condition, and providing a standard of care. 

Mayes has been having one-on-one conversations with physicians who say they do not prescribe weight loss programs. 
“It would not be socially acceptable to say ‘don’t treat diabetes.’ We need to change the paradigm.”

How do you move the needle with physicians?
Because there aren’t enough endocrine and obesity specialists, primary care providers will need to do much of the work 
in obesity treatment, said Mayes. To encourage their efforts with quick wins (and stave off a sense of futility), audience 
members suggested focusing these physicians on patients willing to put a lot of time and energy into losing a small 
amount of weight. Give them plenty of tools, Burguera recommended, and help them manage patient expectations—for 
a 10% weight loss rather than 3%, for example. 

Workgroup Breakout: Framework and Escalation—Clinical Obstacles and 
Strategies for Success

Facilitator: Barbara Hodne, D.O., The Iowa Clinic

Participants reported obesity treatment being hindered by a lack of physician education (many physicians don’t consider 
obesity a chronic condition) and resources (particularly in the area of integrated behavioral health), plus cultural barriers 
and a sense of futility on the part of the patient. Meanwhile, payers may not see obesity as a significant issue. 

Suggested solutions included:

• Physician and staff education, with expectations and financial implications, on the benefits of weight management; 
treat obesity management the same way one would look at a hypertension audit

• Stronger support by frontline providers for non-surgical options  

• Greater support of medicines by payers, accomplished through engaging employers, coding obesity as a chronic 
disease, and focusing on the impact of pharmacy costs

• Increased physician engagement with regulatory bodies

• Ongoing education for patients and the community 
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Workgroup Breakout: Diagnosis and Data—Structural Obstacles and 
Strategies for Success

Facilitator: Kara Mayes, M.D., Mercy Clinic

When treating obesity, how do you define metrics? How do you champion weight as a goal? Participants reported 
numerous obstacles, from working with codes and ancillary providers to grappling with a lack of standardization and 
care paths to the multitude of private industry options encouraging patients to do things themselves, with the risk of 
harmful results. 

Addressing these many challenges will require leadership buy-in and cultural change, participants suggested, 
including: 

• Emphasizing with patients that obesity is a medical condition

• Working across groups and stakeholders to destigmatize obesity and its treatment

• Imparting these messages through the leadership and culture of health systems—when teaching medical and 
nursing students, for instance 

Workgroup Breakout: Type 2 Diabetes and Obesity Dual Diagnosis—
Treatment and Challenges

Facilitator: Bartolome Burguera, M.D., Ph.D., Department of Endocrinology and Metabolism Institute, Cleveland Clinic

Insurance and regulatory complexities are just the beginning of the challenges of dual obesity/diabetes treatment. 
Patients may not make disease management a priority and adhere to their medication regimen. Primary care providers 
may be more comfortable treating diabetes than obesity and may be misinformed about obesity as a condition—for 
instance, they perceive obesity as a matter of patient willpower. 

Fortunately, as one participant suggested, “We do not have to go from zero to 100. We can work with what is right in 
front of us.” Suggestions included: 

• More education for providers on obesity, backed by specific metrics and a commitment to treatment

• Use of available community facilities, like weight loss centers

• A focus on the patients who are ready for treatment and have the necessary resources

• Shared medical appointments to incentivize patients and decrease stigma

• Destigmatization of obesity while maintaining that it is a medical condition that should not be normalized
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Together 2 Goal® Update

Kendra Dorsey, AMGA Foundation

Now in its second year, the T2G campaign continued to make progress toward improving care for 1 million people with 
Type 2 diabetes by 2019. Among patients in the 2018 Q1 population, there were 536,000 (37.2%) with improved care 
through the end of Year 2. Among patients who were either in the 2018 Q1 population or in more than two quarterly 
periods during the campaign, 763,000 (32.5%) improved 
care though the end of Year 2. One-third of these patients 
represented a new Type 2 diabetes diagnosis and two-thirds 
achieved a net improvement in control with their existing 
diagnosis.

Ten new groups, representing 2,006 FTE physicians, joined 
the campaign in 2018. Although this three-year initiative is 
scheduled to end at the close of 2019, AMGA Foundation is 
extending the campaign another two years in response to 
participating groups’ requests. 

This expands the core vision of T2G—improving care 
for 1 million people with Type 2 diabetes—into one of 
long-term, sustained improvement. AMGA Foundation 
is extending the campaign with a focus on providing 
participants with a tailored pathway, measuring progress 
through data reporting, sharing proven resources and tools, 
and connecting with peer groups. New activities include 
restructuring the campaign website, creating interactive 
planks and a plank mentor program, conducting data 
outreach, and developing resources including a toolkit 
supplement, webinar one-pagers, and a best practices 
compendium.

2018 T2G Award Recipients

• Best Performance (Large Group):  
Sharp Rees-Stealy Medical Group

• Best Performance (Small Group):  
The Baton Rouge Clinic, PriMed Physicians

• Most Improved (Large Group):  
Mercy Medical Group, Tulane University

• Most Improved (Small Group):  
The Portland Clinic

• Honorable Mention:  
Coastal Carolina Health Care, P.A.

T2G Talk & Taste:  
2018 National Day of Action

On November 8, nearly 30 participating groups 
downloaded a video from the T2G website, 
discussed it over a meal, and sent AMGA a photo, 
receiving $100 in reimbursement.
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Mission:  

AMGA Foundation enables medical groups and other 

organized systems of care to consistently improve  

health and health care.

Vision:  

AMGA Foundation serves as a catalyst, connector,  

and collaborator for translating the evidence of what 

works best in improving health and health care in 

everyday practice.


