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Patient Preferences and Clinical Practice Guidelines

C

linicians who care for older adults understand the importance of considering the
patient's values, preferences, and priorities in formulating a plan of treatment. In the frail
elderly patient, outcomes related to quality of life and functional status may be more
important than prolonging life to the maximum extent possible. This principle of
considering patient preferences in decisions about treatment has been highlighted in
several recent journal articles.

· New Breast Exam
In a recent article in Journal of the American Medical Association, Krahn and Naglie noted
the general lack of emphasis on patient preferences in the development of clinical
practice guidelines. The development of clinical practice guidelines involves a much
greater diligence in search for evidence of effectiveness, for example, than in evidence about patient preference.
The authors recommend that patient preferences should be considered at every stage of the guideline
development and implementation process.
· NutritionUpdate

The two paradigms of modern medicine, evidence-based medicine and patient-centered medicine, need to be
brought closer together. Both clinical evidence and patient preferences should be a part of clinical decisionmaking. The authors state: "Clinical practice guidelines are becoming more widely used as a method for
standardizing clinical practice and building pay-for-performance programs. By not getting guidelines right for
patients, perverse incentives may be introduced for clinicians to advocate treatments that are counter to what
patients want and value." Brown and colleagues explored the preferences of older adults with type 2 diabetes
mellitus for intensity of treatment. They note that the benefits of intensive glucose control may take seven or more
years to accrue, whereas medications for diabetes may have adverse effects and decrease quality of life. They
state: ". . . it has been increasingly recognized that the goals of care for diabetes mellitus must be carefully
individualized to the clinical context, healthcare goals, and treatment preferences of the individual older patients."
The authors found that older patients' preferences for intensity of diabetes treatment varied widely and were not
closely associated with vulnerability. It is, therefore, critical to involve older patients in decisions about treatment
of diabetes mellitus, irrespective of clinical status. These authors also note the potential for conflict between
recommendations of clinical practice guidelines and patient preferences. They state: "Pay-for-performance
policies that reward providers for keeping a high proportion of their patients below nationally recommended
risk-factor levels for conditions like diabetes mellitus are important for improving the overall health of the
population, but these policies currently do not reward providers for the time-consuming process of individualizing
chronic care management, which is particularly important for vulnerable, older patients with multiple chronic
diseases."
One of the challenges in managing older adults with multiple conditions is that treatment of one condition may
worsen another condition. Tinetti and colleagues explore this issue in a study assessing how older adults prioritize
competing health outcome priorities from cardiovascular, fall injury, and medication-related symptoms. The
incidences of nonfatal cardiovascular events in older persons with hypertension and of serious fall injury in older
Continued on Page 2
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persons with fall risk are both approximately 16 percent. The study subjects were 123 community-dwelling
persons age 70 or over with hypertension and fall risk. Discrete choice task was used to elicit the relative
importance placed on reducing the risk of three outcomes: cardiovascular events, serious fall injuries, and
medication symptoms.
The authors found a 50-50 split among the participants, with half placing greater importance on reducing the risk
of cardiovascular events and half placing greater importance on reducing the risk of fall injuries and medication
symptoms. This inter individual variability supports the importance of individualizing therapeutic decision-making
and involving patients and their preferences as the decision is made.
The authors conclude: "If patients' priorities vary, then incorporating these priorities into decision-making is
essential to patient-centered care. In the current case, at the very least, this means acknowledging that, as
previously demonstrated, older adults consider medication-related symptoms to be health outcomes to be
weighed against other outcomes."
Source: ASCP Foundation

Re-Evaluating Drug Therapy at the End of Life

H

olmes and colleagues have previously published a proposed model for appropriate prescribing for patients
late in life. This model recognizes that the benefit versus risk calculation for drug therapy may change as
individuals age and as the end of life approaches. This model proposes consideration of four key criteria in
evaluating appropriateness of medications near the end of life:
·
·
·
·

The patient's remaining life expectancy
The time required to obtain benefit from the medication
The goals of care
Treatment targets

The authors state: "Regardless of standards of care, practice guidelines, and other clinical pathways, shared
decision-making among physicians, patients, and families about goals of care is important when deciding
whether to stop, start, or continue therapy with a medicine for a patient late in life. As disease progresses and it
is clearer that cure is not realistic, an individualized approach to a patient's treatment may become increasingly
palliative."
Now, in a recent article in Journal of the American Geriatrics Society, Holmes and colleagues have turned their
attention to identifying appropriate medication use in persons with advanced dementia. Prescription and
over-the-counter medications taken by 34 patients in long-term care facilities with advanced dementia were
recorded. Twelve geriatricians at the University of Chicago participated in a modified Delphi consensus panel to
characterize the medications into one of four categories for use in palliative care of patients with advanced
dementia: never appropriate, rarely appropriate, sometimes appropriate, or always appropriate.
Patients with advanced dementia were defined as those having a Functional Assessment Stages (FAST) score
of 6E, 7A, 7B, or 7C. These scores correspond to patients who need assistance with bathing, dressing, and
toileting; have fecal or urinary incontinence (6E), and may have minimal verbal ability and inability to ambulate
(7C). The authors believe that "medications no longer appropriate for patients with advanced disease receiving
palliative care should be identified to facilitate discontinuation of those that no longer conform with the goals of
care. Discontinuing such medications at the end of life could improve quality of life and significantly reduce
burdens on the patient." The authors admit that this study is preliminary in nature, and a limitation of the study
is that the consensus panel is rather homogenous. They support an expanded study with a more diverse and
nationally representative panel to develop consensus criteria for rating of appropriateness of medication use in
patients with advanced dementia.
Despite the limitations, this study is a step forward in exploring appropriateness of medication use in patients
with advanced dementia, particularly in long-term care facilities.
Source: ASCP Foundation

Page 2

MedicationUpdate

P

atients with type 2 diabetes who use a combination of metformin and a sulfonylurea have a
greater risk of dying or being hospitalized because of a cardiovascular event than do patients who
use monotherapy or diet to achieve glycemic control, a new meta-analysis shows. Researchers
compiled data from six retrospective cohort studies, two prospective cohort studies and a nested
case-control study. Of the 101,733 patients with type 2 diabetes included in the studies, 25,091
used a combination of metformin and a sulfonylurea, while the remaining patients used diet or
monotherapy with metformin or a sulfonylurea. Average follow-up ranged from 2.1 years to 7.7
years. As compared with the patients who used diet or monotherapy, the patients who used
combination therapy had a 43 percent greater risk of the composite endpoint of dying or being hospitalized
because of cardiovascular disease, a difference that was statistically significant. The patients treated with
combination therapy also had a 29 percent greater risk of death from CVD and a 19 percent greater risk of death
from any cause than did the patients treated with diet or monotherapy, although these differences were not
statistically significant. However, the patients given combination therapy had a significantly greater risk of dying
from any cause during the study period than did the patients treated with diet, and they also had a greater risk
of CVD death or hospitalization than did the patients treated with metformin alone. "Overall, our results provide
a mix of reassurance and concern to prescribers of diabetes medications who use combination therapies in order
to achieve good glycemic control," the researchers concluded. "Clearly, we need further studies not only to
assess the association of combination therapy of metformin and sulfonylurea with all-cause and/or
cardiovascular mortality, but also to understand the potential mechanism of its deleterious effects."

T

he results of 2 large studies have shown that aggressively lowering blood sugar to near normal levels in type
2 diabetics does not prevent complications such as stroke and heart attack. Patients in the studies averaged
62-66 years of age, had a 8-10 year history of diabetes, and an average hemoglobin A1C of 7.5%-8.3%. About
one third of them had a history of cardiovascular disease. The ACCORD study randomized patients to intensive
therapy to achieve a target A1C of less than 6.0%, or standard therapy targeting an A1C of 7.0 to 7.9%. The
study was stopped after 3.5 years because the death rate was slightly higher in the intensive treatment group.
In addition, there were no differences between the groups in the incidence of heart attack or stroke. The
ADVANCE study had a similar design except the intensive target A1C was 6.5%. After 5 years of follow-up there
was no difference between groups in the rate of cardiovascular death, heart attack, or stroke. There was a lower
rate of new or worsening kidney damage in the intensive therapy group (4.1% vs 5.2%). The reason there were
more deaths with intensive treatment in one study but not the other is unknown. Both studies had a higher
incidence of severe hypoglycemia in the intensive treatment group. These results underscore the importance of
individualizing therapy. Targeting a low A1C goal does not improve clinical outcomes in higher risk patients, such
as those enrolled in the studies. It’s possible that healthier, younger patients may benefit from intensive
treatment to achieve a low A1C goal.

Rumor vs. Truth

R
T

UMOR:

Fruit juices other than grapefruit can interact with drugs.

RUTH:
We're all aware that grapefruit juice can affect the absorption and metabolism of
some drugs. In many cases, it can increase absorption and sometimes lead to toxicity. Now
preliminary evidence suggests that orange and apple juice can REDUCE absorption of certain
drugs. These juices inhibit an intestinal transporter called OATP1A2. The concern is that blocking OATP1A2
can reduce absorption of fexofenadine, itraconazole, levofloxacin, ciprofloxacin, cyclosporine, atenolol, and the
anticancer agent etoposide. It’s too soon to tell if these interactions with orange or apple juice are clinically
significant. If there’s any concern, then it is recommended to separate these juices and meds by 4 hours. This
is different from most grapefruit interactions which can persist for up to 3 days after consuming the fruit or
juice. It is recommended to completely avoid grapefruit if taking cyclosporine, amiodarone, lovastatin and
others.
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New Breast Exam More Accurate Than Mammogram

F

or years we have bemoaned the ineffectiveness of mammography as a breast cancer screening. But new
studies show that a new and more accurate screening method could be right around the corner. The new
technique is called molecular breast imaging (MBI), and it's been found to catch three times the number of breast
cancer cases as mammography. It's said to be especially effective for women with denser breast tissue who are
usually at a higher risk for developing the disease. MBI works by first injecting the patient with a radiotracer which
helps to track the behavioral difference between cancerous tissue and normal tissue. One study using MBI found
10 of 13 cancer cases in a sample group of 375 patients. In the same group, mammography found just three of
those 13 cancers.
According to the study, author Carrie B. Hruska, a radiology researcher at the Mayo Clinic says that, "MBI
detected more cancers than screening mammography, but didn't produce more false positive results."
Obviously, this is encouraging news. MBI was also found to have a higher percentage of biopsies that resulted
in the discovery of an actual cancer (28 percent with MBI compared with 18 percent with mammography). What's
more, MBI is also relatively inexpensive. All of this is terrific, right? Unfortunately, it's not all rainbows and
butterflies; there is one glaring problem with MBI: researchers are proposing that it be used only as an adjunct
to mammography, not as a replacement. It was very exciting at the outset of this research, because it was
hoped that MBI could mean the beginning of the end of mammography. In spite of years of being the most
"popular" and well-known form of breast cancer screening, the fact remains that mammography just doesn't work
that well. The problem is that mammograms are thought to be an "early warning system" for breast cancer, when
nothing could be further from the truth. Mammograms seem only to be able to detect the larger tumors of breast
cancer's more advanced stages. So often when a woman has a mammogram come up positive, her disease has
a deadly head start.
Also, and even more disturbing, is the fact that excessive compression of the breast (like during a routine
mammogram) can actually break apart cancerous cell masses and CAUSE THE DISEASE TO SPREAD to other
organs. Mammography also results in a high number of "false positive" results – the kind that lead to women
being butchered with needless biopsy procedures. Remember how MBI found 10 percent more cases of REAL
cancer (28 percent compared to mammography's 18 percent)? That doesn't seem like a lot – unless you're one
of the women who had a needless biopsy because of a false positive from a mammogram! Unfortunately, MBI
is still not widely available. And since mammography is so entrenched in the healthcare community, it's not going
anywhere soon – even if the MBI technique becomes more widespread. So once again thanks to slow-footed
medicine, this promising method is years from saving the lives that it seems to have to potential to save.

NutritionUpdate

P

hysical activity is good for your health at every age. If you have never been active, starting
regular physical activity now may improve your strength, endurance, and flexibility. Being active
can help you live on your own for a longer time and lower your chance of getting type 2 diabetes,
coronary heart disease, and colon cancer.
Whatever activity you choose, follow the safety tips below:
·
·
·
·
·
·

·
·

Ask your health care provider about ways you can safely increase the amount of physical activity you do
now.
Take time to warm up, cool down, and stretch.
Start slowly and build up to more intense activity.
Stop the activity if you experience pain, dizziness, or shortness of breath.
Drink plenty of water.
When you are active outdoors, wear lightweight
clothes in the summer and layers of clothing in the
winter.
Wear sunscreen, sunglasses, and a hat for sun
protection.
Wear shoes that fit well and are right for your activity.

Source: National Institute of Health
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