
If you’re treating patients with type 2 diabetes, you should 
also be assessing them for sleep apnea. 50% of patients 
with type 2 diabetes suffer from sleep apnea.1

Treating sleep apnea has been shown to

• increase energy

• lower blood pressure2

• improve insulin sensitivity and glucose control3,4

• increase cardiovascular function5

1 Einhorn et al. Endocrine Prac 2007
2 Becker et al. Circulation 2003
3 Harsch et al. AJRCCM 2004 
4 Babu et al. Arch Intern Med 2005
5 Kaneko et al. N Engl J Med 2003

Better sleep at night, 
better diabetes 
control by day.

Home diagnosis of sleep apnea 
approved for CPAP coverage.
This means patients can now 
be diagnosed in the home.

For more information, go to 
www.HealthySleepandDiabetes.com
and receive your free 
Sleep Management Kit.

800.424.0737
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Use Self-Reports to Monitor Patient Compliance
B Y  B R U C E  J A N C I N

Denver Bureau

K E Y S T O N E ,  C O L O.  — The most pop-
ular method of assessing patient adher-
ence to type 1 diabetes management in-
structions consists of a look at glycosylated
hemoglobin values. 

But this is also one of the least reliable
means of doing so, “and I don’t recom-
mend it,” said Suzanne Bennett Johnson,
Ph.D., professor and chair of the depart-
ment of medical humanities and social ser-
vice at Florida State University, Tallahassee.

She argued that hemoglobin A1c
(HbA1c) provides only limited and often
misleading information about patient be-
havior. Although it’s widely assumed that
patients with high HbA1c levels are poor-
ly compliant with diabetes care instruc-
tions across the board, data from numer-
ous studies indicate otherwise. In reality,

patient behavior and HbA1c are only weak-
ly correlated, according to Dr. Johnson,
who spoke at a conference on the man-
agement of diabetes in youth.

Moreover, HbA1c values yield no spe-
cific information about which behaviors
need to change. In clinical practice, re-
liance upon HbA1c to assess patient ad-
herence often results in a blame-the-pa-
tient dynamic which, in turn, promotes
noncompliance, she said.

Many physicians fall into the trap of
thinking of compliance as a sort of per-
sonality trait. In fact, compliant behavior
with one component of the diabetes reg-
imen—say, blood glucose testing—doesn’t
predict behavior with regard to any other
component, according to Dr. Johnson.

“The bottom line is if you want to know
what patients are doing, you’re going to
have to assess all the components of the reg-
imen you consider important. We’d like to
think there’s a simple answer, like just mea-
suring glycosylated hemoglobin, but the
data really don’t support that. So you’re go-
ing to have to do some extra work if you’re
really interested in how patients manage
their disease in an effort to help them man-
age it better,” Dr. Johnson continued.

She urged clinicians to perform an annu-
al formal assessment of patient behavior as
part of routine diabetes care. The impor-
tance of doing so in order to keep patients
on track is illustrated by a classic study of pa-
tient-provider miscommunication in which,
following a visit to a diabetes clinic, patients
were asked to recall the recommendations
made by the health care team. 

Patients were able to recall only 18% of
what providers had recommended; how-
ever, they supplemented that with a con-
siderably larger body of recommenda-
tions they remembered the providers
making, but which in fact hadn’t been rec-

ommended at all, she explained.
The second most popular method of as-

sessing patient behavior, next to HbA1c, is
by physician ratings. But the data suggest
that physician rating is the most unreliable
method of all, said Dr. Johnson.

What, then, is the best way to assess di-
abetic patient behavior? Dr. Johnson ad-
vocated patient self-reports, which she
said are underutilized. 

The key to getting good quality, reliable
data by self-report, she said, is to do a 24-

hour recall interview in which the patient
describes yesterday’s activities in sequence
from awakening to retiring.

“We find that by age 6 years, patients
can do this quite well,” Dr. Johnson added.

The interview must be conducted in a
nonjudgmental fashion. Prompting the
patient for missing information is okay; in
fact, it’s often necessary, particularly in the
dietary area.

A couple of interviews are a good idea,
one covering a weekday and another a

weekend, since the behaviors are often
quite different. A separate interview with
a family member can be conducted for
confirmation of the patient’s behavior.

For patients having major problems in
carbohydrate counting, Dr. Johnson sug-
gested interviewing them about what they
most frequently eat.

The meeting was sponsored by the Bar-
bara Davis Center for Childhood Diabetes,
the University of Colorado, and the Chil-
dren’s Diabetes Foundation at Denver. ■

Data suggest that
physician rating is
the most
unreliable
assessment
method of all.
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