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Best Practice Implementation and Clinical Inertia
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linical inertia is defined as the failure of clinicians
to initiate or escalate guideline-directed medi-
cal therapy to achieve treatment goals for well-
defined clinical conditions."? Evidence-based guidelines
recommend optimal disease management with readily
available medical therapies throughout the phases of clin-
ical care. Unfortunately, the care provided to individual
patients undergoes multiple modifications throughout the
disease course, resulting in divergent pathways, signifi-
cant deviations from treatment guidelines, and failure of
“safeguard” checkpoints to reinstate, initiate, optimize,
or stop treatments. Clinical inertia generally describes
rigidity or resistance to change around implementing evi-
dence-based guidelines. Furthermore, this term describes
treatment behavior on the part of an individual clinician,
not organizational inertia, which generally encompasses
both internal (immediate clinical practice settings) and
external factors (national and international guidelines and
recommendations), eventually leading to resistance to
optimizing disease treatment and therapeutic regimens.
Individual clinicians’ clinical inertia in the form of resistance
to guideline implementation and evidence-based princi-
ples can be one factor that drives organizational inertia. In
turn, such individual behavior can be dictated by personal
beliefs, knowledge, interpretation, skills, management
principles, and biases. The terms therapeutic inertia or
clinical inertia should not be confused with nonadherence
from the patient’s standpoint when the clinician follows
the best practice guidelines.®
Clinical inertia has been described in several clinical
domains, including diabetes,*® hypertension,®” heart
failure,® depression,® pulmonary medicine,'® and complex
disease management." Clinicians can set suboptimal
treatment goals due to specific beliefs and attitudes
around optimal therapeutic goals. For example, when
treating a patient with a chronic disease that is pres-
ently stable, a clinician could elect to initiate suboptimal
treatment, as escalation of treatment might not be the
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priority in stable dis-
ease; they also may
have concerns about
overtreatment. Other
factors that can con-
tribute to clinical inertia
(ie, undertreatment in
the presence of indi-
cations for treatment)
include those related
to the patient, the clin-
ical setting, and the
organization, along
with the importance
of individualizing ther-
apies in specific patients. Organizational inertia is the
initial global resistance by the system to implementation,
which can slow the dissemination and adaptation of best
practices but eventually declines over time. Individual
clinical inertia, on the other hand, will likely persist after
the system-level rollout of guideline-based approaches.
The trajectory of dissemination, implementation, and
adaptation of innovations and best practices is illustrated
in the Figure. When the guidelines and medical soci-
eties endorse the adaptation of innovations or practice
change after the benefits of such innovations/change
have been established by the regulatory bodies, uptake
can be hindered by both organizational and clinical iner-
tia. Overcoming inertia to system-level changes requires
addressing individual clinicians, along with practice and
organizational factors, in order to ensure systematic adap-
tations. From the clinicians’ view, training and cognitive
interventions to improve the adaptation and coping skills
can improve understanding of treatment options through
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Figure. Trajectory of innovations, dissemination, and organizational adaptations

standardized educational and behavioral modification
tools, direct and indirect feedback around performance,
and decision support through a continuous improvement
approach on both individual and system levels.

Addressing inertia in clinical practice requires a deep
understanding of the individual and organizational elements
that foster resistance to adapting best practice models.
Research that explores tools and approaches to overcome
inertia in managing complex diseases is a key step in advanc-
ing clinical innovation and disseminating best practices.
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