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INSULIN

By the time of diagnosis, patients may have lost up to 
50% of -cell function, and it may continue to decline, 
on average, by ~5% annually.1

Patients may not know that their pancreas is no longer making
enough insulin and that their disease has progressed.2

Based on data from 2003-2004, about 40% of patients with
diabetes nationwide were not adequately controlleda—and 
may have spent an average of 5 years with an A1C >8% from
diagnosis to insulin initiation.3,4

You may be surprised that in a survey, about 80% of patients 
with type 2 diabetes taking OADs said they would consider 
taking insulin based on your recommendation.5

Patients may focus on blaming themselves for their uncontrolled
blood glucose, but you can help them focus on turning this
negative mindset into positive action for managing their disease.2

Insulin may help make a difference. According to the ADA, 
insulin is the most effective way to lower blood glucose.6
It works as part of an overall treatment plan.b

Helping patients get their blood glucose under control 
earlier in the disease process may help reduce their risk 
of long-term complications.7

So, consider prescribing insulin today to help lower blood
glucose for your appropriate patients.

Behaviors Explain Most Mortality Differences
B Y  J A N E  A N D E R S O N

Unhealthy behaviors such as a lack
of exercise and a poor diet ex-
plain a substantial part of differ-

ences in mortality between the well off
and those low on the socioeconomic
ladder, a study suggested.

An assessment of smoking, alcohol
consumption, diet, and physical activity
among civil servants living in London

over a 24-year period found “a clear so-
cial gradient in mortality, with lower so-
cioeconomic position being associated
with higher mortality,” the authors said
( JAMA 2010;303:1159-66).

“Unhealthy behaviors such as smok-
ing, unhealthy diet, and low levels of
physical activity were strongly related to
mortality, as well as nonconsumption of
alcohol,” the authors wrote. Heavy al-
cohol consumption was more prevalent

among participants in the highest so-
cioeconomic bracket.

The researchers, led by Silvia Stringh-
ini of the Centre for Research in Epi-
demiology and Population Health in
Villejuif, France, and her associates,
sought to examine unhealthy behaviors
as they relate to the association between
socioeconomic position and mortality.
To do this accurately, they assessed be-
haviors in the 10,308 study participants

five times: once at the beginning of the
study and four times during the follow-
up period.

The participants’ socioeconomic posi-
tion was determined from their civil ser-
vice employment grades at the begin-
ning of the study, when they were aged
35-55 years. 

A total of 654 participants died during
the study, and after adjustments for sex
and age, the researchers determined that
those with the lowest socioeconomic
position had a risk of dying that was 1.6
times higher than those in the highest so-
cioeconomic bracket.

Overall, unhealthy behaviors noted at
the beginning of the study explained 29%
of cardiovascular disease mortality, 61%
of mortality not related to cardiovascular
disease, and 42% of overall mortality. 

By the end of the study, the re-
searchers found these unhealthy behav-
iors explained 45% of cardiovascular dis-
ease deaths, 94% of mortality not related
to cardiovascular disease, and 72% of
deaths overall.

Smoking rates stayed fairly constant at
around 32%-35% throughout the study.
However, mortality risk rose in relation
to diet (from 7% to 17% for all-cause
mortality), physical activity (from 5% to
21% for all-cause mortality), and alcohol
consumption (from 3% to 12% for all-
cause mortality).

The authors noted that mortality risk
for moderate drinkers was lower com-
pared with both nondrinkers and heavy
drinkers. Participants who abstained
from alcohol completely were at higher
risk for death from cardiovascular dis-
ease, while those who drank heavily had
a higher cancer death risk.

The study results show that health be-
haviors explain more of socioeconomic
differences in death rates than what has
been observed in previous studies, James
R. Dunn, Ph.D., of McMaster Universi-
ty in Hamilton, Ont., wrote in an edito-
rial ( JAMA 2010;303:1199-200).

However, the findings don’t suggest
that socioeconomic differences in health
status can be reduced simply to socio-
economic differences in unhealthy be-
haviors, Dr. Dunn said. “Accordingly, it
would be incorrect to infer that there is
no need to be concerned with social and
economic justice, only health behavior,”
he said.

Evidence suggests that early child-
hood development involving stress man-
agement capabilities and health behav-
ior may play a role in empowering adults
to choose healthier behaviors, he said.
Children with lower socioeconomic sta-
tus are more likely to have deficits in
these areas. ■
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