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The Diabetes Control and Complica-
tions Trial (DCCT) established for
patients with type 1 diabetes the

unequivocal health benefits of a compre-
hensive treatment program that maintained
the blood glucose level near normal (1).
The experimental regimen employed in the
DCCT was associated with statistically and
clinically significant delays in the onset
and/or pro g ression of diabetic re t i n o p a t h y,
n e p h ro p a t h y, and neuro p a t h y. A subse-
quent trial in Japanese subjects with type 2
diabetes showed nearly identical effects of
similar therapy on the risk of complications
(2). This and other evidence has led to a
g rowing consensus that maintaining the
blood glucose level near normal is the most
a p p ropriate treatment goal for all people
with diabetes whose health and life
expectancy are such that they may benefit
f rom the reduced risk of chronic micro v a s-
cular complications. The health care com-
munity is now challenged to provide this
new standard of care .

The challenge has many facets (3,4).
Most physicians practicing today are not
skilled in using the new treatment meth-
ods. The U.S. health care system is not
s t ru c t u red or financed in ways that facilitate
optimal care of patients with diabetes.
T h e re are insufficient numbers of educators
and nutritionists with the requisite knowl-
edge and skills, and too few settings where
team care is available. Some patients
decline up-to-date therapy, even when the
b e n e fits are known (5). The purpose of
this commentary is to highlight two addi-
tional problems with intensive therapy.

The first problem is the term itself. It can
be argued that the label “intensive therapy”
is no longer appropriate and that it may

actually inhibit the use of the best tre a t m e n t
available. The term “intensive insulin ther-
apy” was used before and during the DCCT
to signify regimens that used three or more
daily insulin injections or an insulin pump.
Experience taught that the new tre a t m e n t s
involve much more than complicated
insulin regimens, and the more inclusive
t e rms “intensive therapy” or “intensifie d
management” are frequently used today. The
p roblem is that the words “intensive” and
“ i n t e n s i fied” are inherently relative; they
imply a comparison with something else
that is less strenuous, i.e., with “conven-
tional” therapy in pre-1993 terms. The nat-
ural tendency is to assume that the other,
nonintensive treatment is the norm .

In 1998, however, DCCT-style inten-
sive therapy is the standard of care for oth-
e rwise healthy individuals with type 1
diabetes and for many patients with type 2
diabetes. Conventional treatment today
includes frequent self-monitoring of blood
glucose; an insulin delivery system that sim-
ulates normal physiology (in type 1 dia-
betes); meticulous attention to matching
food intake, physical activity, and hypogly-
cemic drug(s); and a team approach to
c a re—all orchestrated to achieve and main-
tain specific, near- n o rmal blood glucose tar-
gets. It is incorrect to imply that this form of
t reatment is unusual or special in any way.

The term “intensive therapy” may dis-
courage people with diabetes from attempt-
ing this treatment method. Personal
experience suggests that when people hear
the term “intensive” applied to medical
t reatments, they assume that something
e x t r a o rd i n a ry is meant, that most people do
not need such treatment, and that such
t reatment is intended only for those who are

worse off than themselves in some way.
This message is indeed the opposite of what
should be conveyed about the modern
t reatment of type 1 diabetes. We want our
patients to believe that DCCT-style tre a t-
ment is the norm, that anything else is sec-
ond-rate (it is), and that they should want
nothing less. We want our patients to
demand DCCT-style treatment, not to avoid
it because it sounds somehow undesirable.

The diabetes community should aban-
don the term “intensive therapy” in re f e r-
ring to what must now be considere d
conventional therapy for type 1 diabetes. If
a new label is essential, “modern diabetes
therapy” may be suggested. Any tre a t m e n t
p rogram that is less aggressive than that
b r i e fly outlined above should be called
“ s i m p l i fied therapy.” Any re c o m m e n d a t i o n
to use simplified therapy should be justi-
fied by an explanation of why something
less than the most effective treatment is
being recommended. More descriptive or
useful labels may be possible; readers are
invited to offer their own thoughts.

The second problem relates to inten-
sive therapy of type 2 diabetes. Without a
t reatment that repairs pathophysiology,
optimal therapy is more difficult to defin e
than in type 1 diabetes. Indeed, the tre a t-
ment re q u i red to control blood glucose
seems to change over time as the disease
evolves. Some authorities speaking on the
subject of type 2 diabetes have used the
t e rm “intensive therapy” to mean multiple-
dose insulin regimens for individuals
whose diabetes has evolved to insulin defi-
c i e n c y. To others, intensification of type 2
diabetes management means using multi-
ple drugs (up to four at once) in various
combinations to take advantage of their
d i ff e rent modes of action.

These may be examples of slamming
the barn door after the horse has left,
because they seem to ignore the potential
i m p rovement from “intensive” behavioral
therapy during the early stages of disease,
when modest weight loss can be associated
with significant metabolic improvement, as
well as the potential contributions of metic-
ulous nutrition and lifestyle management to
metabolic control in the later stages of dis-
ease. “Intensive therapy” of type 2 diabetes
should refer to truly aggressive and exhaus-
tive use of available behavioral tre a t m e n t
modalities at diagnosis and there a f t e r.
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Some investigators argue that diet and
e x e rcise are ineffective (6), largely because
the weight lost is usually regained. Perh a p s
because of general discouragement with
weight management, these forms of therapy
a re often given lip service in clinical prac-
tice, and even in re s e a rch settings are used
only for a short time. It is lip service when
a physician advises a patient to “lose weight”
and hands over a printed bro c h u re outlin-
ing a low-calorie diet. It is lip service when
a managed care organization allows only
one visit with a nutritionist at the time of
diagnosis of diabetes. Recent data confirm
how close to reality these examples are. Of
randomly selected patients with type 2 dia-
betes in Michigan, 36% had never seen a
dietitian, and 51% had seen one only once
or twice. Thirty-nine percent had never
been given advice about exercise (7). Even
a traditional 12-week group weight-loss
p rogram is a modest investment compare d
with modern therapy for type 1 diabetes.
“Intensive therapy” using multiple daily
injections in the DCCT costs about $4,000
per year. Why should an individual with
recently diagnosed type 2 diabetes be lim-
ited to one $50 visit with a dietitian as the
only nutrition management off e red? Should
we be rushing to develop multiple-dru g
regimens for patients who have never been
assisted to change eating behaviors and
lifestyle? Why should weight-loss pro g r a m s
end after a few weeks or months?

Eastman et al. (8) have estimated that
therapy for type 2 diabetes is cost-eff e c t i v e
when total costs are no more than about
$3,000 per year. More of these re s o u rc e s
should be directed to truly aggre s s i v e

weight-management and fitness pro g r a m s
that begin at diagnosis and continue for the
p a t i e n t ’s lifetime. More re s e a rch re s o u rc e s
should be directed to the development of
new behavioral treatments, because those
available now are not effective enough. It is
time for innovative thinking about behav-
ioral treatments, incentives, and the design
of systems for delivering behavioral tre a t-
ments over years instead of weeks, and for
integrating behavioral treatments with
medical management. The DCCT sug-
gested, among other things, that people
with diabetes could accomplish and main-
tain major changes in behavior. The DCCT
success was likely partly related to the con-
tinuous application of behavior manage-
ment principles (9). Aggressive behavioral
management of type 2 diabetes should not
be abandoned until it has been tried.

F i n a l l y, it may be useful to replace the
t e rm “intensive therapy” in re f e rence to type
2 diabetes with another term. An appro p r i-
ate goal might be to select labels that
emphasize the central role of behavioral
t reatment modalities, applied aggre s s i v e l y
for life, and sometimes supplemented by
d ru g s .
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