
issue concerns the role of proton pump inhibitors (PPIs) in
promoting CDAD. Other factors that elevate the risk of
CDAD include older age, recent gastrointestinal surgery
and immunocompromising therapy. The use of PPIs may
augment these risks in such patients.

Many infection control measures have been implemented,
including contact precautions, dedicated equipment for in-
fected patients when possible, disposable thermometers, early
empirical treatment of suspected cases, infection prevention
and control education for personnel, an emphasis on hand
hygiene, intensified housekeeping in high-incidence units,
sporicidal agents for environmental disinfection, review and
potential restriction of antibiotics, and decreased turnaround
time for C. difficile test results.

Despite these measures, no hospital in our group has been
able to bring the CDAD rate to its pre-epidemic rate. Why
have we not been able to break the cycle of transmission? Sev-
eral obstacles hamper control measures. In an outbreak situa-
tion, spore burdens are high and require increasing intensity of
environmental disinfection. In most hospitals, the housekeep-
ing staff was already working at full capacity before the out-
break. Overburdened health care workers have had difficulty
coping with the increased numbers of patients in isolation. In-
adequate numbers of single rooms with dedicated bathroom fa-
cilities also facilitate transmission. Let us remember that other
infectious patients also require vigilant isolation, such as those
with MRSA, VRE, measles, chicken pox and tuberculosis, to
name a few. The paucity of adequate handwashing facilities fur-
ther compounds the problem. Improved methods to monitor
antibiotic utilization are required. Taken together, this high-
lights the lack of surge capacity to fully combat the outbreak.

A number of unanswered questions remain. If this current
strain is different, where has it come from? Why do some in-
fected patients have serious complications, while other seem-
ingly similar patients experience a relatively benign course?
How can we prevent the occurrence of severe complications?

The answers to these questions would improve our understand-
ing of this disease and its control. It is only through a concerted
and coordinated approach, coupled with increased resources
and funding, that expeditious answers will be found to the cur-
rent dilemma and patient safety will be assured.
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Agrowing body of research is calling attention to signifi-
cant rates of medication underuse and to adverse
health consequences associated with high out-of-

pocket drug costs, especially among patients with low incomes,
multiple chronic illnesses or no prescription drug coverage.1,2

Studies in the United States and Canada have shown that pub-
lic- and private-sector policies limiting drug coverage lead to
fewer prescriptions being filled,3,4 higher rates of nursing home
admissions5 and increased use of acute care services.3 Yet physi-
cians often fail to identify patients who are burdened by high
out-of-pocket expenses.6 Many patients with chronic illnesses

who report having underused medications because of cost
never discuss this underuse with their physicians.7,8 

In this issue Samantha Bowker and colleagues9 (see page 39)
contribute to this body of research and expand the policy de-
bate on the scope of health insurance coverage into the realm of
medical supplies. They examine cross-sectional baseline survey
and laboratory data from 405  non-insulin-using patients with
type 2 diabetes who are enrolled in a randomized controlled
trial designed to assess the effect of providing free blood glu-
cose testing supplies on glycemic control. Of these patients,
41% had at least some level of insurance coverage for blood
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glucose testing supplies. In multivariate analyses adjusted for
age, income, education, frequency of monitoring and perceived
barriers to monitoring, they found that patients with insurance
coverage of testing supplies had hemoglobin A1c values that
were 0.5% higher than the values for patients without such in-
surance coverage (p = 0.006). As the authors note, this finding is
clinically significant. There were even larger differences among
people with poorer baseline glycemic control (hemoglobin A1c

concentrations > 8.4%). These findings reinforce those of
Soumerai and coauthors,10 who examined trends in hemoglobin
A1c concentrations 2 years before and after a large US health
maintenance organization instituted coverage of blood glucose
testing supplies. In that study, among the 288 patients who ini-
tiated self-monitoring of blood glucose, mean hemoglobin A1c

concentrations fell from 10.8% to 8.6%.
If the current study’s findings are confirmed by subsequent

results from the authors’ randomized controlled trial, they will
have important implications for the ongoing policy debate in
Canada. Approximately 6% of Canadians have diabetes, and
the prevalence of the disease is projected to increase by 35%
over the next 25 years.11 The total economic burden of diabetes
in Canada is estimated to exceed US$5 billion a year.11 Policy
decisions determining which medications, procedures or sup-
plies to cover should be based on sound scientific evidence of
clinical benefit. Certainly, blood glucose testing supplies are ex-
pensive. However, for conditions such as diabetes whose associ-
ated morbidity and mortality are high, the greater the clinical
benefit, the less significant are the costs of coverage relative to
the downstream costs of treating complications of the disease.

Although Bowker and colleagues’ findings are provocative,
they must be considered in the context of the mixed findings of
earlier research on self-monitoring among patients with type 2
diabetes who do not take insulin.12 In the face of limited empiri-
cal evidence, proponents argue that self-monitoring is an effec-
tive tool to guide patients and physicians in modifying diabetes
management (including diet, physical activity and medication).
Indeed, studies that have shown improved glycemic control
with self-monitoring — even among patients taking insulin —
have tended to be those in which self-monitoring was directly
linked to concrete steps (such as titrating insulin doses) that pa-
tients could take in response to those values.12,13 Few trials have
examined the influence of self-monitoring on other modifiable
behaviours such as diet and exercise.12 Yet self-monitoring ap-
pears most likely to play a significant role in improving
glycemic control when it is an integral part of broader efforts to
support diabetes self-management.

What, then, might be the mechanism for this study’s ob-
served effect of insurance coverage for self-monitoring sup-
plies on glycemic control? Certainly, as the authors hypothe-
size, it could simply be the removal of a financial obstacle. One
might then anticipate that those without coverage, who indeed
were more likely to report cost as a barrier to self-monitoring,
might also report a lower frequency of testing. However, fre-
quency of self-monitoring did not appear to be independently
associated with glycemic control. It is also possible that having
insurance coverage — especially if patients had to choose to

purchase private coverage on their own or proactively apply
for supplemental coverage — is a marker for increased concern
about health and involvement in diabetes self-care.

This study alerts us to an association between insurance
coverage for blood glucose testing supplies and glycemic
control. As Bowker and colleagues note, their randomized
controlled trial of free self-monitoring supplies versus “usual
health care policy” will more definitively establish the effect
of covering these supplies and reduce concerns that other un-
measured attributes might account for the observed differ-
ences between the study groups. 

This study reinforces several crucial messages for physi-
cians. As with other possible obstacles to effective diabetes
self-management, we must discuss with our patients the fi-
nancial barriers they may be facing. More broadly, we must
explore with patients the entire range of factors that they
weigh when choosing whether and how to take prescribed
medications or to engage in other diabetes self-care activities.
Translating effective diabetes treatment regimens into im-
proved clinical outcomes depends on patients’ capacity and
motivation to initiate and sustain those regimens.
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