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abstract
aims: To assess whether diabetes treatment satisfaction differs by ethnicity among participants with insufficient glycaemic control of 
type 2 diabetes mellitus in a clinical trial involving additional oral diabetes medications. Patient satisfaction is used as an indicator of 
healthcare quality. However, data on patients’ diabetes treatment satisfaction in the context of insufficient glycaemic control is limited.
methods: Individuals with type 2 diabetes and an HbA1c of 58–110mmol/mol (7.5–12.5%) were recruited across Aotearoa New Zealand  
to participate in an 8-month randomised crossover study of vildagliptin and pioglitazone as add-on therapy to metformin and/or  
sulfonylurea. Participants completed the Diabetes Treatment Satisfaction Questionnaire (DTSQ) at baseline pre-randomisation. Treatment 
satisfaction scores were compared between ethnic groups and other characteristics using the analysis of variance and linear regression.  
Perceived hyper- and hypoglycaemia were summarised separately.
results: Between February 2019 and March 2020, 346 participants (41% women, 32% Pacific peoples, 23% Māori, 26% European)  
completed the DTSQ. Mean (SD) age was 57.5 (10.9) years, diabetes duration was 9 (6.3) years and HbA1c was 75 (12)mmol/mol 
(9.0[3.2]%). At study entry, 40% were receiving monotherapy for diabetes. Treatment satisfaction was rated highly, with a score of 29(6) 
(interquartile range 25–33). Pacific peoples and older people reported greater treatment satisfaction than other groups (p <0.001).
conclusions: Diabetes treatment satisfaction was high, particularly among Pacific peoples, despite suboptimal glycaemic control 
and insufficient glucose-lowering therapy.

Patient treatment satisfaction has been used 
as an indicator of healthcare quality, which 
is important in chronic diseases like type 2  

diabetes mellitus. Several healthcare organisations  
measure patient satisfaction in programmes 
designed to improve quality of care.1 The  
progressive nature of type 2 diabetes mellitus 
often requires treatment intensification over time 
to maintain glycaemic control, which is critical 
for preventing diabetes-related complications.  
However, only half the population with type 2  
diabetes mellitus in Aotearoa New Zealand achieve  
target glycaemic control.2 Suboptimal glycaemic  
control can be attributed to two factors: the 
patient not adhering to prescribed medications 
and the healthcare provider not initiating or 
intensifying glucose-lowering therapy when it 
is clinically appropriate to do so.3 The former 
has complex root causes, some of which may be  
reflected in patients’ diabetes treatment satisfaction.  

The latter is referred to as therapeutic inertia 
and is driven by a wide range of barriers at the 
patient, clinician and health system levels.4 

Common patient-level causes of therapeutic  
inertia include unawareness of their personal 
level of glycaemic control, the progressive nature 
of type 2 diabetes mellitus,5–7 implications for 
insufficient glycaemic control,8,9 fear of or actual 
side effects,10,11 concerns over the ability to manage  
multiple or complicated treatment regimens,8,9 
denial of disease,12 treatment costs13 and poor 
communication by and with physicians.8,9,14 In  
conjunction with these patient-level causes, 
healthcare provider-level causes, such as concerns  
over patient’s adherence or ability to manage more 
complex treatment regimens, time constraints,  
reactive rather than proactive care and healthcare 
system-level causes, such as lack of visit planning, 
decision support or team approach to care, also 
contribute to therapeutic inertia.4 Most strategies  
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for addressing therapeutic inertia in diabetes 
use educational interventions among healthcare  
professionals or patients (including health literacy  
support), but rarely report patient diabetes  
treatment satisfaction in the context of insufficient  
glycaemic control.4

Generally, higher diabetes treatment satisfaction  
is correlated with higher medication adherence, 
lower HbA1c and lower body weight, suggesting 
that higher satisfaction may be related to better  
glycaemic control and clinical outcomes.15,16  
Conversely, individuals (particularly women) with 
lower income, lower education, unemployment,  
difficulty accessing care and a higher number of 
diabetes-related complications are more likely 
to report lower diabetes treatment satisfaction.16 
Differences in diabetes treatment satisfaction by 
ethnicity, particularly in the context of insufficient  
glycemic control in people willing to take additional  
diabetes medications, have not been reported.

Insufficient glycaemic control and diabetic  
complications are more prevalent in people of 
Māori or Pacific ethnicity compared with European  
and other ethnic groups.17–19 This study assessed 
whether diabetes treatment satisfaction among 
Aotearoa New Zealand adults with type 2 diabetes  
mellitus inadequately controlled on oral glucose- 
lowering medication differed by ethnicity.

Materials and methods
We report the baseline diabetes treatment  

satisfaction questionnaire results from a prospective  
randomised crossover study designed to evaluate  
whether people of Māori or Pacific ethnicity  
responded differently to vildagliptin and piogl-
itazone compared with non-Māori/non-Pacific  
peoples. This was a multi-centre trial conducted in 
general practices and diabetes clinic sites across 
Aotearoa New Zealand, including both urban 
and rural regions. The study protocol has been  
published elsewhere.20 Participants were eligible  
for this study if they were aged 18–80 years, had 
type 2 diabetes mellitus for more than 1 year, 
were on stable doses of metformin and/or sulfo-
nylurea for at least 3 months, had not used insulin 
in the last 3 months, had never been on dipeptidyl  
peptidase-4 inhibitors (DPP-4i) or thiazolidinedione  
and had an HbA1c of 58–110mmol/mol. Self- 
reported ethnicity was recorded at the baseline 
visit. Participants were asked to tick all of the 
following categories that applied: Māori, Pacific 
peoples, NZ European, Other European, Indian, 
Other Asian, Other (asked to specify). Prioritised 

ethnicity classification as Māori or Pacific peoples  
was defined if either of these ethnicities were 
ticked or specified in “Other”. If both Māori or 
Pacific peoples was indicated, then the prioritised  
ethnicity was grouped as Māori. People were 
grouped in four categories as Māori, Pacific  
peoples, European (either NZ or Other European) 
or Other (as all remaining ethnicities). The study 
was approved by the Health and Disability Ethics  
Committee, New Zealand (reference number: 
18/STH/242) and recruitment occurred between 
February 2019 and March 2020. All participants 
provided written informed consent before data 
collection. 

The Diabetes Treatment Satisfaction Questionnaire  
(DTSQ) was developed to assess peoples’ satisfaction  
with their diabetes treatment.21,22 It has been trans-
lated into over 100 languages and is widely used 
in many countries since it is internationally  
validated and officially approved by the World 
Health Organization and International Diabetes 
Federation. The DTSQ-status version (DTSQ-s)  
contains eight items, as follows: 1) overall treatment  
satisfaction, 2) frequency of unacceptably high 
blood glucose levels, 3) frequency of unacceptably 
low blood glucose levels, 4) treatment convenience, 
5) flexibility, 6) satisfaction with understanding 
of diabetes, 7) willingness to continue present  
treatment, and 8) willingness to recommend it 
to others. It assesses treatment satisfaction, and 
two items assess patient-perceived frequency of  
unacceptably high and low blood glucose levels. 
Each item is rated on a scale from 0 to 6. Research 
sites undertook the DTSQ-s in person, either  
electronically or on paper. Visits were mainly  
performed in English, although a subgroup of 
Tongan participants enrolled in a healthcare  
service used only a Tongan-translated version 
of the questionnaire. This was done through the 
translation service at the Department of Internal 
Affairs who follow a rigorous process of translation  
and back translation for accuracy.

Six of the eight items (1 and 4–8) were summed 
to produce a total treatment satisfaction score 
between 0 and 36 (0–18 low; 19–36 high treatment  
satisfaction). Two items assessing perceived  
frequency of unacceptably high (item 2) and low 
(item 3) glucose levels were evaluated separately 
as a score of 0 indicated “never” while a score of 
6 indicated “always”. Responses of item 2 were 
compared by HbA1c, while responses of item 3 
were compared by type of diabetes medications 
and their incidence of hypoglycaemia. In the case 
of missing scores, the existing item scores were 
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summed and divided by the number of existing 
items. This was then multiplied by six to form the 
total treatment satisfaction score.23

Baseline clinical data were also collected, such 
as age, ethnicity, HbA1c, diabetes medications and 
smoking status. Data are presented as number 
and percentage (%) or mean + standard deviation  
(SD). The analysis of variance (ANOVA) was used 
to test the differences in DTSQ total score between 
participants grouped by various characteristics  
for categorical variables, such as ethnicity, as 
univariate analyses. Linear regression was used 
to determine the association between DTSQ total 
scores and participants’ baseline HbA1c, age,  
duration of diabetes and body mass index (BMI). 
All statistical analyses were performed using  
SAS version 9.4 (SAS Institute Inc., Cary, NC, USA). 
Statistical tests were two-sided at 5% significance 
level.

Results 
Baseline characteristics

A summary of participants’ baseline  
characteristics is presented in Table 1. A total of 346 
participants were recruited into the prospective 
randomised crossover study (see study publication  
for CONSORT diagram) and all completed the 
DTSQ-s at baseline during clinic visits or remotely 
via telephone.20 Pacific peoples made up 32% 
(n=111) of participants and Māori 22.5% (n=78), 
while Europeans were 26% (n=90) of the study 
population. The mean (+standard deviation [SD]) 
age at baseline was 57.5 (±10.9) years. There was 
a statistically significant difference in age across 
ethnicities (p <0.0001), with European participants 
typically older than other ethnicities: Europeans 
62.7 (±9.3) vs Pacific peoples 55.5 (±11.1), Māori 
57.3 (±10.5), Other 54.2 (±10.6) years, all p-values  
<0.001. There was no statistically significant  
difference between Māori and Pacific participants.  
Men consisted of 59% (n=205) of the study  
population. The average duration of diabetes was 
9 (±6.3) years with a mean HbA1c of 75 (±12)mmol/
mol (9.0[±3.2%]). HbA1c did not differ by ethnicity  
(p=0.07). Most participants (56.6%, n=196) 
were on dual oral therapy with metformin and  
sulfonylurea at baseline. However, almost 40% 
(39.6%, n=137) were on metformin monotherapy. 

Satisfaction
Treatment satisfaction was rated highly  

(interquartile range 25–33), with a mean total 
score of 28.6 (±6) (Table 2 and Appendix Table 

1). One participant only scored seven items; thus, 
their total treatment score was estimated using 
imputation. Participants scored their perceived 
frequency of unacceptably high blood glucose  
levels (item 2) at a mean score of 3.3 (±2.0) out of 
6. Europeans had a significantly lower score than 
Māori (p=0.04) and Pacific peoples (p=0.0002), 
indicating less frequently perceived high blood 
glucose levels among Europeans. The perceived 
frequency of unacceptably low blood glucose  
levels (item 3) was overall rated low, with a mean 
score of 1.1 (±1.6). Significant differences were 
found in total DTSQ scores by ethnicity (Table 2), 
BMI and age (Table 3). Pacific peoples and older 
people reported greater treatment satisfaction, 
while those with a lower BMI were more likely 
to give a higher treatment satisfaction score. No 
association was found between baseline HbA1c 
and total DTSQ scores (Table 2). There was also no 
statistically significant association between total 
DTSQ scores and baseline therapy, sex or smoking 
status (Table 2). 

Participants scored their satisfaction with 
their understanding of diabetes as 4.9 (±1.3) 
from a possible score 0 to 6. Europeans scored 
this aspect lower than Pacific peoples (4.4±1.5 
vs 5.2±1.1, p <0.0001) and Other ethnic groups 
(5.0±1.2, p=0.002). Māori participants also scored 
their satisfaction lower than Pacific participants  
(4.8±1.4 vs 5.2±1.1, p=0.04). There was no statistically  
significant correlation between participants’  
satisfaction with their reported understanding of 
diabetes and their sex, age, baseline therapy or 
HbA1c. 

Discussion
This study found that overall diabetes treatment  

satisfaction and understanding of diabetes was 
rated highly among Aotearoa New Zealand adults 
from multiple ethnic groups with type 2 diabetes  
mellitus and insufficient glycaemic control. All 
participants consented to a study that tested the 
glucose-lowering impact of an additional oral 
medication, with most using one or two oral 
hypoglycaemic agents at baseline. The reported 
perception of unacceptably high or low blood 
sugar levels among Europeans was significantly 
lower than Māori and Pacific peoples. Overall, 
European participants rated a lower satisfaction 
with their diabetes treatment and understanding, 
while Pacific participants were more likely to rate 
their treatment satisfaction highly compared to 
all other ethnic groups.
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The lack of association between HbA1c and 
overall diabetes treatment satisfaction or under-
standing contradicts some previously published 
studies.24,25 However, these findings reinforce 
the contention raised by other literature25–27 that 
diabetes treatment satisfaction is multifactorial  
and frequently unrelated to glycaemic control. 
Importantly, this was assessed in those willing 
to take part in a study investigating the glucose- 
lowering impact of two additional oral diabetes 
medications, suggesting that this subset of people  
with insufficiently controlled type 2 diabetes  
mellitus were not in disease denial and were less 
concerned about treatment complexity or side 
effects from additional diabetes medications as 
key reasons for not attaining optimal glycaemic 
control. The higher mean diabetes treatment  
satisfaction score among Pacific peoples compared 
with other ethnicities is likely to indicate higher 
diabetes medication adherence, given those who 
intend to stop diabetes medications report lower 
diabetes treatment satisfaction scores.27

It should be noted that Pacific peoples include 
a wide range of people with different languages, 
ethnicities, cultural heritage and illness beliefs, 
and the results from a variety of Pacific peoples in 
this study were grouped together. The provision 
of culturally appropriate healthcare may have 
contributed to increased satisfaction in the Pacific  
participants. Tongan participants received diabetes  
care by mostly Tongan healthcare providers, of 
whom a small proportion (12.6%) completed the 
questionnaire in Tongan. Previous research found 
that Tongan people believed their diabetes to be a 
cyclical, acute illness and attributed its cause to  
factors outside of their control such as poor medical  
care in the past, environmental pollution and 
God’s will.28 The aforementioned study28 also 
noted that a section of their study-specific  
questionnaire did not translate well from English 
into Tongan. As we did not use a validated Tongan 
version of the DTSQ, this may also be a potential 
limitation in our present study. Other literature 
indicates that a doctor’s high status is respected 
in many Pacific cultures;29 thus, participants may 
be more likely to rate their treatment satisfaction 
highly as a reflection of their trust in their health-
care provider. 

It is not surprising that the age of European  
participants was higher than that of other  
ethnicities, as this reflects the higher prevalence of 
type 2 diabetes at a younger age in people of Pacific, 
Indian and Māori ethnicities than Europeans.31  
We observed that older participants were more 

satisfied with their treatment compared to 
younger participants. This is consistent with other 
research that reports higher diabetes-related  
distress among younger people,32 and that the 
progression of type 2 diabetes mellitus is typically 
more rapid in this group. There are several reasons  
for these results, such as additional stressors  
of family responsibilities, work and financial 
constraints. In this way, managing diabetes may 
be yet another source of stress and burden.  
Further research could explore key diabetes- 
related stressors for younger people and strategies  
to facilitate self-management.

It is important to recognise that people may 
indicate high diabetes treatment satisfaction 
even if they are undertreated. Almost 40% of the  
participants were receiving only one glucose 
lowering medication despite an HbA1c above  
target, demonstrating therapeutic inertia, which 
is defined as the “failure to initiate, intensify, when 
appropriate and clinically required”.33 Multiple 
patient-level, healthcare provider-level and health 
system-level factors contribute to this problem. At 
the patient-level, given that each of the participants  
consented to take part in a prospective study 
testing the glucose-lowering impact of adding 
another medication (vildagliptin and pioglitazone 
in a randomised, crossover fashion), it is unlikely 
that they had concerns over their ability to  
manage multiple medications, had disease denial 
or feared side effects from additional medications.  
Further attention at the healthcare provider level 
and health system level to overcome therapeutic 
inertia in managing type 2 diabetes mellitus in 
Aotearoa New Zealand is needed.34 

This study is strengthened by its use of a  
validated questionnaire in a multi-ethnic population  
across Aotearoa New Zealand. However, several 
limitations need to be considered. As this was 
a multi-centre trial, a range of clinicians were 
involved in administering the DTSQ, which may 
have influenced the overall scores. Given this 
questionnaire focussed on collecting quantitative  
data, these results should be interpreted with 
caution as there are insufficient data to draw 
definitive conclusions on the underlying reasons  
for these results. Qualitative research into  
influencers of treatment satisfaction is needed 
along with other patient reported outcomes. 
Finally, the results of this study are not necessarily  
generalisable to the general population with  
insufficiently controlled type 2 diabetes mellitus,  
given the participants were willing to take  
additional oral diabetes medications as part of a 
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randomised crossover study. Nonetheless, diabetes  
treatment satisfaction was high, particularly 
among Pacific peoples, despite insufficient control  
of type 2 diabetes mellitus on insufficient oral  
glucose-lowering therapy.

Conclusion
These findings suggest that high patient diabetes  

satisfaction is not a reliable proxy for optimal  
diabetes control or diabetes care quality in Aotearoa  
New Zealand, particularly in Pacific peoples. 

Table 1: Baseline demographic characteristics of participants.

Overall 

(n=346)

DTSQ total score

0–18 (Low) (n=27)
19–36 (High) 
(n=319)

Age (years) 57.5 (10.9) 54.2 (11.8) 57.8 (10.8)

Sex

Female 141 (40.8%) 14 (51.9%) 127 (39.8%)

Male 205 (59.2%) 13 (48.1%) 192 (60.2%)

Ethnicity

European 90 (26.0%) 8 (29.6%) 82 (25.7%)

Māori 78 (22.5%) 8 (29.6%) 70 (21.9%)

Pacific peoples 111 (32.1%) 5 (18.5%) 106 (33.2%)

Other 67 (19.4%) 6 (22.2%) 61 (19.1%)

BMI (kg/m2) 35.5 (7.8) 38.1 (7.4) 35.3 (7.8)

Duration of diabetes (years) 9.0 (6.3) 7.0 (3.3) 9.1 (6.5)

Baseline HbA1c level 74.9 (11.5) 78.7 (11.3) 74.5 (11.5)

59–67mmol/mol (7.5–8.3%) (Low) 114 (32.9%) 5 (18.5%) 109 (34.2%)

68–79mmol/mol (8.4–9.4%) (Medium) 120 (34.7%) 10 (37.0%) 110 (34.5%)

80–110mmol/mol (9.5–12.2%) (High) 112 (32.4%) 12 (44.4%) 100 (31.3%)

Baseline diabetes medications

Monotherapy 137 (39.6%) 14 (51.9%) 123 (38.6%)

Dual therapy 196 (56.6%) 12 (44.4%) 184 (57.7%)

Triple therapy 13 (3.8%) 1 (3.7%) 12 (3.8%)

Smoking status

Current smoker 49 (14.2%) 3 (11.1%) 46 (14.4%)

Ex-smoker 125 (36.1%) 9 (33.3%) 116 (36.4%)

Never smoked 164 (47.4%) 15 (55.6%) 149 (46.7%)

Missing 8 (2.3%) 0 (0%) 8 (2.5%)

Data presented as n (%) or mean (SD).
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Table 2: DTSQ total score by participants’ characteristics.

Characteristic Mean (SD) p-value*

Sex 0.3327

Female 28.9 (6.4)

Male 28.3 (5.6)

Prioritised ethnicity 0.0006

NZ European 27.7 (5.8)

Māori 27.8 (6.6)

Pacific peoples 30.5 (5.3)

Other 27.4 (5.9)

Baseline HbA1c level 0.1533

59–67mmol/mol (7.5–8.3%) (Low) 29.4 (5.2)

68–79mmol/mol (8.4–9.4%) (Medium) 28.4 (6.1)

80–110mmol/mol (9.5–12.2%) (High) 27.9 (6.5)

Baseline diabetes medication 0.0808

Monotherapy 27.8 (6.4)

Dual therapy 29.2 (5.6)

Triple therapy 27.1 (5.5)

Smoking status 0.4724

Never smoked 28.3 (6.3)

Ex-smoker 28.5 (5.6)

Current smoker 29.5 (5.7)

*The analysis of variance test on total score between categorical participants’ characteristics as univariate analyses. 

Table 3: Linear regression on association between DTSQ total score and continuous participants’ characteristics.

Characteristic Beta coefficient 95% CI p-value

Age (years) 0.097 0.040–0.155 0.001

BMI (kg/m2) -0.084 -0.165–  -0.003 0.041

Duration of diabetes (years) 0.066 -0.035–0.167 0.198

Baseline HbA1c (mmol/mol) -0.050 -0.104–0.005 0.076

*Confidence interval = CI.



New Zealand Medical Journal 
Te ara tika o te hauora hapori

2024 Aug 2; 137(1600). ISSN 1175-8716
https://www.nzmj.org.nz/ ©PMA 

article 72

competing interests
RM has participated in industry sponsored meetings 
and received speaking honoraria from Sanofi, Lilly, 
Novonordisk, Novartis, Astra Zeneca, Boeringer 
Ingelheim. This study received funding from the Health 
Research Council of New Zealand (Grant 18-861)

acknowledgements
We thank our participants as well as the research 
and clinical study members at each centre for their 
contribution to this study, particularly Hinemoa 
McLelland (Research Nurse) for the Ngāti Porou 
Hauora site; Mele Vaka (Research Nurse) from Tongan 
Health Society; Melissa Peterson (Research Nurse) 
from Te Hiku Hauora; Gillian Stonelake (Research GP) 
for Waikato; Diane Caveney and Liz Walker (Research 
Nurses) from Middlemore Clinical Trials; Trish Harry 
(Research Co-ordinator) from Diabetes Foundation 
Aotearoa. This trial was prospectively registered with 
Australia New Zealand Clinical Trials www.anzctr.org.au, 
ACTRN12618001907235.

author information
Ry Yves Tweedie-Cullen: Faculty of Medical and Health 

Sciences, The University of Auckland, Auckland, New 
Zealand; Auckland Diabetes Centre, Auckland District 
Health Board, Auckland, New Zealand.

Yannan Jiang: Department of Statistics, Faculty of 
Science, The University of Auckland, Auckland, New 
Zealand; National Institute for Health Innovation, 
School of Population Health, The University of 
Auckland.

Rebecca Brandon: Faculty of Medical and Health 
Sciences, The University of Auckland, Auckland, New 
Zealand; Auckland Diabetes Centre, Auckland District 
Health Board, Auckland, New Zealand.

Audrey Tay: Faculty of Medical and Health Sciences, 
The University of Auckland, Auckland, New Zealand; 
Auckland Diabetes Centre, Auckland District Health 
Board, Auckland, New Zealand.

Ryan Yeu: Faculty of Medical and Health Sciences, The 
University of Auckland, Auckland, New Zealand; 
Auckland Diabetes Centre, Auckland District Health 
Board, Auckland, New Zealand.

Kate Smallman: Diabetes Foundation Aotearoa, 
Auckland, New Zealand.

Glenn Doherty: Tongan Health Society, Auckland, New 
Zealand.

Ofa Dewes: Faculty of Medical and Health Sciences, The 
University of Auckland, Auckland, New Zealand.

Rebekah Doran: Pinnacle Incorporated, Hamilton, New 
Zealand.

Penny Clark: Pinnacle Incorporated, Hamilton, New 
Zealand.

Norma Nehren: Te Hiku Hauora, Northland District 
Health Board, Kaitaia, New Zealand.

Jennie Harré Hindmarsh: Ngāti Porou Hauora, Te Puia 
Springs, New Zealand.

Frances King: Ngāti Porou Hauora, Te Puia Springs, New 
Zealand.

Tony R Merriman: Department of Biochemistry, 
University of Otago; Division of Clinical Immunology 
and Rheumatology, University of Alabama at 
Birmingham, Alabama, United States.

Allan Moffitt: ProCare PHO; The Fono (Manurewa).
Brandon Orr-Walker: Middlemore Clinical Trials, 

Auckland, New Zealand.
Ryan Paul: Waikato Medical Research Centre, University 

of Waikato, Hamilton, New Zealand.
Rinki Murphy: Faculty of Medical and Health Sciences, 

The University of Auckland, Auckland, New Zealand; 
Auckland Diabetes Centre, Auckland District Health 
Board, Auckland, New Zealand.

authors’ contributions
RM designed the study. RYT, AT and YJ analysed the data 
and RYT drafted the manuscript. RB, RY, RYT, KS, GD, 
RD, PC, NN, JHH, FK, TRM, BOW, RP were responsible 
for trial implementation and data acquisition. OD and 
all co-authors reviewed and edited the manuscript and 
approved this for submission.

corresponding author
Rinki Murphy: Faculty of Medical and Health Sciences, 

The University of Auckland, 28 Park Ave, Grafton, 
Auckland 1023, New Zealand. Ph: +64 9 373599 ext 
86313. E: r.murphy@auckland.ac.nz

url
https://nzmj.org.nz/journal/vol-137-no-1600/
diabetes-treatment-satisfaction-among-a-multi-ethnic-
aotearoa-new-zealand-population-with-uncontrolled-
type-2-diabetes-mellitus

references 
1.	 Finkel ML. The importance of measuring patient 

satisfaction. Empl Benefits J. 1997;22(1):12-5. 
2.	 Chan WC, Lee M (AW), Papaconstantinou 

D. Understanding the heterogeneity of the 
diabetes population in Metro Auckland in 
2018 [Internet]. Auckland: Counties Manukau 
Health; 2020 [cited 2023 Aug 2]. Available 
from: https://countiesmanukau.health.nz/
assets/About-CMH/Reports-and-planning/
Diabetes/2020_Understanding_the_Heterogeneity_
of_the_diabetes_pop.pdf

3.	 McCoy RG, O’Connor PJ. Overcoming Therapeutic 
Inertia in Type 2 Diabetes Care—Timing, Context, 



New Zealand Medical Journal 
Te ara tika o te hauora hapori

2024 Aug 2; 137(1600). ISSN 1175-8716
https://www.nzmj.org.nz/ ©PMA 

article 73

and Appropriateness of Treatment Intensification. 
JAMA. 2021;4(10):e2130926. doi: 10.1001/
jamanetworkopen.2021.30926.

4.	 Wrzal PK, Bunko A, Myageri V, et al. Strategies 
to Overcome Therapeutic Inertia in Type 2 
Diabetes Mellitus: A Scoping Review. Can J 
Diabetes. 2021;45(3):273-281.e13. doi: 10.1016/j.
jcjd.2020.08.109.

5.	 Laursen DH, Christensen KB, Christensen U, 
Frølich A. Assessment of short and long-term 
outcomes of diabetes patient education using the 
health education impact questionnaire (HeiQ). 
BMC Res Notes. 2017;10(1):213. doi: 10.1186/
s13104-017-2536-6.

6.	 Soto A, Avila X, Cordova P, et al. Impact of a 
pharmacotherapy plan to improve adherence for 
patients with type-2 diabetes and hypertension in a 
Chilean hospital. Int J Clin Pharm. 2015;37(5):734-8. 
doi: 10.1007/s11096-015-0131-2.

7.	 Zgibor JC, Maloney MA, Malmi M Jr, et al. 
Effectiveness of certified diabetes educators 
following pre-approved protocols to redesign 
diabetes care delivery in primary care: Results 
of the REMEDIES 4D trial. Contemp Clin Trials. 
2018;64:201-209. doi: 10.1016/j.cct.2017.10.003.

8.	 Casanova L, Bocquier A, Cortaredona S, et al. 
Membership in a diabetes-care network and 
adherence to clinical practice guidelines for treating 
type 2 diabetes among general practitioners: A four-
year follow-up. Prim Care Diabetes. 2016;10(5):342-
51. doi: 10.1016/j.pcd.2016.07.001.

9.	 Bieszk N, Reynolds SL, Wei W, et al. “Act on Threes” 
Paradigm for Treatment Intensification of Type 2 
Diabetes in Managed Care: Results of a Randomized 
Controlled Study with an Educational Intervention 
Targeting Improved Glycemic Control. J Manag Care 
Spec Pharm. 2016;22(9):1028-38. doi: 10.18553/
jmcp.2016.22.9.1028.

10.	 Bailey RA, Shillington AC, Harshaw Q, et al. 
Changing Patients’ Treatment Preferences and 
Values with a Decision Aid for Type 2 Diabetes 
Mellitus: Results from the Treatment Arm of a 
Randomized Controlled Trial. Diabetes Ther. 
2018;9(2):803-814. doi: 10.1007/s13300-018-0391-7.

11.	 Furler JS, Blackberry ID, Walker C, et al. Stepping 
up: a nurse-led model of care for insulin initiation 
for people with type 2 diabetes. Fam Pract. 
2014;31(3):349-56. doi: 10.1093/fampra/cmt085.

12.	 Reach G, Pechtner V, Gentilella R, et al. Clinical 
inertia and its impact on treatment intensification 
in people with type 2 diabetes mellitus. Diabetes 
Metab. 2017;43(6):501-511. doi: 10.1016/j.
diabet.2017.06.003.

13.	 Okemah J, Peng J, Quiñones M. Addressing Clinical 

Inertia in Type 2 Diabetes Mellitus: A Review. 
Adv Ther. 2018;35(11):1735-1745. doi: 10.1007/
s12325-018-0819-5.

14.	 Bailey RA, Pfeifer M, Shillington AC, et al. Effect of 
a patient decision aid (PDA) for type 2 diabetes on 
knowledge, decisional self-efficacy, and decisional 
conflict. BMC Health Serv Res. 2016;16:10. doi: 
10.1186/s12913-016-1262-4.

15.	 Bradley C, Lewis KS. Measures of psychological 
well-being and treatment satisfaction developed 
from the responses of people with tablet-treated 
diabetes. Diabet Med. 1990;7(5):445-51. doi: 
10.1111/j.1464-5491.1990.tb01421.x.

16.	 Biderman A, Noff E, Harris SB, et al. Treatment 
satisfaction of diabetic patients: what are the 
contributing factors? Fam Pract. 2009;26(2):102-8. 
doi: 10.1093/fampra/cmp007.

17.	 Health Quality & Safety Commission. Bula Sautu 
- A window on quality 2021: Pacific health in 
the year of COVID-19. Wellington (NZ): Health 
Quality & Safety Commission New Zealand; 
2021 [cited 2023 Aug 2]. Available from: https://
www.hqsc.govt.nz/resources/resource-library/
bula-sautu-a-window-on-quality-2021-pacific-
health-in-the-year-of-covid-19-bula-sautu-he-mata-
kounga-2021-hauora-pasifika-i-te-tau-covid-19/

18.	 Health Quality & Safety Commission New 
Zealand. A window on the quality of Aotearoa 
New Zealand’s health care 2019 – a view on Māori 
health equity. Wellington (NZ): Health Quality & 
Safety Commission New Zealand; 2019 [cited 2023 
Aug 2]. Available from: https://www.hqsc.govt.
nz/resources/resource-library/a-window-on-the-
quality-of-aotearoa-new-zealands-health-care-
2019-a-view-on-maori-health-equity-2/

19.	 Yu D, Zhao Z, Osuagwu UL, et al. Ethnic 
differences in mortality and hospital admission 
rates between Māori, Pacific, and European 
New Zealanders with type 2 diabetes between 
1994 and 2018: a retrospective, population-
based, longitudinal cohort study. Lancet Glob 
Health. 2021;9(2):e209-e217. doi: 10.1016/
S2214-109X(20)30412-5.

20.	 Yeu RQ, Brandon R, Jiang Y, et al. Randomised 
cross-over trial of vildagliptin and pioglitazone as 
add-on therapy in patients with type 2 diabetes: 
predicting Which One is Right Here (WORTH) study 
protocol. BMJ Open. 2020;10(9):e036518. doi: 
10.1136/bmjopen-2019-036518.

21.	 Bradley C. The Diabetes Treatment Satisfaction 
Questionnaire: DTSQ. In: Bradley C, editor. 
Handbook of psychology and diabetes: a guide to 
psychological measurement in diabetes research 
and management. UK: Harwood Academic 



New Zealand Medical Journal 
Te ara tika o te hauora hapori

2024 Aug 2; 137(1600). ISSN 1175-8716
https://www.nzmj.org.nz/ ©PMA 

article 74

Publishers; 1994. p. 111-132.
22.	 Bradley C, Gamsu DS. Guidelines for encouraging 

psychological well-being: report of a Working 
Group of the World Health Organization Regional 
Office for Europe and International Diabetes 
Federation European Region St Vincent Declaration 
Action Programme for Diabetes. Diabet Med. 
1994;11(5):510-6. doi: 10.1111/j.1464-5491.1994.
tb00316.x.

23.	 Bradley C. The Diabetes Treatment Satisfaction 
Questionnaire (DTSQ) Status and Change 
Versions User Guidelines [Internet]. UK: 
Health Psychology Resesarch Limited; 
date unknown [cited 2023 Aug 2]. Available 
from: https://healthpsychologyresearch.
com/wp-content/uploads/2008/05/
DTSQ-Summary-rev_16Jun14_NF.pdf

24.	 Boels AM, Vos RC, Hermans TGT, et al. What 
determines treatment satisfaction of patients 
with type 2 diabetes on insulin therapy? An 
observational study in eight European countries. 
BMJ Open. 2017;7(7):e016180. doi: 10.1136/
bmjopen-2017-016180.

25.	 Nicolucci A, Cucinotta D, Squatrito S, et al. Clinical 
and socio-economic correlates of quality of life 
and treatment satisfaction in patients with type 2 
diabetes. Nutr Metab Cardiovasc Dis. 2009;19(1):45-
53. doi: 10.1016/j.numecd.2007.12.005.

26.	 Home PD, Lindholm A, Riis A; European 
Insulin Aspart Study Group. Insulin aspart 
vs. human insulin in the management of 
long-term blood glucose control in Type 1 
diabetes mellitus: a randomised controlled 
trial. Diabet Med. 2000;17(11):762-770. doi: 
10.1046/j.1464-5491.2000.00380.x.

27.	 Saisho Y. Use of Diabetes Treatment Satisfaction 

Questionnaire in Diabetes Care: Importance of 
Patient-Reported Outcomes. Int J Environ Res 
Public Health. 2018;15(5):947. doi: 10.3390/
ijerph15050947.

28.	 Barnes L, Moss-Morris R, Kaufusi M. Illness beliefs 
and adherence in diabetes mellitus: a comparison 
between Tongan and European patients. N Z Med J. 
2004;117(1188):U743. 

29.	 Mauri Ora Associates. Best health outcomes for 
Pacific Peoples: Practice implications. Wellington 
(NZ): Medical Council of New Zealand; 2010.

30.	 Bodmer M, Meier C, Krähenbühl S, et al. Metformin, 
Sulfonylureas, or Other Antidiabetes Drugs and the 
Risk of Lactic Acidosis or Hypoglycemia. Diabetes 
Care. 2008;31(11):2086-91. doi: 10.2337/dc08-1171.

31.	 Chan WC, Jackson G, Wright CS, et al. The 
future of population registers: linking routine 
health datasets to assess a population’s current 
glycemic status for quality improvement. 
BMJ Open. 2014;4(4):e003975. doi: 10.1136/
bmjopen-2013-003975.

32.	 Wardian J, Sun F. Factors associated with 
diabetes-related distress: implications 
for diabetes self-management. Soc Work 
Health Care. 2014;53(4):364-81. doi: 
10.1080/00981389.2014.884038.

33.	 Seidu S, Than T, Kar D, et al. Therapeutic inertia 
amongst general practitioners with interest in 
diabetes. Prim Care Diabetes. 2018;12(1):87-91. doi: 
10.1016/j.pcd.2017.09.001.

34.	 Powell RE, Zaccardi F, Beebe C, et al. Strategies for 
overcoming therapeutic inertia in type 2 diabetes: 
A systematic review and meta-analysis. Diabetes 
Obes Metab. 2021;23(9):2137-2154. doi: 10.1111/
dom.14455.



New Zealand Medical Journal 
Te ara tika o te hauora hapori

2024 Aug 2; 137(1600). ISSN 1175-8716
https://www.nzmj.org.nz/ ©PMA 

article 75

Appendix
Appendix Table 1: Summary of baseline Diabetes Treatment Satisfaction Quenstionnaire (DTSQ) scores.

DTSQ item N Mean (SD)
Median 
(Range)

Median 
(IQR)

1.	 How satisfied are you with your current  
treatment?

346 4.7 (1.4) 5 (0–6) 5 (4–6)

2.	 How often have you felt that your blood sugars 
have been unacceptably high recently?

346 3.3 (2.0) 3 (0–6) 3 (2–5)

3.	 How often have you felt that your blood sugars 
have been unacceptably low recently?

346 1.1 (1.6) 0 (0–6) 0 (0–2)

4.	 How convenient have you been finding your 
treatment recently?

346 4.9 (1.4) 5 (0–6) 5 (4–6)

5.	 How flexible have you been finding your  
treatment recently?

346 4.6 (1.5) 5 (0–6) 5 (4–6)

6.	 How satisfied are you with your understanding of 
diabetes?

346 4.9 (1.3) 5 (0–6) 5 (4–6)

7.	 Would you recommend this form of treatment to 
someone else with your kind of diabetes?

345 4.8 (1.7) 6 (0–6) 6 (4–6)

8.	 How satisfied would you be to continue with your 
present form of treatment?

346 4.6 (1.6) 5 (0–6) 5 (4–6)

DTSQ total score (q1, q4–q8), 1 missing data imputed 346 28.6 (6.0) 30 (9–36) 30 (25–33)

*One participant only scored 7 items (Q7 was missing) and the missing score was imputed in the calculation of total score. 
Standard deviation = SD; interquartile range = IQR. 


