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Abstract 

Physicians prescribing pattern of oral 

antidiabetic drugs may be key to avoid the 

serious complications of patients suffering 

from type 2 diabetes. However, fixed dose 

combinations were often prescribed to 

achieve target glycemic levels. Treatment 

complexity can be reduced by prescribing a 

fixed dose combination of two or more oral 

antidiabetic drugs. There are good numbers 

of studies which suggest the use of fixed 

dose combinations not only to reduce the 

complications of diabetes but also to 

improve adherence. A variety of fixed dose 

combination oral antidiabetic drugs in 

different dosage strengths are available and 

the strategies for selecting such fixed dose 

combinations options depends on physicians 

prescribing behavior and patients condition. 

This article describes the increasing 

preference of physicians to prescribe fixed 

dose combinations of oral antidiabetic drugs. 

 

Keywords: Fixed dose combinations, oral 

antidiabetic drugs, physicians prescribing 

pattern. 

 

Introductions 

To understand the intricacies behind the 

current diabetes practice in India, it is 

important, to understand the physician’s 

perceptions, attitudes and practices
1
. 

 

Several studies suggest the use of 

combination of two or more antidiabetics 

drugs with different mechanism of action for 

the management of hyperglycemia in type 2 

diabetes patients. A few studies demonstrate 

the comparison of low dose fixed dose 

combinations vs high dose single component 

products, a few studies describe the safety 

and efficacy of FDCs, a few studies did a 

comparative evaluation of monotherapy, 

combination therapy and fixed dose 

combination therapy and a few studies have 

stated the medication adherence and health 

related costs in type 2 diabetic patients
2-26

. 

As many fixed dose combinations 

containing two or more oral antidiabetics 

drugs are available in the market, physicians 

are preferring to prescribe. Physicians 

prescribing preference is may be due to 

convenience, reduced pill burden or may be 

due to simplified regimen and the range of 

dosage strengths which allow flexible dose 

titration. There are a few studies which also 

describe the complexities associated with 

fixed dose combinations of oral antidiabetic 

drugs apart from their advantages
27

.  
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Use of insulin in combination with Oral 

Antidiabetic Drugs (OADs) is also gaining 

importance. There are handful of studies and 

guidelines which recommend use of insulin 

in combination with OADs. It has been 

observed that 30 to 40% of patients can 

achieve the glycemic targets by combination 

of once daily premix insulin with OADs. 

However, the therapy needs to be intensified 

with the decline of ß-cell function (= insulin 

secretion) as disease progresses. In this case 

premix insulin should be scaled up to twice 

and thrice daily with or without one or 

multiple class of OADs. Premix insulin can 

be combined with insulin sensitizers and 

secretagogues when initiated once daily, 

nonetheless, OADs can be continued with 

twice and thrice daily premix insulin 

therapy. 

 

Objectives of the study 

To understand the physicians prescribing 

patterns with respect to Oral antidiabetic 

drugs. Survey was carried out among the 

physicians to mainly understand the 

following aspects:    

 Frequency of fixed dose combination 

prescriptions 

 Conditions for which FDCs were 

usually preferred  

 Preferred oral antidiabetic fixed dose 

combinations 

 Reasons for prescribing FDCs  

 

Research Methodology 

Research Design 

Information with regard to the prescribing 

pattern of fixed dose combinations of 

antidiabetic drugs was collected. This 

information would give an idea whether 

physicians prefer to prescribe fixed dose 

combinations, if so in which conditions and 

their experiences on such combinations.   

 

 

Research Type 

Research type was exploratory. Exploratory 

research was conducted after thorough 

search of secondary data available.   

 

Questionnaire Method 

Questionnaire technique was followed to 

collect the information from the 

respondents. Questionnaire was developed 

in such a way that the respondents could 

answer the questions with ease. Effort was 

put to reduce the number of questions so that 

the respondents take less time to answer the 

questions as the respondents were 

physicians. Structured direct survey method 

was adopted for collecting the information 

from the respondents. A direct approach was 

pursued as the purpose of the study was 

disclosed or was obvious to the respondents. 

Questionnaire consisted of mostly fixed 

alternative questions (Multiple choice and 

dichotomous), where the respondent has to 

select from predetermined alternatives. 

There were a few unstructured open ended 

questions for which the respondents had to 

write down the answers.  Apart from the 

basic information i.e the information related 

to the direct research problem, classification 

information, consisting of socioeconomics 

and demographic was also collected.  

Pretesting of the questionnaire was done in 

small sample of respondents (n=10) and 

possible errors were eliminated. After 
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elimination of the errors, questionnaire was 

drafted and the responses were collected.  

Sampling 

Sampling design was done keeping in mind 

the target population. The target population 

was physicians who prescribe antidiabetic 

drugs. Information about prescription 

preference of fixed dose combination was 

collected. Study was carried out in five 

places namely Bangalore, Cochin, 

Hyderabad, Mangalore, Manipal and Udupi.  

Nonprobability sampling technique was 

adopted where it was decided arbitrarily 

which elements to be included in the sample. 

Convenience sampling was chosen, study 

units that happen to be available at the time 

of data collection were selected in the 

sample.  

Initial target sample size was 80. 20 each 

from Bangalore, Cochin, Hyderabad and 20 

from Mangalore, Manipal and Udupi put 

together. Final sample size used for 

evaluation was 60. 20 questionnaire 

responses were not considered for 

evaluation as there were some incomplete 

responses. The sample was selected on 

pragmatic criteria.  

Respondents in the study were General 

Practitioners, Diabetologists and 

endocrinologists.  

Inclusion/Exclusion Criteria 

Physicians prescribing antidiabetic 

irrespective of their specialization were 

included in the study and the physicians 

having practice less than 5 years were 

excluded from the study. 

 

Results and Discussion 

Specialization and average duration of 

practice of 62 doctors is summarized in the 

table 1. Out of 62 doctors, fifty one were 

general physicians who were treating mostly 

diabetic patients, nine diabetologists and two 

endocrinologists. The average duration of 

practice was 14.5 years; general physicians 

(17.8), diabetologists (12.9) and 

endocrinologist (12.5).  

 

Table 1 – Specialization of the Doctors 

Specialty Number of doctors Average duration of practice 

General Physicians 51 17.8 

Diabetologists 09 12.9 

Endocrinologists 02 12.5 

 

Less duration of practice with respect to 

diabetologists and endocrinologist was 

probably because of the fact that diabetes 

became a super specialty only recently.   
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Table 2 – Number of Patients Attended by Doctors 

Number of type 2 diabetes patients Number of Doctors 

Less than 40  04  

40 to 60 05  

60 to 80 20  

80 to 100 33  

 

It is evident that 53% of physicians see 

between 80 to 100 patients with type 2 

diabetes in a month, followed by 32% in the 

range of 60-80. Only a very few physicians 

(6%) see less than 40 patients respectively. 

This gives a rough picture about number of 

individuals suffering from type 2 diabetes.  

 

Table 3 – Treatment Options 

Treatment Option Number of Doctors 

Diet and Exercise 41 

Oral Antidiabetic drugs (OADs) 12  

Insulin 02 

Combination (OADs+Insulin) 05 

 

 

Figure 1 – Treatment Options 
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Non pharmacological treatment was 

preferred by most physicians (85%) soon 

after the patients were diagnosed with type 2 

diabetes. Total of 12% doctors prescribe 

OADs and few doctors prescribe insulin (2) 

and combination of OAD and Insulin (5). 

Although most of the doctors preferred diet 

and exercise and Oral Anti-diabetic drugs, 

insulin initiation and combination of insulin 

and OADs cannot be neglected. There was 

one study conducted in Urban and Semi 

urban Bangalore district, where less number  
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physicians were opting for 

nonpharmacological treatment (Rayappa 

PH, Raju KNM, Kapur A. Personnel 

communication) contradictory to the present 

study results. 

It was observed that most respondents (85%) 

approach was more aggressive when 

patients were not responding to non-

pharmacological treatment or initial oral 

antidiabetic drugs. They were treating type 2 

diabetes patients with all three options: diet 

and exercise, OADs and Insulin. This  

aggressive treatment approach by doctors 

might be due their experience in controlling 

blood glucose levels or they were made 

aware of how to lower the blood glucose 

levels effectively.  

 

Table 4 – Fixed Dose Combination Prescriptions 

Response Number of Doctors 

Yes 60 

No 02 

Total N=62 

 

Most respondents (96%) of the study stated 

that they prescribe antidiabetic fixed dose 

combinations. Two responded in negative, 

one respondent commented that he was 

never impressed with the combinations 

available in the market and also read about 

the recent issues on irrationality of fixed 

dose combinations and another respondent 

reported that there is no need of prescribing 

fixed dose combinations and said most of 

the combinations are irrational in one way or 

the other. He also emphasized that, if one 

uses more drugs, there would be more side 

effects. 

 

Although majority of the respondents were 

prescribing FDCs, the irrational FDCs issue 

in the recent past may disturb the 

physicians’ preference to prescribe FDCs in 

general. It is essential for the companies 

who manufacture FDCs to bring it to notice 

of the physicians that their combinations are 

rational and have been approved by Drugs 

Controller General of India (DCGI). 

 

Table 5 – Frequency of prescribing FDCs 

Response Number of Doctors 

Every Patient 00 

Every other patient 12 

If deemed necessary 48 

Total 60 

 

Most physicians (73%) reported that they 

would only prescribe antidiabetic fixed dose 

combination if deemed necessary for the 

patients suffering with type 2 diabetes. All 

patients with type 2 diabetes may not require 

to be treated with antidiabetic FDCs. It is 
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essential to screen the blood glucose levels 

before prescribing antidiabetic fixed dose 

combinations.  

 

 

Table 6 – Conditions for which FDCs are Prescribed 

Category Number of Doctors 

I. To improve patient adherence to therapy 22 

II. As a standard of care for all patients 

with hyperglycemia 

18 

III. To minimize the side effects 02 

IV. To provide a rapid response in patients 10 

I and II 08 

Total 60 

 

 

Figure 2 – Conditions for which FDCs are Prescribed 

Reasons for Prescribing FDCs I. To improve patient
adherence to therapy

II. As  a s tandard of
care for all patients  with
hyperglycemia

III. To minimiz e the s ide
effects

IV . To provide a rapid
res pons e to patients

I and II

 
 

Most physicians (36%) who responded to 

the question affirmed that they prescribe 

FDCs to improve patient adherence to 

therapy and as a standard of care for all 

patients with hyperglycemia (30%). A few 

physicians (16%) stated that they prescribe 

FDCs to provide rapid response to the 

patients and only two physicians (3%) had 

stated they prescribe for minimizing the side 

effects. 

 

Responses observed above are comparable 

with the advantages offered by fixed dose 

combinations. 
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Table 7 – Most Prescribed FDCs 

Fixed dose Combination Number of Doctors 

Glimiperide+Metformin 09 

Glipizide+Metformin  35 

Pioglitazone+Metformin 24 

Pioglitazone+Glimepiride 11 

Rosiglitazone+Metformin 02 

Any Other (Diabecon) 01 

 

Majority of the doctors (44%) were 

prescribing Glipizide+Metformin 

combination followed by 

Pioglitazone+Metformin combination 

(29%). A few doctors were prescribing, 

Pioglitazone+Glimeperide (13%), 

Glimeperide+Metformin (11%) and 

Rosiglitazone+Metformin (2%) 

combinations. It was observed that one 

doctor is convinced of an herbal preparation 

and found improvement in disease status 

when prescribed as an adjuvant to an OAD. 

Although there are lots of antidiabetic fixed 

dose combinations available in the market, 

only a few combinations are mostly 

prescribed by the doctors.  

 

 

Table 8 – Reasons for Prescribing FDC 

Response Number of Doctors 

I. Potent Medication 26 

II. Less Side Effects 08 

III. Patient Compliance 12 

IV. Cost Effective 00 

V. Any Other (Rational Combinations) 02 

I and III 12 

Total 60 
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Figure 3 – Reasons for Prescribing FDC 
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Most of the doctors had affirmed that 

pioglitazone+metformin and 

glipizide+metformin are very effective and 

the reason behind its effectiveness was 

potent medication. Not a single respondent 

have specified that they prescribe the 

combinations because of cost effectiveness. 

This shows the attitude of physicians 

towards cost of medicine and also gives an 

indication that they would overshadow the 

cost factor over other factors like effective 

drug, patient compliance and less side 

effects.  

 

Conclusion 

India is considered to be diabetes capital of 

the world and was even evident from the 

study where doctors were attending more 

than 80 patients in a month. Indians are 

more prone to develop diabetes due to life 

style and food habits. Moreover  

 

complications start at younger age. 

Consequently burden of uncontrolled 

diabetes in India is high with more than two 

third of the treated patients not achieving 

optimal glycemic control. This may be 

attributed to low purchasing power, 

inadequate access to health care facilities in 

remote areas of our country and most 

importantly diabetes patients are treated by 

general physicians who were not aware of 

guidelines which should be followed in 

Indian context. 

 

It was clear from the study that majority of 

the doctors were aggressive in treating 

diabetic patients by all possible means. It 

was observed that doctors start treatment 

with diet and exercise and then would 

prescribe OADs or put patients on Insulin.  

 



Research and Review 

   

40                                                         International Journal of Current Research and Review   www.ijcrr.com  

                                                    Vol. 02 issue 6 June 2010 

 

 

Although new classes of medication and 

numerous combinations have been 

demonstrated to lower glycaemia, doctors 

were finding it difficult to achieve and 

maintain the optimal blood glucose levels. 

However, fixed dose combination 

antidiabetic drugs were being preferred by 

most of the respondents due to their 

advantages.    
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