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ORIGINAL ARTICLE

Comparison of persistence and adherence between DPP-4 inhibitor
administration frequencies in patients with type 2 diabetes mellitus in Japan: a
claims-based cohort study

Akinori Oha,b, Koichi Kisanukia, Nobuhiro Nishigakia, Yukio Shimasakia, Kazuhiko Sakaguchic and
Takeshi Morimotob

aJapan Medical Office, Takeda Pharmaceutical Company Limited, Tokyo, Japan; bDepartment of Clinical Epidemiology, Hyogo College of
Medicine, Nishinomiya, Hyogo, Japan; cDepartment of Internal Medicine, Kobe University Graduate School of Medicine, Kobe, Hyogo, Japan

ABSTRACT
Objective: To explore persistence and adherence with once-daily, twice-daily, or once-weekly DPP-4
inhibitors (DPP-4i) in Japanese patients with type 2 diabetes.
Methods: This retrospective, longitudinal, observational cohort study used data from the Japanese
nationwide hospital-based Medical Data Vision (MDV) administrative claims database. Data were col-
lected for patients given a new DPP-4i prescription between May 2015 and June 2017 with 1-year fol-
low-up until May 2018. Treatment persistence was defined as the total duration of continuous
prescription. Adherence to treatment was measured as the proportion of days covered (PDC).
Results: A total of 598,419 patients with a prescription for DPP-4i treatment were identified in the
MDV database. Of the 39,826 patients who met the inclusion criteria, 82.4% were receiving once-daily
DPP-4i, 15.6% twice-daily DPP-4i, and 2.0% once-weekly DPP-4i. Twelve-month persistence rates with
once-daily regimens were 66.3% versus 64.7% with twice-daily (p¼ .1187), and versus 38.8% with
once-weekly, regimens (p< .0001) in the overall population (including untreated [UT] and previously
treated [PT] patients); 62.8% with once-daily versus 58.3% with twice-daily (p¼ .0309), and versus
12.3% with once-weekly regimens (p< .0001) in the UT cohort; and 68.6% with once-daily versus
67.9% with twice-daily (p¼ .5471), and versus 49.1% with once-weekly regimens (p< .0001) in the PT
cohort. In the overall population, 97.8% of patients had a mean PDC of 0.97 with once- and twice-
daily, and 65.8% of patients had a mean PDC of 0.74 with once-weekly, DPP-4i regimens.
Conclusions: Overall, persistence at 12months was highest in patients receiving once-daily DPP-
4i regimens.
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Introduction

Diabetes is a chronic metabolic disease that requires continu-
ous medical care1. In 2017, 425 million people worldwide
were reported to have diabetes2. By 2045, the number of
people with diabetes in the Western Pacific region is
expected to rise from 159 million to 183 million2. In Japan,
the prevalence of type 2 diabetes mellitus (T2DM) continues
to rise, largely owing to the aging population3 and lifestyle
factors, such as sedentary behavior and obesity associated
with westernization4,5. Left untreated, T2DM can have life-
threatening consequences, placing a substantial cost burden
on healthcare systems6–10.

Treatment adherence (also referred to as medication com-
pliance in terms of drug schedule and dosage) and treat-
ment persistence (i.e. continuing to take medication for the
prescribed duration) to antidiabetes therapy are both critical
for the achievement of optimal outcomes in patients with

diabetes11. Measures of adherence and persistence are both
recognized by the ISPOR (International Society for
Pharmacoeconomics and Outcomes Research) Medication
Compliance and Persistence Work Group12,13. Cramer et al.
reported that clinical outcomes of treatment are affected by
how well, and how long, patients take their medication, and
therefore adherence and persistence should be defined and
measured separately to comprehensively characterize medi-
cation-taking behavior13.

Improving adherence to antidiabetes medication is thus
essential, as this has been shown to result in improved gly-
cemic control and consequently lead to a reduction in dis-
ease-related events, hospitalizations, mortality and healthcare
costs14–17. For example, an increase in patient adherence to
medication has been shown to reduce the risk of hospitaliza-
tion or emergency room visits by 13%, equating to an
annual cost saving of approximately $4.68 billion. Further
improvement in treatment adherence would lead to an
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additional saving of $3.61 billion18. A possible linear associ-
ation between treatment adherence and hospitalization has
also been reported: improvements in adherence may help to
reduce economic burden by decreasing total annual health-
care costs (8.6–28.9% decrease in annual costs with every
10% increase in adherence)19. Outcomes from studies sug-
gest that adherence to treatment remains a challenge for
patients with T2DM, with reported adherence rates of 50%
or less15,16,20. Persistence (time from the first prescription to
discontinuation of treatment in patients with T2DM), has also
been shown to be suboptimal in observational and retro-
spective studies analyzing persistence with oral antidiabetes
drugs (OADs) or insulin21,22. Factors affecting adherence and
persistence rates include age, patient–provider interaction,
safety, efficacy, and complexity of the treatment regi-
men16,20,23. Patients taking twice-daily antidiabetes medica-
tions had an almost five-fold greater risk of non-adherence
versus a once-daily regimen, while those taking antidiabetes
medications three times a day had a> 8-fold greater risk of
non-adherence versus once-daily regimens24. Of note, the
American Diabetes Association advocates a patient-centered
approach that gives consideration to patients’ values and
preferences when prescribing pharmacologic agents1.

Dipeptidyl peptidase-4 inhibitors (DPP-4i) are a relatively
new class of antidiabetes agents that inhibit the enzyme
DPP-4 and in turn prolong the activity of endogenous gluca-
gon-like peptide 1 and glucose-dependent insulinotropic
polypeptide, resulting in improved glycemic control25.
Evidence suggests that a substantial number of treatment-
naïve patients receive DPP-4i as their first antidiabetes
medication, indicating that DPP-4i is becoming a first-line
treatment in Japan26.

A recently published real-world study, based on Japanese
health insurance claims data, found that the use of, and per-
sistence and adherence to, DPP-4i-containing regimens was
high among previously treated and previously untreated
Japanese patients with T2DM27. The availability of new treat-
ment regimens in Japan, particularly once-weekly dosing,
coupled with universal health insurance coverage and unre-
stricted access to almost any healthcare provider means that
patients are able to select physicians or medical facilities of
their choice. This means that patients can and often visit
multiple healthcare institutions28. Since prescribing patterns
may vary, it is necessary to compare persistence and adher-
ence of current treatment regimens using real-world data in
order to aid decision making. Moreover, assessing both per-
sistence and adherence provides a richer understanding of
medication-taking behavior, and thus both were assessed in
our study. Of note, treatment persistence and adherence are
affected by several factors, including the mode of administra-
tion, administration frequency, and patient expectations11.
Data regarding the effect of administration frequency (once
daily, twice daily, or once weekly) of antidiabetic drugs
within the DPP-4i class, on persistence and adherence, are
limited in Japan, and would help physicians to make more
informed treatment decisions in clinical practice. Here, we
present the findings from an observational study that used
data from a large Japanese health insurance claims database

to investigate real-world trends in previously untreated or
previously treated Japanese patients with T2DM in terms of
treatment persistence and adherence to assigned DPP-4i
treatments that have differing administration frequencies
(once daily, twice daily, or once weekly).

Methods

Study design and data source

The objectives of this study were to compare treatment per-
sistence rates and the proportion of patients adherent to
treatment receiving different DPP-4i administration frequen-
cies (once daily, twice daily, or once weekly) following 12
months’ treatment, in Japanese patients with T2DM aged
�18 years who were treatment-naïve or previously treated
and who were listed in the MDV database. Outcomes were
measured in treatment-naïve, and previously treated patients
because patterns may differ in these patient groups. We con-
ducted a retrospective, longitudinal, observational cohort
study, using data extracted from the Japanese nationwide
hospital-based Medical Data Vision (MDV) administrative
claims database (Medical Data Vision Co., Ltd; Tokyo, Japan).
As of July 2018, the MDV database contained almost 24 mil-
lion patients accumulated since April 2008 who had been
treated as inpatients or outpatients at approximately 360
hospitals (21% of all hospitals participating in the Diagnostic
Procedure Combination (DPC)/Per-Diem payment system) in
Japan. Of these patients, approximately three million (12%)
were diagnosed with diabetes mellitus. The MDV holds ano-
nymized information about patient characteristics, diagnoses,
medical expenses, medical procedures and drug prescrip-
tions. All patient data were encrypted before entry into the
MDV database. Administrative claims made between 1 May
2015 and 31 May 2018 were extracted.

Study population

The study population consisted of all patients who had been
prescribed a DPP-4i within the selection period. Patients
were included if they had a diagnosis of T2DM (International
Classification of Diseases, 10th revision [ICD-10] code E11 or
E14), and were aged �18 years. Patients were required to
have �6 months’ continuous enrollment in the MDV data-
base before (referred to as the window period) and
�12months after (referred to as the follow-up period) the
index date (defined as the first prescription date of DPP-4i
during the selection period). Patients could be either naïve
to OAD treatment (UT) or previously treated (PT; received at
least one OAD prescription, with the exception of a DPP-4i
prescription in the window period). Patients who had been
prescribed a DPP-4i in the window period and those who
had a diagnosis of type 1 diabetes mellitus (T1DM), or were
without a diagnosis of T2DM in the window period, were
excluded from the analysis. Where follow-up/enrollment
information was missing from the MDV database, patients
had to have at least one medical claim in each quarter
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within the window and follow-up periods in order to confirm
that continuous hospital visits were made.

Classification of DPP-4i administration frequencies and
definitions of outcomes

Patients included in this study had been prescribed one of
nine DPP-4i, given at three different administration frequen-
cies: once-daily alogliptin, sitagliptin, linagliptin, teneligliptin,
and saxagliptin; twice-daily anagliptin and vildagliptin; once-
weekly omarigliptin and trelagliptin. In line with the ISPOR
Medication Compliance and Persistence Work Group12 per-
sistence to treatment was defined as the total duration of
continuous prescription (i.e. time from first prescription of
DPP-4i to discontinuation). A switch from DPP-4i to another
OAD class was considered discontinuation of DPP-4i, whereas
an add-on to a DPP-4i or a change in DPP-4i regimen within
the same OAD class was not considered discontinuation. A
patient was considered to have discontinued treatment if an
antidiabetic drug category was not prescribed within the
grace period. The grace period was based on an allowed
minimum gap between two consecutive prescriptions of the
same antidiabetic drug category. Persistence rate was
defined as the number of patients who continued the drug
over 12months divided by the number of patients who were
administered the drug. In line with the ISPOR Medication
Compliance and Persistence Work Group12 adherence to
treatment was measured as the proportion of days covered
(PDC) calculated within a 12-month period as the total num-
ber of days the DPP-4i was taken divided by the total num-
ber of days in the treatment period in which treatment was
expected to be taken. Only one time point (12months after
the index-date) was considered in the adherence calculation.
Although patients with a PDC �0.8 have been considered to
have good adherence to treatment27,29, this cut-off should
be interpreted with caution. Adherence rate was defined as
PDC divided by the number of days.

Statistical analysis

A continuous variable is presented as the mean and standard
deviation (SD). Categorical variables are shown as numbers
and percentages.

Persistence to DPP-4i treatment in UT and PT patients
according to administration frequency was calculated at
12months using the Kaplan–Meier (KM) method, and hazard
ratios (HR) and 95% confidence intervals (CI) were estimated
using the Cox proportional hazard model including the fol-
lowing covariates for comparisons among administration fre-
quency groups and between the UT and PT cohorts: age
(18–34, 35–44, 45–54, 55–64, 65–74, and �75 years), sex,
number of medications (0, 1–3, 4–5, 6–8, or >8), comorbid-
ities (hypertension, hyperlipidemia, dementia, diabetic nephr-
opathy, or moderate decline of renal function, and liver
disease, Charlson Comorbidity Index [CCI] score), and pre-
scription of oral steroids at baseline. The confounding factors
were selected based on the variables recorded in the data-
base. The first discontinuation of the index DPP-4i treatment

was considered as the survival event and patients were cen-
sored if they reached the end of follow-up without discon-
tinuation. The Cox proportional hazard assumption was
assessed by plotting KM curves. The KM curves were parallel
during the observation period, which suggested that the pro-
portional hazard assumption was satisfied.

Patient adherence to DPP-4i treatment in UT and PT
patients according to administration frequency was meas-
ured as PDC. Adherence was analyzed for all patients who
had been prescribed the same DPP-4i more than twice
during the data period, and was compared by administration
frequency and stratified by prior treatment history (UT and
PT patients). Odds ratios (OR) were estimated from
multivariate logistic regression analysis adjusted for the same
aforementioned covariates, to compare adherence by admin-
istration frequency. For all analyses, a two-sided p < .05 was
considered statistically significant.

Detecting statistical differences in adherence and persist-
ence between UT and PT patients was beyond the scope of
the current analysis. Data management and statistical analy-
ses were handled by Creativ-Ceutical K.K., Japan. Data analy-
ses were performed using SAS v.9.3 (SAS Institute; Cary,
NC, USA).

Statement of ethics

Based on ethical guidelines for epidemiological research
issued by the Japanese Ministry of Health, Labor and
Welfare, ethics approval and informed consent were not
applicable for this study. The study complied with the
International Society of Pharmacoepidemiology guidelines
for good pharmacoepidemiology practices. All authors had
full access to all the data, and take responsibility for its
integrity and the data analysis.

Results

Patient disposition

Between May 2015 and May 2018, about 598,419 patients in
the MDV database who received a prescription for DPP-4i
treatment were identified. Of these, 39,826 patients (6.7%)
met the inclusion criteria and were included in the study
cohort; 32,800 patients (82.4%) were receiving a once-daily
DPP-4i regimen, 6212 (15.6%) were receiving a twice-daily
DPP-4i regimen, and 814 (2.0%) were receiving a once-
weekly DPP-4i regimen (Figure 1).

Of all patients in the UT population (n¼ 15,435), 85%,
13%, and 1% received once-daily, twice-daily, and once-
weekly DPP-4i regimens at the index date, respectively. Of all
patients in the PT population (n¼ 24,391), 81%, 17%, and 2%
received once-daily, twice-daily, and once-weekly DPP-4i regi-
mens, respectively.

Patient characteristics

Patient demographics and characteristics of treatment
according to DPP-4i administration frequency group are pre-
sented in Table 1. In the overall study cohort, 60.9% of
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patients were male (60.9%, 61.0%, and 58.0% in the once-
daily, twice-daily, and once-weekly groups, respectively) and
the mean age was 68.4 years (SD: 12.0) (68.8 years [SD: 11.8],
66.6 years [SD: 12.6], and 64.9 years [SD: 12.5] for the once-
daily, twice-daily, and once-weekly groups, respectively).

Persistence

In the overall study cohorts, 12-month persistence rate in
patients receiving once-daily DPP-4i (66.3%) was comparable
to patients receiving twice-daily DPP-4i (64.7%) (HR for dis-
continuation¼ 1.022 [95% CI: 0.994–1.050]; p¼ .1187, and
significantly higher versus patients receiving once-weekly
DPP-4i (38.8%) (HR for discontinuation¼ 1.699 [95% CI:
1.585–1.822]; p< .0001) (Table 2).

In the UT cohort, 12-month persistence rate was signifi-
cantly higher in patients receiving once-daily DPP-4i (62.8%)
versus patients receiving twice-daily DPP-4i (58.3%) (HR for
discontinuation¼ 1.053 [95% CI: 1.005–1.103]; p¼ .0309;
median time to discontinuation log-rank p< .0001) and ver-
sus patients receiving once-weekly DPP-4i (12.3%) (HR for
discontinuation¼ 3.802 [95% CI: 3.331–4.339]; p< .0001;
median time to discontinuation log-rank p< .0001) (Table 2).

In the PT cohort, 12-month persistence rate in patients
receiving once-daily DPP-4i (68.6%) was comparable to
patients receiving twice-daily DPP-4i (67.9%) (HR for dis-
continuation¼ 1.010 [95% CI: 0.977–1.045]; p¼ .5472), and
significantly higher versus patients receiving once-weekly
DPP-4i (49.1%) (HR for discontinuation¼ 1.420 [95% CI:
1.308–1.542]; p < .0001; median time to discontinuation log-
rank p< .0001) (Table 2).

Adherence

The proportion of patients with mean PDC 0.97 was similar
between once-daily and twice-daily regimens in the overall
study cohort (97.8% for both; OR¼ 0.945 [95% CI:
0.780–1.145]; p¼ .5636), and both the UT (96.4% vs 95.6%;
OR¼ 0.874 [95% CI: 0.686–1.115]; p¼ .2789) and PT (98.8%

for both; OR¼ 0.979 [95% CI: 0.710–1.350; p¼ .8979) cohorts.
In the overall cohort, UT cohort, and PT cohort, 65.8%,
28.5%, and 76.2% of patients had a mean PDC of 0.74, 0.46,
and 0.81, respectively, with once-weekly DPP-4i treatment,
which were significantly lower than once-daily or twice-daily
regimens (p< .0001) (Table 3).

Discussion

This is the first study to provide real-world evidence on
12-month persistence rates and describe patient adherence
to treatment in patients with T2DM prescribed once-daily,
twice-daily, or once-weekly DPP-4i dosing regimens in Japan.
We investigated the persistence and adherence of once-daily
versus twice-daily DPP-4i, and once-weekly administration, in
UT and PT patients using administrative claims data from the
MDV database, which revealed that 85%, 13%, and 1% of
patients in the UT cohort received once-daily, twice-daily,
and once-weekly DPP-4i regimens at the index date, respect-
ively. Of all patients in the PT population, 81%, 17%, and 2%
received once-daily, twice-daily, and once-weekly DPP-4i regi-
mens, respectively. The results of this study showed that per-
sistence to the once-daily regimen was highest in the
overall, PT, and UT cohorts. Across all cohorts, patients
receiving once-daily DPP-4i tended to have similar (though
numerically higher) rates of persistence to those receiving
twice-daily regimens, but significantly higher rates than
those receiving once-weekly treatment. A similar pattern was
observed for patient adherence to treatment. These findings
are important as they indicate that not only do patients who
are prescribed once-daily DPP-4i perform best in terms of fol-
lowing their physician’s instructions to take their medication
as prescribed within the designated observation period (i.e.
they are most adherent), they are also more likely to con-
tinue to take their prescribed medication (i.e. they are most
persistent). While both are important surrogate measures of
treatment success and satisfaction and are necessary for the
management of T2DM30, persistence is particularly important

Figure 1. Patient selection and cohorts. Abbreviations: DPP-4i: dipeptidyl peptidase 4 inhibitor; T1DM: type 1 diabetes mellitus; T2DM: type 2 diabetes mellitus.
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in chronic conditions, such as T2DM, where extended treat-
ment is required to prevent complications and mortality11.

It has been reported that only 58% of patients take oral
antidiabetic medication for more than 80% of their days ‘on
therapy’ in the year average31. Moreover, the reported
inverse association between medication adherence and poor
glycemic control has suggested that patients less than 50%
compliant with their medication are almost three times more
likely to have poor glycemic control than patients who are
adherent to their medication more than 80% of the time32.
Barriers to treatment adherence and persistence in patients
with T2DM may include dosing frequency, patient expecta-
tions, and inadequate follow-up or support1,11,20. The num-
ber of medications and the complexity of the regimen may
also affect adherence to treatment11,20,33. For example, fixed-
dose combinations are associated with greater persistence
and adherence than two-pill combinations34.

The results of our study with respect to once-daily dosing
corroborate findings of published studies that report patient
preferences for once-daily dosing, including a randomized
trial reporting a greater preference for once-daily versus
once-weekly DPP4i treatment35,36. Once-daily dosing has
been reported as a preferred regimen, as patients were less
likely to forget taking their medication37. Patients have
reported improved adherence with once-daily than twice-
daily therapies38,39. Interestingly, patients consider the

reduction in their medication dosing frequency an important
factor, expressing preference for once-weekly dosing; a find-
ing that was more prevalent in patients naïve to antidiabetes
treatment compared with those who had been previously
treated40. Results of a study in patients with osteoporosis
reported that switching patients from once-daily bisphospho-
nates to weekly dosing improved treatment adherence
compared with patients who were newly prescribed a once-
weekly regimen41. Moreover, a questionnaire-based study by
Suzuki et al. reported an improvement in patient satisfaction
and compliance after patients switched from a once-daily
DPP4i regimen to a once-weekly regimen42,43. This raises the
possibility that a reduction in the frequency of dosing may
improve medication adherence among patients with dia-
betes41. With respect to once-weekly dosing, findings of the
current study reported lower adherence and persistence
rates with once-weekly DPP-4i regimens than with once-daily
DPP-4i regimens. In the overall, UT, and PT cohorts, median
times to discontinuation, and rates of persistence and adher-
ence were lowest with once-weekly DPP-4i. It has been sug-
gested that adherence rates may not necessarily be related
to the simplicity of a regimen, the severity of the disorder, or
the possible consequences of missed doses44. One potential
reason for the short times to discontinuation observed with
the once-weekly DPP-4i regimen in the current study might
have been due to the limited 2-week prescription period

Table 2. Persistence with DPP-4i treatment in the overall study cohort and in the UT and PT cohorts according to administration frequency.

All Once daily Twice daily Weekly

All (untreatedþ previously treated) N ¼ 39,826 N ¼ 32,800 N ¼ 6212 N ¼ 814
Median time to discontinuation, days (IQR) 483.0 (203.0–734.0) 490.0 (219.0–742.0) 469.0 (189.0–700.0) 110.0 (20.0–483.0)
12-month rate, % 65.5% 66.3% 64.7% 38.8%
HR [95% CI]; p-valuea 1.000 (reference) 1.022 [0.994–1.050]; .1187 1.699 [1.585–1.822]; <.0001

UT cohort n ¼ 15,435 n ¼ 13,155 n ¼ 2053 n ¼ 227
Median time to discontinuation, days (IQR) 457.0 (134.0–700.0) 463.0 (154.0–713.0) 441.0 (100.0–657.0) 33.0 (6.0–87.0)
12-month rate, % 61.5% 62.8% 58.3% 12.3%
HR [95% CI]; p-valuea 1.000 (reference) 1.053 [1.005–1.103]; .0309 3.802 [3.331–4.339]; <.0001

PT cohort n ¼ 24,391 n ¼ 19,645 n ¼ 4159 n ¼ 587
Median time to discontinuation, days (IQR) 503.0 (254.0–749.0) 511.0 (267.0–763.0) 483.0 (249.0–720.0) 357.0 (33.0–539.0)
12-month rate, % 68.0% 68.6% 67.9% 49.1%
HR [95% CI]; p-valuea 1.000 (reference) 1.010 [0.977–1.045]; .5472 1.420 [1.308–1.542]; <.0001

aMultivariate regression model including age, sex, multiple medications and comorbidities.
Abbreviations: CI: Confidence interval; DPP-4i: Dipeptidyl peptidase-4 inhibitor; HR: Hazard ratio; IQR: Interquartile range; PT: Previously treated; UT: Untreated.

Table 3. Adherence to DPP-4i therapy in the overall study cohort and in the UT and PT cohorts, among all patients and according to administration frequency.

All Once daily Twice daily Weekly

All (untreatedþ previously treated) N ¼ 37,248 N ¼ 30,846 N ¼ 5809 N ¼ 593
Mean PDC (SD) 0.97 (0.10) 0.97 (0.08) 0.97 (0.09) 0.74 (0.35)
Range 0.0–1.0 0.0–1.0 0.0–1.0 0.0–1.0
Median PDC 1 1 1 1
Adherent patients, n (%) 36,250 (97.3) 30,180 (97.8) 5680 (97.8) 390 (65.8)
Odds ratio [95% CI]; p-valuea NA Reference 0.945 [0.780–1.145]; .5636 0.029 [0.024–0.036]; <.0001

UT cohort n ¼ 14,284 n ¼ 12,257 n ¼ 1897 n ¼ 130
Mean PDC (SD) 0.96 (0.13) 0.96 (0.11) 0.96 (0.13) 0.46 (0.34)
Range 0.0–1.0 0.0–1.0 0.0–1.0 0.0 1.0
Median PDC 1 1 1 0.3
Adherent patients, n (%) 13,668 (95.7) 11,817 (96.4) 1814 (95.6) 37 (28.5)
Odds ratio [95% CI]; p-valuea NA Reference 0.874 [0.686–1.115]; .2789 0.010 [0.006– 0.015]; <.0001

PT cohort n ¼ 22,964 n ¼ 18,589 n ¼ 3912 n ¼ 463
Mean PDC (SD) 0.98 (0.08) 0.98 (0.06) 0.98 (0.07) 0.81 (0.31)
Range 0.0–1.0 0.1–1.0 0.0–1.0 0.1–1.0
Median PDC 1 1 1 1
Adherent patients, n (%) 22,582 (98.3) 18,363 (98.8) 3866 (98.8) 353 (76.2)
Odds ratio [95% CI]; p-valuea NA Reference 0.979 [0.710–1.350]; .8979 0.028 [0.022–0.037]; <.0001

aMultivariate regression model including age, sex, multiple medications and comorbidities.
Abbreviations: CI: Confidence interval; PDC: Proportion of days covered; PT: Previously treated; SD: Standard deviation; UT: Untreated.
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with the once-weekly DPP-4i regimen (In Japan, only 2
weeks’ worth of new drug can be prescribed the first year
after its approval), and thus frequent patient visits may have
impaired patient adherence and persistence to treatment.
This restriction was lifted in June 2016, however, it could
have placed a burden on patients; and it could be inferred
that some patients may have discontinued in order to switch
to an alternative long-term daily prescription. Additionally,
consideration should be given to the fact that once-weekly
DPP-4i regimens had only been introduced to the Japanese
market in 2015, and therefore lack of physician and patient
knowledge of this new therapeutic option may have
impacted their uptake. The 12-month follow-up period may
also have affected adherence data, since any disruption in
scheduled appointments – such as a reduction in the num-
ber of visits by the patient to the hospital due to individual
patient circumstances or a lack of availability of hospital
appointments – would have a larger impact in a shorter
observation period. Although less frequent medication
administration may have the potential to improve persist-
ence and adherence, there remains a need for further investi-
gation45–47. Hence, future studies in environments that are
not affected by long-term prescription restrictions are neces-
sary. Further studies are warranted in larger numbers of
patients before definitive conclusions can be drawn regard-
ing the effects of once-weekly DPP-4i on treatment persist-
ence and adherence.

Limitations

A key strength of this analysis is that it provides valuable
real-world information from a large number of patients with
T2DM receiving treatment with a DPP-4i with continuous
enrollment in the MDV claims database, which is one of the
largest medical databases in Japan. However, the study was
not randomized, and therefore limited by its observational
nature. It is important to recognize that the MDV database
comprised patients treated at large acute care hospitals in
Japan, and therefore the population may not be representa-
tive of patients outside of DPC hospitals. However, the pro-
portion of T2DM patients in the MDV database (12%) is
similar to that reported in the 2017 Japanese Health and
Nutrition Survey (14%)48, which suggests that the MDV data-
set may be at least somewhat representative of the Japanese
population. Additional study limitations include the assump-
tion that all patients who filled their prescriptions actually
took their medication, and that information such as reasons
for discontinuing treatment, whether medication was taken
correctly and at the correct time of day, incidence of pill
dumping or stockpiling, and details of non-reimbursed treat-
ments, are not recorded in the MDV database. Data on edu-
cation, marital status, income, out-of-pocket medication
expenses and patient-physician interactions were also not
recorded in the MDV database. Thus, the adjusted regression
analyses were limited to the confounders that were available
in the MDV database, which included age, sex, multiple med-
ications and co-morbidities.

Another limitation associated with the use of the MDV
database is the absence of data linkage between medical
care facilities. Therefore, if a patient received care in different
medical facilities, their data will be incomplete. For example,
receipt of a prescription at another medical facility could
result in a missing medication history and misclassification of
the patient in our analysis. Moreover, the MDV database only
includes data on claims from DPC hospitals without clinics;
data on patients transferred to a different hospital are not
traceable from the MDV database after transfer; and the elec-
tronic medical records of patients in MDV are extracted from
only a select number of hospitals, which may result in bias.
Long-term once-weekly DPP-4i treatment only became avail-
able in Japan in 2016, and therefore a limited number of
patients were receiving once weekly DPP-4i. The low propor-
tion of once-weekly DPP-4i received by patients in the MDV
database may also be explained by the fact that once-weekly
trelagliptin was first approved in Japan in 2015, whereas
once-daily and twice-daily DPP-4i have been approved for
use for many years.

Despite these limitations, the findings of this study will
give physicians an insight into real-world DPP-4i prescribing
patterns, treatment continuation rate and adherence to DPP-
4i treatments in previously treated, and untreated patient
populations in Japan.

Conclusion

Once-daily administration within the DPP-4i class was the
most common administration frequency used in Japan.
Twelve-month persistence rates were greater in patients
receiving once-daily DPP-4i than with twice-daily DPP-4i in
UT patients, and greater than with once-weekly DPP-4i in UT
and PT patients. The proportion of adherent patients to
once-daily and twice-daily DPP-4i were comparable in both
UT and PT patients; however, the proportion of adherent
patients to once-weekly DPP-4i was significantly lower com-
pared to other regimens in both UT and PT patients. Long-
term prescription of once-weekly DPP-4i only became avail-
able in Japan in 2016; therefore, further analysis is warranted
for once-weekly DPP-4i based on accumulated data.
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