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Fig 2 Summary random effects estimates with 95% confidence and prediction intervals from 27 meta-analyses of type 2 diabetes and incidence of cancer or mortality 
(evidence for bias assessed with extrapolation of Egger regression line to study of infinite sample size and with excess significance test). 
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Gestione del paziente con diabete e cancro: è tempo di un approccio dedicato/integrato   Laura Sciacca, Agostino Milluzzo



End-of-Life Care
Recommendations
13.19 When palliative care is needed in older adults with diabetes, providers should initiate conversations regarding the goals and intensity of care. Strict glucose and 
blood pressure control are not necessary E, and simplification of regimens can be considered. Similarly, the intensity of lipid management can be relaxed, and 
withdrawal of lipid-lowering therapy may be appropriate. A
13.20 Overall comfort, prevention of distressing symptoms, and preservation of quality of life and dignity are primary goals for diabetes management at the end of 
life. C
The management of the older adult at the end of life receiving palliative medicine or hospice care is a unique situation. Overall, palliative medicine promotes comfort, 
symptom control and prevention (pain, hypoglycemia, hyperglycemia, and dehydration), and preservation of dignity and quality of life in patients with limited life 
expectancy (111,115). In the setting of palliative care, providers should initiate conversations regarding the goals and intensity of diabetes care; strict glucose and 
blood pressure control may not be consistent with achieving comfort and quality of life. Avoidance of severe hypertension and hyperglycemia aligns with the goals of 
palliative care. In a multicenter trial, withdrawal of statins among patients in palliative care was found to improve quality of life (116–118). The evidence for the safety 
and efficacy of deintensification protocols in older adults is growing for both glucose and blood pressure control (88,119) and is clearly relevant for palliative care. A 
patient has the right to refuse testing and treatment, whereas providers may consider withdrawing treatment and limiting diagnostic testing, including a reduction in 
the frequency of blood glucose monitoring (120,121). Glucose targets should aim to prevent hypoglycemia and hyperglycemia. Treatment interventions need to be 
mindful of quality of life. Careful monitoring of oral intake is warranted. The decision process may need to involve the patient, family, and caregivers, leading to a care 
plan that is both convenient and effective for the goals of care (122). The pharmacologic therapy may include oral agents as first line, followed by a simplified insulin 
regimen. If needed, basal insulin can be implemented, accompanied by oral agents and without rapid-acting insulin. Agents that can cause gastrointestinal symptoms 
such as nausea or excess weight loss may not be good choices in this setting. As symptoms progress, some agents may be slowly tapered and discontinued.
Different patient categories have been proposed for diabetes management in those with advanced disease (55).
A stable patient: Continue with the patient’s previous regimen, with a focus on 1) the prevention of hypoglycemia and 2) the management of hyperglycemia using 
blood glucose testing, keeping levels below the renal threshold of glucose, and hyperglycemia-mediated dehydration. There is no role for A1C monitoring.
A patient with organ failure: Preventing hypoglycemia is of greatest significance. Dehydration must be prevented and treated. In people with type 1 diabetes, insulin 
administration may be reduced as the oral intake of food decreases but should not be stopped. For those with type 2 diabetes, agents that may cause hypoglycemia 
should be reduced in dose. The main goal is to avoid hypoglycemia, allowing for glucose values in the upper level of the desired target range.
A dying patient: For patients with type 2 diabetes, the discontinuation of all medications may be a reasonable approach, as patients are unlikely to have any oral 
intake. In patients with type 1 diabetes, there is no consensus, but a small amount of basal insulin may maintain glucose levels and prevent acute hyperglycemic 
complications.
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Grado 1  Glicemia mattutina
< 160 mg/dl

Grado 2  Glicemia mattutina
> 160 mg/dl < 250 mg/dl

Grado 3  Glicemia mattutina
> 250 mg/dl < 500 mg/dl

Grado 4  Glicemia mattutina
> 500 mg/dl

Continuare trattamento
Dieta e modifiche sullo stile di vita
Trattamento con metformina se iperglicemia permane nonostante dieta e modifiche sullo 
stile di vita

Se sintomatico sospendere trattamento per 48-72 h fino 
al miglioramento
Dieta e modifiche sullo stile di vita
Trattamento con metformina 
Se FBG > 200 dopo 2 settimane aggiungere un 2° ipoglicemizzante
Insulina per scarso controllo glicemico
Sospendere trattamento programmato e riprendere con glicemia 
< 250 e asintomatico
Modificare dose terapia
Idratazione intravenosa
Trattamento con metformina +  un 2° agente ipoglicemizzante
Dieta e modifiche sullo stile di vita
Insulina per scarso controllo glicemico

Sospendere trattamento fino a risoluzione dei sintomi  e riprendere trattamento con 
dose più bassa quando glicemia < 250
Idratazione intravenosa
Insulina per rapido controllo glicemico
Trattamento con metformina +  un 2° agente ipoglicemizzante
Dieta e modifiche sullo stile di vita

Modificata da       Diabetes and Cancer: Risk, Challenges, Management and Outcomes Rabia K. Shahid , Shahid Ahmed ,* , Duc Le  and Sunil Yadav
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