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Older Adults

e 26% of patients aged >65 have diabetes. 2
6\0\ ’o\\
e Older adults have higher rates of premature dee\t’aﬁ\\q‘@ﬁ\, ional
’6\
disability & coexisting illnesses. C\e’@ SO
22" e®

e At greater risk for polypharmacy, Q@@E@% Impairment, urinary

Incontinence, injurious falls &aﬁe{@?tent pain.
66 2N
e Screening for compllg@t?%ﬂ?should be individualized and

periodically r yg&iﬁ‘%i\
o e
o At hlgh§‘p<rg,\b{\‘?or depression.
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Recommendations: Older Adults

0(3\6

e Consider the assessment of medical, functional, mental, %o%}“@aomal
\

)
geriatric domains for diabetes management in older a%léjf% tovprovide a

©°

framework to determine targets and therapeutic a}&'ﬁr@ es.
C\Q N
e Screening for geriatric syndromes may\Q@ \&p?»oprlate INn older adults

experiencing limitations in their Q@é%éaﬁd Instrumental activities of

daily living, as they may affe it:,\d?la @t%s self-management.
%

e Older adults who @\@Qf@%%onal and cognitively intact and have
significant life @@e«;@ﬁ%cy may receive diabetes care with goals similar
to those c{e@gmﬁd for younger adults.
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Recommendations: Older Adults

e Glycemic goals for some older adults might be relaxed but hyperglyceW@\%Qadlng
to symptoms or risk of acute hyperglycemic complications should b@@vq(déd in all
x°
patients. (\6 @9\6\
\O

90 6
e Hypoglycemia should be avoided in older aﬁ%&sﬂ%vlth diabetes. It should be
screened for and managed by adju%pﬁg /(g@cemlc targets and pharmacologic

S
interventions. 69 Q(

Qo
e Screening for dlab’ieefeeq@gmpllcatlons should be individualized in older adults, but

partlcular a@‘t%?u ’ﬁ should be paid to complications that would lead to functional
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Framework for considering treatment goals for glycemia, blood pressure, and

dyslipidemia in older adults with diabetes >
\V’
\O
Patient Fasting or \Oe"o“
characteristics/ Reasonable A1C preprandial . '\6 \\@‘\
health status Rationale goalt glucose Bedtime glucose BIooc{’@ressy&@ Lipids
—_— O
Healthy {few coexisting Longer remaining <7.5% 90-130 mg/dL 90-150 mgde\"a&}?O@Cn\\mHg Statin unless
chronic illnesses, intact life expectancy {58 mmoal/mol)  {5.0-7.2 mmol/L) {5.0-8. rpm‘Q{& 6\\6 contraindicated
cognitive and functional . (@ \ \¥ or not tolerated
status) _ & S
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Framework for considering treatment goals for glycemia, blood pressure, and

dyslipidemia in older adults with diabetes

W

0O
i - <O
atient Fasting or ) \Oe X
characteristics/ Reasonable A1C preprandial . 0\6 \\@‘\
health status Rationale goalt glucose Bedtime glucose BIooc?{)ressy&@ Lipids
Healthy {few coexisting Longer remaining <7.5% 90-130 mg/dL 90-150 mg/dL \'\@{S}?O@cm\mHg Statin unless
chronic illnesses, intact life expectancy {58 mmol/mol)  {5.0-7.2 mmol/L) {5.0-83 m ) 6\\6 contraindicated
cognitive and functional 6"6 \6\‘ or not tolerated
status) P ('\C\ 2 S
Complex/intermediate Intermediate < 8.0% 90-150 mgfdl\\a v“f‘D -é@?mg/dL <2140/90 mmHg Statin unless
{multiple coexisting remaining life {64 mmol/mol) {5.0-8.3 m;gc@i.] @(E&— 0.0 mmol/L) contraindicated
chronic illnesses* or expectancy, high 6\)" 6\ S or not tolerated
2+ instrumental ADL treatment burden, Qe g’b
impairments or mild-to- hypoglycemia ‘\ 6‘ Q(e
moderate cognitive vulnerability, 669 9\
impairment) fall risk ;\‘0 i \?}\e

6\0(90(‘\@\‘

*Coexisting chronic illnesses are cond'gkés se@(b?enough to require medications or lifestyle management and may include arthritis, cancer,

congestive heart failure, depre%q@i, e

infarction, and stroke. By “

ADL: Activities of dai \'/91g<e
9\&\ J4<
PRSI
o °€

American

A Diabetes
.Association.

\
?fkema, falls, hypertension, incontinence, stage 3 or worse chronic kidney disease, myocardial

ple(’\'&/e mean at least three, but many patients may have five or more.

American Diabetes Association Standards of Medical Care in Diabetes.
Older adults. Diabetes Care 2016; 39 (Suppl. 1): S81-S85



Framework for considering treatment goals for glycemia, blood pressure, and
dyslipidemia in older adults with diabetes

N
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i - <O

atient Fasting or \Oe X
characteristics/ Reasonable A1C preprandial \6 \
health status Rationale goalt glucose Bedtime glucose Bloo@ressy({@\ Lipids
Healthy {few coexisting Longer remaining <7.5% 90-130 mg/dL 90-150 mg/dL - @&140@%mHg Statin unless
chronic illnesses, intact life expectancy {58 mmol/mol)  {5.0-7.2 mmol/L) {5.0-83 m 6\\ contraindicated
cognitive and functional é{& \6\ or not tolerated
status) OC\ S
Complex/intermediate Intermediate < 8.0% 90-150 mgfdl\a %D @@mg{dL <2140/90 mmHg Statin unless
{multiple coexisting remaining life {64 mmol/mol) {5.0-8.3 m;gr;:@{_] @(6 O 0 mmol/L) contraindicated
chronic illnesses* or expectancy, high 60 6\ or not tolerated
2+ instrumental ADL treatment burden, (e
impairments or mild-to- hypoglycemia (@Q
moderate cognitive vulnerability, 6 (9 9\ Q
impairment) fall risk A\O - ,\’A\e
Very complex/poor health Limited remainin 0 %% \'\ 100-180 mg/dL 110-200 mg/dL | <Z150/90 mmHg Consider
{LTC or end-stage chronic life expectan olfmol] {5.6-10.0 mmol/L) {6.1-11.1 mmol/L) likelihood of
illnesses** or moderate- makes b a benefit with
to-severe cognitive 2h \‘e( statin {secondary
impairment or 2+ ADL o) prevention more
dependencies) \)0 so than primary)
**The presence Q{,\a si nd-stage chronic illness, such as stage 3—4 congestive heart failure or oxygen-dependent lung disease, chronic
kidney dj W dlaIyS|s or uncontrolled metastatic cancer, may cause significant symptoms or impairment of functional status and
S|gn|f|@1tly red life expectancy. ADL: Activities of daily living
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P

Glycaemic control targets should be individualized taking into account
functional status, comorbidities, especially the presence of %@tabllshed
CVD, history and risk of hypoglycaemia, and presenc%\@@rg{crovascular

complications. @9\6

. &’b 2\
\’b\ \\f(}\

Begin oral glucose lowering therapy Wbe;@qlg@%yle interventions alone

are unable to maintain target blood(\gﬁlg\(ﬁe levels.

@%
Maintain support for Ilfest\yf@ (@‘égsures throughout the use of these
O‘ N
medicines. G \e e

Discuss Wlth,oq.‘ﬁ% cﬂ‘]leldua| and principal caregiver care goals and
medlcg@oagsé‘ regimen, and tablet burden before choosing glucose

lowering agents.
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P

Use the “start low and go slow” principle in initiating and increasing

medication and monitor response to each initiation or dose increase for

Qo\’b
up to a 3 month trial period. ‘06‘0\(1
o% . °,
6’\0\-\,’6\\3‘\
A0\ ’\6\
\"b\\’b ‘6@9
*,b\ \\fb\\
Consider discontinuing ineffective and u\\nlqe‘ées&‘éry therapies.
CANENI
c\\)@ d\sd
@
586\'\ Q(G
Consider the cost and\o< %o &&T( to-benefit ratio when choosing a
(\
medicine: risk |ncI%Ldé§Joa©|verse event, hypoglycaemia, weight gain or
e(
weight loss qr,get—‘?a caregiver involvement, impact of worsening renal

X\

or hepa\gt;??%(ﬁfﬁon gastro-intestinal symptoms.
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CATEGORY 1:

FUNCTIONALLY INDEPENDENT \Oqo\’b
xO
\OG
This category is characterized by people who are I|V|n%mae@eﬁ1dently, have
\\’b(\ @5\
no important impairments of activities of dagxd}vga@%(ADL) and who are
c)O

receiving none or minimal caregiver sg@pﬁrfd\)ﬁ?lthough diabetes may be the

e
main medical problem, this ge%f\%go??y includes those who have other
o‘%\ AN
medical comorbidities \é\d@lchalﬁay Influence diabetes care.

Q’a@ oS
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CATEGORY 2:

FUNCTIONALLY DEPENDENT
\O*
e

This category represents those individuals who, due 6(@\"1@@ of function,

have impairments of ADL such as bathing, dressuq@ st@)ersonal care. This

Increases the likelihood of requiring adc@l;@h@ahedlcal and social care.
D qe
Such individuals living In the commugm?@ré at particular risk of admission

to a care (nhursing) home. Thls)eé%ltgg@ry includes a range of functionally
NG
dependent older people g/vﬂ.\ﬁ dg@,ﬁetes
e
Two groups requwe @@‘e%kaPconsmeratlon

1. Subcage@gr(y,)é\ Frail
2. Sﬂﬁga‘té"goryB Dementia



CATEGORY 2:
Subcategory A: Frall

>
o\o%
These individuals are characterized by a comblnatlon 2 \“?cant fatigue,
recent weight loss, severe restriction in mOblé{W @ trength, increased
N

ov
propensity to falls, and increased risk Qb{\ahsgatatlonallzatlon Frailty is a

recognized condition and accounts @[@‘?’ u}q&’to 25%0 of older people with

\@ 7 e
diabetes. A Clinical Frailty Sg:gl‘e?"l‘\%%é’commended to assist the clinician In
ok
identifying individuals |@3@h|sos?ab category. There is a small proportion of
(\

frail older people vey@h qmcbetes who may be relatively independent but

in time depe&ﬁ%q@?develops
0\3Q Qe‘



CATEGORY 2:

Subcategory B: Dementia
S

Individuals in this sub-category have a de@rg@\"’of cognitive
o

gﬂs@ems a degree of
\
disorientation, or a change in personality \\@hﬁ'whﬁ now are unable to self-

2
Impairment that has led to significant memo y@\a

care. Many will be relatively phy5|%@d1>y w’éil Several cognitive screening
P
tests are available to assist th@ﬁ%h@i&an In identifying individuals in this

sub-category. o O{\.



CATEGORY 3:
END OF LIFE CARE

o\ooé\%‘
\’0\O
These individuals are characterized by a S|gn|{m§%$@h%edlcal iliness
or malignancy and have a life expectancy reducggt\‘?o,&lﬁgg than 1 year.
S

N
c)O
\s Qeﬁe



General glycaemic targets according to functional category

Functional category General HbAlc targat

Functionally Independent 7.03 \’a.'\&
.\"\’b(\ @c—.’\b\
) o W - Q)\ 2 0o
Functionally dependent e? . KO-8.0%
¥ 2%
. j fé\}‘?’ .\Q@(‘e
Frail eé\;@ d\c’d Up to 8.5%
X
® Dementia 07 e Up to 8.5%
6\0(% @ °
End of life Q,b@@e(c;\o“e Avoid symptomatic hyperglycaemia
o 0
NCRIY s

O <
Glycaemic targ %\h @F& be individualized taking into account functional status, comorbidities,
especially th@bres@ﬁce of established CVD, history and risk of hypoglycaemia, and presence of
microvascular complications.
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Category 1: Functionally Independent

First-line Therapy -
e‘o\oqo

e Consider metformin as first-line therapy unless tlﬁaeb@ Jésk’a%wdence of

renal impairment or other contraindications. Tltga?q;@é dose over initial
\’b\ \fc)
weeks to minimize gastrointestinal mt%gn&hog‘v\él\/lomtor renal function
A

closely (eGFR is more accurate tharbsé Qgi creatlnlne In older people).

5@‘9‘\ Q@%
@ @®
e \%\
e Calculation of eGFRﬁ?\g&dgr individuals using the MDRD and CKD-EPI
)
formulae haveg& §){mﬁar performance while the Cockroft Gault formula

tends toéw“idgm@stlmate eGFR.
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P

A sulfonylurea can be used if metformin is not tolerated or

contraindicated. Use a sulfonylurea with a low risk of hypoglycaemia

and avoid glibenclamide. ‘0\0%\6.
. ‘Oe "X
W 6\0\2‘&\6‘\
@ @s\
A dipeptidyl dipeptidase 4 (DPP-4) inhibitor \n\y‘a\g(x So be considered if
OC
available and affordable. ,é\\’éc’, @‘e
U2 o
ced 2O
6‘9‘\ Q@%

Glinides may be corqs‘i’f% ‘E?\em older people with postprandial
hyperglycaemia 8\3@3‘ ﬁ%tlc eating habits but can interact with certain
medlcatlon%ﬁ?r{e“‘(\)lder people (e.g. non-selective beta-blockers,
sallcyl‘a‘f’gs@hon steroidal anti-inflammatory medications, macrolides,
ACE-inhibitors).
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Then, at each step, if not at individualized target HbA,.

Consider as first line therapy

: Sulfonylurea
or DPP-4 inhibitor

Qe
(’b"’é é\O(\
> el
e o
Q OO



Second-line Therapy

3o
e Add a sulfonylurea (with Ilow risk of hyp&gﬁ}caemla) to

metformin if glycaemic targets are not achle\\(;@a@s\

‘ao@\e’@ 9\6@\\6
&’é?’\\\de
e Alternatively add a DPP-4 ml&d&%@@d\
O<<’o\° \Q’S\
2 6\ eo(\‘?o\
RGN

o If oral glucgs@"’ m@\/ermg agents are contraindicated or not

Q
tolera%;\ S\adﬁ?]g acting basal insulin is an alternate option.
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Then, at each step, if not at individualized target HbA,,

Consider as first line therapy

Sulfonylurea
or DPP-4 inhibitor

Consider as second line - dual therapy by adding to i3

Sulfonylurea Met{~rmin
or DPP-4 inhibitor [iZ vt used first ling)



Third-line Therapy

Options include:

-
&O\O%\
e Triple oral therapy. G
o\ -\\fc)\\
\\"b\ \'\’b@
(',\e’(b '\6\‘6
. . . =S
e Basal or pre-mixed insulin. @’a\\’é&ﬂe‘
ced\\ 6\6
A e
665 .\Q(
0° ae”
O<<’o\

e Glucagon-like pe?;m%@- receptor agonist (GLP-1 RA) -
gastromtestnaa? %@8 effects may be problematic and weight loss

\\'\

can be gbéilékm‘%ntal In the frail, underweight older person.
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Then, at each step, if not at individualized target HbA,,

Consider as first line therapy

Sulfonylurea
or DPP-4 inhibitor

Consider as second line - dual therapy by adding to i3

Met{~rmin
[i 1wt used first ling|

Sulfonylurea

or DPP-4 inhibitor

&° '\Q’;}(\
Consider as third ling zﬁﬁil@ea? herapy, insulin or GLP-1RA

DPP-4 izkibitor ™ Basalinsulin
or Sutfonvltres ™ or Pre-mix insulin




Then, at each step, if not at individualized target HbA,,

Consider as first line therapy

: Sulfonylurea
Metformin or DPP-4 inhibitor

Sulfonylurea Met{~rmin
or DPP-4 inhibitor [i 1wt used first ling|

6\0 '\da\(\
Consider as third ling zﬁﬁilma? herapy, insulin or GLP-1RA

DPP-4 izkibitor ™ Basalinsulin
or Sutfonvlves ™ or Pre-mix insulin

\Y o
Subsequent options

Change oral agent or
Basalinsulinor o GLP-1RA or Meal-%?;ili;sulin

Pre-mix insulin




Category 2: Functionally Dependent

P

-
0%
xO
The principles are as for Category 1 - Functionallgdﬁ?&\ggj@ndent but
\ . X
additional precautions are required. »ga\'\’b(\z@(’\b\
'\e’{’é\ '\6\’"’6\
When prescribing an oral glucose Ioweri\\l%goéggni, choose one with a low
(AN
potential for hypoglycaemia. e@\i@ 6\56\
s’i\ec (e%’é
Use simplified insulin regi( eﬁeé,&wi"t a low hypoglycaemic risk.
66\0 O{\%\(\
Avoid complex re im@{}:goﬁ?nd higher treatment burden to reduce the risk
AR
. N
of medlcatlo@e‘ﬁggké.
o \ (
N €
G\QQ Qe(’b

International
Diabetes
Federation



Sub-category A: Frall

P

Avoid or discontinue agents that might cause nausea or gastr(%mtestlnal

disturbance or excess weight loss (e.g. metformin or a GJQB—\.L&RA)
Q\

6\
Insulin may provide anabolic benefits. \'\'a(‘ 6@9\

e@\\’@ o)
!

Sub- categ@rye‘é” Dementia
\O<<’o\

Caregivers and/or {@@ﬁloxegf\ould be educated to recognize the subtle

indicators of h ‘@)giy\’:aemla
XN e
o €
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Category 3: End of Life Care

The glycaemic target is to avoid symptomatic hyperglycaem\i&@-
o)

. 0‘\6\06’?3..\&

® The same precautions as indicated for peoggé\ é\g@\\Category 2.

N @
S NPT e
Functionally Dependent apply. c)oé‘e(:é\d\@
C

Nl

e
® Minimize hypoglycaemia andege§°)ég®pc‘tomatic hyperglycaemia by

5@‘9‘\ (;\Q(e
appropriate individualize\@@?%aé@ement.
3666060(\
\S XO)
® Consider apprg(@qs?g%ae\?/ithdrawal of therapy, including insulin, during
W\

AN et®
the te%@cﬁﬁbsthge.
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Canadian Diabetes Association Clinical

- . . %\‘5’
Practice Guidelines e
3O
\'\‘&Q%%é\&@
. . X A\
Diabetes in the Elderly g
e
D7, o8
\}\.‘b"b}\e,cg\qe
& >
AL
Chapter 37 Q;\Oge\eﬁ&
. -3
(Updated March 201@6\0‘0{\@0
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Q,Q‘b qeﬂ
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Recommendation 1 0\0%‘

‘oe
‘b'
»@\‘

1. Healthy, elderly people with diabetes sh ogw?’b@ﬂ??eated to
achieve the same glycemic, bloodégwé% @é and lipid

targets as younger people &@cth agaﬁetes [Grade D, Consensus].

Canadian

guidelines.diabetes.ca | 1-800-BANTING (226-8464) | diabetes.ca DIO Eﬁi{gﬁ%
Copyright © 2013 Canadian Diabetes Association



Consider A1C 7.1-8.5% if ... Ao

. Limited life expectancy 7}5\?\.
O A\
- High level of functional dependency \Xxfo\‘z’\@@c"

- Extensive coronary artery dlseasega@\ﬁlgb‘r rlsk of iIschemic

events 2 5@
S
&

- Multiple co-morbidities .\606%
- History of recurreng?%vgj@%ypoglycemla

: Hypoglycem@@@ﬁg&sﬁreneSS

- Long stagﬁm@ﬁ@labetes for whom is it difficult to achieve an A1C

<70/Q;z>@e§p}’i’e effective doses of multiple antihyperglycemic
o¥ @Q%m mcludmg intensified basal-bolus insulin therapy

Canadian

guidelines.diabetes.ca | 1-800-BANTING (226-8464) | diabetes.ca DIO Esgzji[c?asn
Copyright © 2013 Canadian Diabetes Association



Recommendation 2 KO
XA

3% 2

9 \@\x

2. Inthe frail elderly, while avoiding symptgﬁ?a@ &S
hyperglycemia, glycemic targets sQ@ﬁa &@an Al1C of

<8.5% and FPG or pre- prandg@l%@eof
5.0-12.0 mmol/L, depe&rggmﬁ%@ﬁ‘the level of frailty.
ae®
Avoidance of @@bgﬁéemla should take priority over
attalnmentbem%gg@émlc targets because the risks of

hypogiy%%nﬂ% are magnified in this patient population [Grade
&*@&‘%@»&'S]

cg,\
Canadian

guidelines.diabetes.ca | 1-800-BANTING (226-8464) | diabetes.ca DIO Esgzji[c?asn
Copyright © 2013 Canadian Diabetes Association
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Recommendations 3 and 4 0\0%‘

\06

3. In elderly people with cognitive |mpa|rment ét?q;@éles
should be employed to strictly avoid hmw@emla which
Include the choice of antlhyperg{Iy,e%gm&‘ therapy and less
stringent A1C target [Grade D@(gﬁﬁ%s

9;0 @%

4. Elderly people Wthq;,yBeb\Q‘sdlabetes should perform aerobic

exercise and&a?"(@@%tance training, if not contraindicated,

to |mprgé§é gl;té%mlc control [Grade B, Level 2].

Canadian
Diabetes

guidelines.diabetes.ca | 1-800-BANTING (226-8464) | diabetes.ca e
Association

Copyright © 2013 Canadian Diabetes Association
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Recommendation 5 o

O

5. In elderly people with T2DM, sulfonylureas shom&diﬁ‘\:%\%é‘ed

with caution because the risk of hypoglyce&i&ﬁl@éﬁéases
exponentially with age [Grade D, Level 4. .\e@X’}@;\@\\%

— In general, initial doses of sulfonylurea{%‘h?CfQ@‘?e?derly should be half of
those used for younger people, ar&%@%g@;@%ould be increased more
slowly [Grade D, Consensus]. . ¢ ¢° e“"o‘b&

—  Gliclazide and gliclazidep¥R pefide B, Level 2] and glimepiride [Grade C,
Level 3] should be uss(@t‘ajlos&eé%l of glyburide, as they are associated with
a reduced frequg@&/ obhypoglycemic events.

—  Meglitinidega¥: ¥9€ used instead of glyburide to reduce the risk of
SR

hypo%ﬁ&?%i@[%rade C Level 2 for repaglinide; Grade C, Level 3 for nateglinide],

gggl‘ii ?}Lwl? In patients with irregular eating habits [Grade D, Consensus].
O Q¢



——

- oS
Recommendation 6 \o%‘
\)\‘”e

6. In elderly people, thiazolidinediones sholiklﬂ»%@a%ed with

caution due to the increased risk of frg@t\{ge% and heart

O
fallure [Grade D, Consensus]. ‘A\\‘a%\qeg%

Canadian

guidelines.diabetes.ca | 1-800-BANTING (226-8464) | diabetes.ca DIO EEEIEDSH
Copyright © 2013 Canadian Diabetes Association
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Recommendations 7 and 8 XL
O
7.

RS

. . . . Qe
Detemir and glargine may be used mstea%@ﬁ@@ﬁ or
h 30/70 insulin to lower the fre m@%@?@@ﬁ\ oglycemic
uman gL N ypogly
>

o
events [Grade B, Level 2]. \\7;50
Q&
R ?’.ce@?f’% . . .
In elderly people, gdﬁ%igm%lxture IS required, premixed
. o .
insulins an%@%@{{‘é‘a insulin pens should be used
Instead @i‘?@(iéﬂ%g Insulins to reduce dosing errors, and to
N L«

8.
A _
pejg&@rji{aﬁﬁ? Improve glycemic control [Grade B, Level 2].

9\‘2&0‘2 e
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Diabetes Mellitus in Older People: Pogm%\’é@\’b'\‘ 5204
Statement on behalf of the lp@g@ﬁ{;\ia@?é N
Association of Gerontology a#d G#fiatrics K
(IAGG), the European @iﬁ%g{e? Working @i
Party for Older Peoeg&a@mvl’op), and the
[nternational ;,Ea@_f( &orce of Experts in
Diabetes Q(-)\o5e 6\@%\9
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Glucose Targets

Consensus statements

\O*
Qo®
. The clinician must consider individual comorbidities, and co%ng@ﬁie and functional

Nk
and/or carer. e@\‘?&@\\"}
In general, on treatment, an HbAlc target rE\(@g%e EPI?)AlC 7.0%-7.5 % should be

aimed for. ec\\‘@ 6\5(’(

. To reduce the risk of hypoglycergta‘\ I’}DQQ gotlent should have a fasting glucose on
treatment of less than 108 n@d‘&zgﬁ‘%moI/L) “Not below 6.”

. No patient should com@v’éng&‘&lucose lowering therapy with drugs until the fasting
glucose level is cglq‘slggeﬁtly 126 mg/dL (7 mmol/L) or higher: “Not before 7.”

. Low bloodag@ﬁjqos‘e states (levels of glucose of <90 mg/dL) should be strictly
avoided.

. A random glucose level higher than 198 mg/dL (11 mmol/L) should be avoided to

minimize symptoms and reduce the risk of other diabetes-related complications.



Therapy

Consensus statements

\O*
Qo®
. All patients should participate as actively as possible in a tallog&} Qt)ysmal activity

program involving resistance training, balance exercises, é\m@ c‘\@i‘alovascular fithess

NaWRCx
\&’b \O
training. \e‘ \6\@\

. In view of their limited benefits, restrictive detgss ?b?be avoided in those patients
70 years and older, and in those with un@éﬁnu&ﬁﬁ

. Metformin can be considered as fgl@f\lgwe‘?g%ucose lowering therapy in older people
with type 2 diabetes, and asgﬁ%@@h"?ct to insulin therapy in those recommended for
(‘:\O(\e

. In those patlent%é% m@?her risk of hypoglycemia, sulphonylurea therapy should be

\,\ ¢
avoided. o> 'a“e
ORY o

combination therapy @’@

JAMDA 13: 497-502, 2012



Therapy

Consensus statements

\O*
Qo®
. In selected patients, a basal insulin regimen may be safer in tggqsi% o;( hypoglycemia
s
risk than a basal/bolus or premixed insulin regimen. @ 6\ \6\’@
\’b @‘a

. In selected older patients not in target or Where,@h"egg&‘? poor tolerance to the
glucose-lowering agents, the use of a dlpeptlc{yglci)eguaase 4 (DPP4) inhibitor can be
\fc)
considered as second-line therapy. c960
. In subjects who are obese (body5m‘és§\<phe§’ex [BMI1] >35), or where there is poor
\O

tolerance or lack of respons%\ob% Hoxﬁéar agents, a glucagon-like peptide 1 agonist can
be considered as both §g@orgqbﬂ|ne and third-line therapy.

. In selected patlegifsQr;np@ at high risk of heart failure or of bone loss or a previous

\’&\
st@@‘poro&s who have no history of bladder cancer, treatment with

& =

diagnosis %bQ§

ploglltazone can be considered as second-line therapy after metformin.

JAMDA 13: 497-502, 2012
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Cura del diabete nelle persone anziane

RACCOMANDAZIONI \o‘%\%
. : : . . . e®©
1l compenso glicemico e il trattamento ipoglicemizzante 0\’80 \\’a“\‘

® Nei diabetici anziani gli obiettivi glicemici dovrebber @S&@@dﬁndlwduallzzatl Gli

obiettivi di emoglobina glicata potranno esserea\e\ﬁmla,iz%& (<7%0-7,5%; 53-58
>°

mmol/mol) per pazienti autosufficienti, In comlq@ﬁe enerali buone e aspettativa di

vita di almeno 8-10 anni (Livello della pr@% \{}b\ orza della raccomandazione B).
O e
NN
%\ 2¢
® Negli anziani fragili (con ggﬁ\%lbc&hze affetti da demenza, con pluripatologie, nei
quali il rischio di |p%g@'(‘:egﬁ8 e alto e nei quali i rischi di un controllo glicemico
2
intensivo supe{mﬁoQ {eb‘éneflm attesi) e appropriato un obiettivo meno restrittivo
(<8,0-8 53@9 6@@‘6?9 mmol/mol) (Livello della prova VI, Forza della raccomandazione

B).



Cura del diabete nelle persone anziane

RACCOMANDAZIONI

2
o\o%\
o

® Gli obiettivi metabolici vanno perseguiti in sicurezza, ewtan%@@c Mndo di ridurre

Il compenso glicemico e il trattamento ipoglicemizzante

al minimo il rischio di ipoglicemia. Non e raccomand@t@ |Jb@)‘érsegwmento di una

glicemia a digiuno <108 mg/dl e si scon%tgj?a 4;@\ Iniziare un trattamento
\2

Ipoglicemizzante se la glicemia a dlgluno @@}1 cQ\\Qabllmente >126 mg/dl (Livello

della prova VI, Forza della raccomanszl‘an@%B?
6"5’ S\Q
O
@O(Qo
® Se in un soggetto anmaqp eénﬁ%cata una terapia con antidiabetici orali, non e

opportuno I’ utI|IZZ%Q’5(§I Qe@‘hbenclamlde (Livello della prova 1V, Forza della
Q
raccomandamg\né A)fe
® La gliclazide e la sulfonilurea da preferire, in quanto associata a un rischio minore di

ipoglicemia (Livello della prova 11, Forza della raccomandazione B).



Cura del diabete nelle persone anziane

RACCOMANDAZIONI

Il compenso glicemico e il trattamento ipoglicemizzante O\O%\?’

® |In diabetici anziani la metformina e utilizzabile con cautela flr@{aﬁ uQ\"\/FG stimato di

30 ml/min/1,73 m?, purché siano attentamente cons@s?‘%t@q,\éfattorl di rischio di

R\
peggioramento della funzione renale; al di sotto dloga}ibvS | non e opportuno l'uso di
S 2
metformina (Livello della prova 1V, Forza dellfga\a‘?\ac@ﬁandazmne B).
6\)‘ d\sd
\,\ (G%

® In diabetici anziani trattati corb‘vﬁe\géﬁnma Il controllo del filtrato glomerulare

stimato dovrebbe essere e&@éf?ugt& almeno una volta all’anno e in occasione di ogni
N

Incremento posologlcgg(z}_lvgﬂg della prova VI, Forza della raccomandazione B).
. Q( e
05\‘\ q‘?f(
G\QQ QQ’(
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Now it’s time for disgussion.
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Management of Hyperglycemlao\g@“
Type 2 Diabetes, 20157 &°
A Patient-Centered é%p;ﬁi%?’ach

,\\\‘b &

Update to a Position Statement of the Amencajé@}g%@e'@%ssoclatlon (ADA) and the
European Assoc1at10n\£(ﬁ; %hq@@?dy of Diabetes (EASD)

. ‘O

‘O

Egggt%asn Diabetes Care 2015:38:140-149 E A SD
= Diabetologia 2015;10.1077/s00125-014-3460-0
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M Healthy eating, weight control, increased physical activity & diabetes education
ono-
therapy Metformin
Efficacy” N [ high_____
Hypo risk____. S low risSK
Weight R neutrallloss
Side effects § .. 8 Gl / lactic acidosis ... L
Costs 0 0 Iow\rb‘ ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,
If HbA 1c target not achieved after ~3 months of monotherapy, proceed to 2-drug combination (order no to denote
any specific preference —choice dependent on a variety of patient- & disease-specific fagtods):
Metformin Metformin Metformin Metformin e\@ﬁ?in \\, Metformin
+ + + + . \O* +
Dual Sulfonylurea Thiazolidine- DPP-4 SGLT2 LP{\Néceptor(] | Insulin (basal)
therapyT dione inhibitor inhibitor . ’b t
. : : : N\ :
Efficacy™ _____ _intermediate ____ § ,lnterr_ne N Dwgh L highest
‘I’-|Vy|?o risk__ R4 . Jdowrisk ... . ,Io.wg/rtﬁ 6\\ KL lowrisk o ,h|¢_:_|h risk
eight. ... -neutral & nga ,,,,,,,,,,, \M S -fgain
Side effects frare \GU, delgdration A Y GI . ___H| _hypoglycemia
Costs , \ high©  high L variable
If HbA1c target not achieved after ~3 months &i&i tr:’mﬁ%mceed to 3-drug combination (order not meant to denote
any specific preference —choje pende. a variety of patient- & disease-specific factors):
Metformin Metformin ‘"\ (2 Met&@fblur‘l Metformin Metformin Metformin
+ + - 05 -|\- + + +
Triple Sulfonylurea Thiazol';{(‘pé2 >DPP-4 SGLT-2 GLP-1 receptor Insulin (basal)
dione(% . Inhibitor Inhibitor agonist
therapy + O P . s\ +
e° & d| + + +
&Y su_| su_| su
or DPP-4-i or TZD or orI DPP-4-i l
ory or|] SGLT2-i or| SGLT2-i or I DPP-4-i l or| SGLT2-i
S0° $exo? Linsuin' ]
If HbA1c target not achieved after ~3 months of triple therapy and patient (1) on oral combination, move to injectables, (2) on GLP-1 RA, add
basal insulin, or (3) on optimally titrated basal insulin, add GLP-1-RA or mealtime insulin. In refractory patients consider adding TZD or SGL T2-i:
Metformin
v_ . +
Combination ) . .
injectab|e Basal Insulin + LEELGERLGETNLGE or I GLP-1-RA l
therapy’ : - -
. Diabetes Care 2015:38:140-149: Diabetologia 2015;10.1077/s00125-014-3460-0




M Healthy eating, weight control, increased physical activity & diabetes education
ono-
therapy Metformin
Efficacy” N b high_____
Hypo risk L e low risSK
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, neutrallloss
acte Bl e S Gl / lactic acidosis ... L
Vet Ormin O e
into I erance or If HbA 1c target not achieved after ~3 months of monotherapy, proceed to 2-drug combination (order no&@ to denote
- - - any specific preference —choice dependent on a variety of patient- & disease-specific fad{oes):
contraindication _ _ _ . S .
Metformin Metformin Metformin Metformin e\@mln \\, Metformin
+ + + + . \O° +
Dual Sulfonylurea Thiazolidine- DPP-4 SGLT2 LP{\Néceptor(] | Insulin (basal)
therapyT dione inhibitor inhibitor '\’b t
Efficacy” ___ 4 _high____________ [ ALhigh ] _intermediate ____| : ,interrpe%’é _______ ¢ )3 rile] | I— _highest ____________
Hyporisk_ .. L I _moderaterisk . llowrisk W lowrisk | L low r{% ,,,,,,, \\' Llowrisk .. | high risk_________
Weight......._.. &1t gain 8 -ggain- W ~neutral & A .\g’ ,,,,,,,,,, : \6 ,,,,,, B eem o B fjgain
Side effects | _1 __ hypoglycemia ... } edema,HF,fxs _ & ‘rare ___________ | +-GU, delgdration 3 y &I W . hypoglycemia_
Costs . i ML high© Jhigh L variable
If HbA1c target not achieved after ~3 monthw th ﬁgfroceed to 3-drug combination (order not meant to denote
any specific preference —choje pende. a variety of patient- & disease-specific factors):
Metformin Metformin \"\ (2 Met&@%luﬁ Metformin Metformin Metformin
+ + - 05 -|\- + + +
Triple Sulfonylurea T_hiazol'qtp(;.2 ?).%-’I?-fl SGLT-2 GLP-1 receptor Insulin (basal)
thera dlo’ne(% . Inhibitor Inhibitor agonist
i & |+ + + *
Jo &b su_| su_| su
cpF| DPP-4-i orl TZD s orI DPP-4-i l
: 7 orI SGLT2-i I orI SGLT2-i l or | DPP-4-i orI SGLT2- I
Uncontrolled ‘ SLP-1 orlcLP-1RA or or or IGLP-1RA
hyperglycemla M nuin’ |
(catabolic features, J—
BG >300-350 mg/dl,
o If HbA1c target not achieved after ~3 months of triple therapy and patient (1) on oral combination, move to injectables, (2) on GLP-1 RA, add
H bAlC 210-12 A)) basal insulin, or (3) on optimally titrated basal insulin, add GLP-1-RA or mealtime insulin. In refractory patients consider addmg TZD or SGL T2-i:
Metformin
+
Combination ) . .
injectab|e Basal Insulin + LEELGERLGETNLGE or I GLP-1-RA l
therapy'

s Diabetes Care 2015:38:140-149: Diabetologia 2015;10.1077/s00125-014-3460-0




M Healthy eating, weight control, increased physical activity & diabetes education
ono-
therapy Metformin
Efficacy” N b high_____
Hypo risk L e low risSK
Weight R neutrallloss
Sideeffects ¢ . ¢ . Gl / lactic acidosis .
Costs 0 b low SN
If HbA 1c target not achieved after ~3 months of monotherapy, proceed to 2-drug combination (order no to denote
any specific preference —choice dependent on a variety of patient- & disease-specific fag{e
Metformin Metformin Metformin @mln \,
+ + + N ’6‘\
Dual Thiazolidine- DPP-4 SGLT2
therapyT dione inhibitor inhibitor '\’b
Efficacy” 1. _intermediate _____ 1 intern; R
Hyporisk._.. L.k lowrisk . £ low lr{' ,,,,,,, ot 1
Weight......_... -neutral . Qgﬁ ,,,,,,,,,,, 6\ 1
Side effects Lrare - Iﬁéatlon A
Costs _hi \ 1 highe
If HbA1c target not achieved after ~3 months ﬁ%{oceed to 3-drug combination (order not meant to denote
any specific preference —choje penqe a variety of patient- & disease-specific factors):
Metformin < Me n Metformin Metformin
+ e + peer + +
i Thiazo e P-4 SGLT-2 GLP-1 receptor
Trlple leﬂE(@m Inhibitor Inhibitor agonist P
therapy + + i
\
o'
?)"3 %PP-4
Qg( 9 -i or TZD
Q(e \)06“ or| SGLT2-i or| SGLT2-i
R ()
BN e(e or |GLP-1-RA
) N
QN0 et
Avoidance of hypoglycemia

F——— D] abetes Care 2015:38:140-149: Diabetologia 2015:10.1077/s00125-014-3460-0



ealthy eating, weight control, increased physical activi iabetes education
M Health t ht trol d ph | act & diabet d t
ono-
therapy Metformin
Efficacy” N high_____
Hypo risk____. B low risSK
Weight R neutrallloss
Sideeffects ¢ . ¢ . Gl / lactic acidosis .
Costs L S Iow\rb‘ ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,
If HbA 1c target not achieved after ~3 months of monotherapy, proceed to 2-drug combination (order m&@ to denote
any specific preference —choice dependent on a variety of patient- & disease-specific fagtods):
Metformin Metformin i min_ X
M v . e\@m. \
Dual DPP-4 SGLT2 '
thera pyT inhibitor inhibitor \'\’b
Efficacy” 1. _intermediate . ,intemgé N
Hyporisk._.. L.k lowrisk . 1 low lr{' ,,,,,,, Xt
Weight...._.... - ‘neutral A ngag’ ,,,,,,,,,, X \6\ ,,,,, .
Side effects | 1 -rare _________________| =\ ,de (%ation_ L
Costs 1 _hi ﬁe ,,,,,,,,,,,,,,,,,,,
If HbA1c target not achieved after ~3 months &i&i 1 ﬁ%{oceed to 3-drug combination (order not meant to denote
any specific preference —choje penqgm a variety of patient- & disease-specific factors):
\ < Me in Metformin
e £ :
- . P-4 SGLT-2
;I;.';'ple , (%\O 2 Inhibitor Inhibitor
erapy 6\0 '\Qo\ + +
\9
& O
&%
Q(e Y or| SGLT2-i or | DPP-4-i
N O
K\ e(e
) N
QN0 et

Avoidance of weight gain

F——— D] abetes Care 2015:38:140-149: Diabetologia 2015:10.1077/s00125-014-3460-0
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