SOUBETE
=

GﬂStlDIlE dE I'lSCh.lD glﬂbﬂlﬂ dﬂl

, " ?}\(&é\rnell I %;
. \\6 \6\\'
“diabetico s
[ ] . \< \6\\'6\
. -.I'l ' 0 o 2 S

TERESA MEZZA
Centro per le Malattie Endocrine

6 ' e Metaboliche
23 noy |
. Q@ﬂﬁﬁ‘e Q\@ . F- o .
REE
Hotel Royal Santina $ o



La Dott.ssa Mezza dichiara di non aver-contiittl di
Interesse e non aver ricevuto finanziamenti negli
ultimi 2 anni.



Franca C. Anamnesi (1)

e Eta: 78 anni

e Sesso: F

e Peso: 78 kg Altezza: 162 mBMI: 23.6 kg/m?2
e Stile di vita: attivo, vive da sola

e Ricoverata Irivortopedia da 1 settimana.

e Motive del ricovero: Frattura di femore, In paziente
con Parkinsonismo e BPCO.



Anamnesi (2)

e Fattori di rischio e comorbidita: diabete mellitotipo 2
(diagnosticato 5 anni prima non in teraia
farmacologica), ipertensione arteriosa; disiipidemia,
osteoporosi, fumatrice

e Familiarita per ipertensicne arteriosa e m.
cerebrovascolari {madre con ictus a 65 anni)

e Anamnesi batologica remotas:
— 2013: ricovero per polmonite e insufficienza respiratoria
— 1991: colecistectomia



Anamnesi farmacologica

e Terapia Domiciliare:

- Levodapa

- Tiotropio

- Esomeprazolo 40 mg

- Propafanone 150 mg xZ
- Cardioaspirina 120 mg

- Allopurinolg>150, g

- Vitamina D2+ Acido Alendronico
-~Ezetimive + Simvastatina 10/20 mg



Profili glicemici durante il ricovero

PARAMETRI VITALI T o\ ) X
e i Data Colazione Pranzo | Cena

0
prima  2h dopo @(\ 2 X
Giorno 1 113 6@

Giorno 2 \6’\'6 d@\
Giorno 3 6 6

Giorno 4 . 189
200
186
250

Terapia Domiciliare:

- Levodapa + DURANTE IL RICOVERO

- Tiotropio - Avviata da qualche giorno

- esomeprazolo 40 mg Prednisolone 25 mg h. 8 (per
- Propafanone 150 mg x 2 riacutizzazione BPCO)

- Cardioaspirina 100 mg

- Allopurinolo 150 mg

- Ezetimibe + Simvastatina
10/20 mg

HbAlc?




Eterogeneita Clinica

Anziano Con DIABETE: «QUANTO>» E’ MALATQ & «DI
QUANTE>» CURE NECESSITA ?

Diabetico in trattamento dietetico

Diabetico in trattamento con antidiabetici orali
Diabetico in trattamento con insulina
Diabetico con depressione

Diabetico con nefropatia

Diabetico cororetingpatia

Diaketico.con neuropatia periferica

Diabetico con piede diabetico



Schema terapeutico giornaliero basato
sulle linee-guida di pratica clinica
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Farmaci con potenziale effetto
“diabetogeno”

Tiazidicli Fenotiazine

Calcio-antagonisti Oppioidi
Difenilidantoina Saibutamolo
Furosemide isoniazide

Beta-bloccanti Rifampicina

DN N0 N I N N N

Clonidina Androgeni ed Estroprogestinici

Tiroxina



INn un caso di BPCO riacutizzata ospedalizzato In
trattamento con prednisolone (20 mg h. 8),
consigliereste:

A Misurare glicemia a digiuno ed Hb glicata’per
escludere diagnosi di diabete non fote.

B Misurare la glicemia sopratiutto dopo pranzo e prima
di cena

C Se diabetico, gresciivere insulina basale

D Monitorizzare la glicemia solo se il trattamento dura
per it ¢ir2 settimane



Profilo glicemico In corso di terapia cortisonica
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Morton G. Burt; et al.; The Journal of Clinical Endocrinology & Metabolism 2011, 96, 1789-1796.



Creatinina

eGFR (secondo CKD/EPI)
HbAlc

Colesterolo totale
Colesterolo HDL

trigliceridi

Colesterolo LDL calcolato
microalbuminuria
Hb

Esami ematochimici

0.8 mg/dl

92.4 ml/min/1,73m2
8.8 %

75 mg/dl

Terapia Domiciilare:

- Levodapa
=J1otrepio

N - g#someprazolo 40 mg
= - Propafanone 150 mg x 2

- Cardioaspirina 100 mg

- Allopurinolo 150 mg

- Ezetimibe + Simvastatina
10/20 mg

+ DURANTE IL RICOVERO

- Avviata da qualche giorno
Prednisolone 25 mg h. 8 (per
riacutizzazione BPCO)



Consulenza diabetologica alla dimissione

Paziente affetta da parkinsonismo e Diabete meliito tpo 2
scompensato

Da circa 2 anni non in terapia fariacelcgica.

Dal ricovero, deterioramientc cognitivo con fasi di disiorentamento
spazio-temporale.

Programmadl trasferimento presso lungodegenza.



Nel nostro caso clinico, quali fattori incidono maggiormente netla
scelta terapeutica alla dimissione?

A Aspettativa di Vita
B Compliance del paziente e assistenza
C Rischio Cardio-vascolare

D Peso e iifestyle



Eterogeneita funzionale

[~ = Py /)
600\ é\d\
Fraulty  is\ “characterized by a combination of
significant fatigue, recent weight loss, severe
restriction in mobility and strength, increased
propensity to falls, and increased risk of
institutionalization. A recognized condition and
accounts for up to 25% of older people with
diabetes.

Individuals in this sub-category have a degree of
O‘ % cognitive impairment that has led to significant
o) (S S Ori -
> C memory problems, a degree of disorientation, or a
change in personality, and who now are unable to
~—— self-care.

IDF Global Guideline for Managing Older People with Type 2 Diabetes
International Diabetes Federation, 2013



Obiettivi: dimissione?

O\

Table 1—Characteristics of older adults and their diabetes management based on living situation
Community-dwelling patients Assisted living facilities Hospitalized inpatients Skilled nmﬂé\amllwf)\\ ursmg facility (long-term)

General characteristics » Independent living e Partially ADL/IADL dependent e Acutely ill \ o Chronically ill
» Medically stable \S bilita 6 # ADL dependence
Pr

discharge
Caregiver support » \ariable e Support of IADL « Temporary supervision G\e partlal #» Full or partial
= Variable medication management 60

Comorbidities « Variable = Moderate = Variable ;g 6 6 =« Variable » Extensive

Ability to perform ADL e Independent or adequate » Partial dependence OTempo ndenc e Variable with potential for e Dependent
and/or 1ADL support improvement
\}Jraw a

Diabetes self-care » Usually independent ® May need assistance t:e » Partial assistance » Dependent

Diabetes treatment » Best achievable without risk of # Based on comorbidities and e G- ptima \ltrol for « Optimal control for » Avoid severe hypo- and
goals hypoglycemia preferences ration recuperation hyperglycemia
Diabetes self-care » Frequent education and reeducation e Frequent educatlo ucatl ( ation prior to discharge » Education prior to e Ongoing staff education at

education needs w discharge all levels of care
Major challenges e Acute illnesses cause fluctuations in |tc:r|n r » Failure to switch to o Need to be able toperform e Erratic intake of food and
cognitive and/or physical status n as usually prehospitalization regimen at self-care after discharge fluids
% discharge o New or complex regimen e lnadeguate diabetes
&b‘ s education for might be too difficult for education for staff
home management » Staff turnover
e Time constraints
e Lack of diabetes-specific
protocols
» Variation in practitioner
practices
» Excessive use of SSI

Management of Diabetes in Longterm Care and Skilled Nursing Facilities: A Position Statement of the American
Diabetes Association Diabetes Care 2016;39:308-318 | DOI: 10.2337/dc15-2512




Obiettivi: Riabilitazione o Lungodegenza®?

Special considerations Rationale ALC Glucose monitoring

Community-dwelling = Rebhabilitation » Meed optimal glycemic e« Avoid rel‘,-ri% - 1@\— 00 mg/dL » Monitoring frequency
patients at skilled potential control after recent Al1C e 6 based on complexity of
nursing facility for » Goal to discharge acute illness %T acu@@( regimen
short rehabilitation home ness

:Q &current
cose trends

Patients residing » Limited life expectancy = Limit t5 o) Gg —8.5% » 100—200 mg,/dL Monitoring frequency
in LTC » Freguent changes gl‘,-rc @ (82 mmol/mol) based on complexity of

in health impacting » Use caution in regimen and risk

glubose levels 5 tn::u be interpreting A1C of hypoglycemia
er quality due to presence

Ilfe of many

d‘a (\ conditions
6\6 that interfere

Qﬁ( with A1C levels
Patients at end Q‘e IMSIUE » No benefit of = No role of A1C » Avoid Monitoring

of life \\6 rmstlc or ghycemic control symptomatic periodically only to
\ \oe therapeutic except avoiding hyperglycemia avoid symptomatic
0 ( ( procedures that symptomatic hyperghycemia
a 69 hawve little benefit hyperglycemia

Diabetes Care 2016:39:308-318
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6\0\6?:\\ .
. (\‘a . ‘\6\\ Check for
\\6\\6 6\6\ updates
A
11 O]_d Ad ]_t . St d d f 60(4\%&'%@ %betesAssoduHon
. er UlLS: araaras o \2° o2

. . . el
Medical Care in Diabetes—g2P SN

S
Diabetes Care 2018;41(Suppl. 1):5119-5125 | https://dof.pﬂh233(@@%—50ﬂ
2P\

W




ADA/EASD

COMPELLING NEEDTO MINIMISE HYPOGLYCAEMIA
O

Ra) X
N7 W
\\k(\‘a \d(@h
A\

~L- ~3- ~b- XD W~

If HbA, _ IfF HbA _ . d\\. iIf HbA  _
abowve target abowe target above target

] \\ GLP-1 RA SGLT2i* ]

SGLT2i*

SGLT 2" SGLT 2 ’ oOR
oR 1 DPP—4i
TZD TZD OR

X GLP-1 RA

=T & ' X
1 @abowve target
‘\.2‘ \ a\ \L’
Cur}a@l\é ﬁ(@%dditinn of other agents as outlined above
O ﬂ\]v \]/
iIf HbhA, abowve target

~L-

ro s A\
E%@Qd Q‘E addition of SU®* OR basal insulin:

0\ Choose later generation SU with lower risk of hypoglycaemia
= Consider basal insulin with lower risk of hypoglycaemia”




Terapia farmacologica nell’anziano:

Principali fattori da considerare:

e rischio di ipoglicemia

e Insufficienza renale

e pregresso ictus/IMA

e storia di scompensaicargdiaco

e profilo glicemico

e riserva furizicnale beta cellula

e stato rutrizionale

e facilita di somministrazione



obiettivi e terapia del diabete




obiettivi e terapia del diabete

NON a rischio O\
. O\ ,
di ipoglicemia \9 ‘\6'\\
S
o
© etrmind
éGeSGL@\é

SOt EFP-41
Y GLP-1 RA

pioglitazone
acarbosio
HbAlc < 7%

»




Quale terapia?

T0 AVOID
METFORMIN AND COMPREHENSIVE LIFESTYLE (INCLUDING WEIGHT MANAGEME L
F HbA_ABOVE TARGET PROCEED AS BELOW

MODIFY TMEATNEN,
PEoVC'RLY
(3~ 5, UNTHS)

WITHOUT ESTABLISHED ASCVD OR I:KD
ASCVD PREDOMINATES

HF OR CKD PREDOMINATES ¢
EITHER/
R

- CUMP MINIMISE
PREFERABLY COMPELLING NEED TD MINIMISE HYPOGLYCAEMIA MOTE WE
SGLT2i with evidence of

. Pa— . P e ElTac™
GLP-1 RA CvD 5if el j A & . SELT2I Y
with proven ml:l:::lit'. o ‘ o ‘ \,a L Noid -
CVD benefit! AL eLEE ; - - L - L A\ Wa h
avvia Metfor 'TI ina’ in run- i N =
29y d & W)

COST IS A MAJOR ISSUE" "

If HbA, abo
p

£ r
\
It further intensificat » I ln a
patient is now unablg d
GLP-1 RA and/or SGL
agents demanstrating CV safety: onsiger againg | : ; | HOA e [arge bA, above target
I . ith proven E" b g ; il ; " 1
Consider adding the other class "l .
(GLP-1 RA or SGLT2i) with proven 0FP-ti (oot SNpNgLpas sting

Continue with addition of other agents as putlined above
CVD benefit nf J@ML -1RA) .

DPP-4i if not on GLP-1 RA

If triple therapy required or SGLT2i = Insulin therapy basal insulin with
Basal insulin®

andfor GLP-1 RA not tolerated or
v contraindicated use regimen with OR
| If HbA, above target | lowest risk of weight gain = Consider DPP-4i DR SGLT2i with
e J PREFERABLY | lowest acquisition cost”
Q Consider the addition of SU° OR basal insulin: DPP-4i (if not on GLP-1 RA)
based on weight neulrality

T

If DPP-éi not tolerated or
contraindicated or patient already on
GLP-1 RA, cautious addition of:

=« SU* - TZD° - Basal insulin

lowest acquisition cost

= Choose later generation SU with lower risk of hypog
= Consider basal insulin with lower risk of hypoglycae




Controllo dopo 1 mese

Creatinina 1.0 mg/dl
eGFR (secondo CKD/EPI) 77.5 ml/min/1,73m?2
Glicemia a digiuno 168

HbAlG 8.6 % Migiioramento dello stato
100 mg/dl cognitivo e previsione della

colesterolo totale e ]
dimissione entro 2 settimane

S
Colesterolo HDL 35 mg/dl7:Lp\‘
70 mgdiF
Slapprcs
Colesterolo LDL calcolato gﬁ« g@f\

microalbuminuria (%\gﬁemg/g
N9 12,1 g/di

trigliceridi




Profili glicemici in visione

Visita diabetologica

Data Colazione Pranzo
prima 2h dopo Prima 2h épQ)

Giorno 1
Giorno 2
Giorno 3
Giorno 4
Giorno 5

Giorno 10



Dopo 1 mese controllo diabetologico presso
lungodegenza

e La paziente ha sospeso la terapia con Prednisolone
5 mg da 1 settimana.

e Paziente orientata nei‘tempo e nello spazio

e Ripresa alimentazione per os



Quale terapia?

T0 AVOID
E THERAPY IS METFORMIN AND COMPREHENSIVE LIFESTYLE (INCLUDING WEIGHT MANAGEMENT AND PHY L
IF HbA_ ABOVE TARGET PROCEED AS BELOW MODIFY T™EATN'EN,

mEgiL RLY

(3~ 5, UNTHS)

WITHOUT ESTABLISHED ASCVD OR CKD \'
g
HF OR CKD PREDOMINATES J’ \

- COMP MINIMISE
PREFERABLY COMPELLING NEED TD MINIMISE HYPOGLYCAEMIA GAI MOTE WE
SGLT2i with evidence of reducing
HF and/or CKD progres:
GLP-1 RA proven CYD CVOTs if eGFR adequate’ L ELP-1RA ‘ SELT2I
with proven benefit',

In aggiunta 2 metf rmma 2 gr

B Si prescrive s agli n 100 mg

Consider adding t
(GLP-1 RA or 56 insulin with
CVD benefit 1
DPP-4i if not on G
Basal insulin* % y | If HbA,_above target ] lowest risk of weight qain - Consider DPP-4i OR SGLT2i with
] J ) PREFERABLY | lowest acquisition co
Consider the addition of SU° OR basal insulin: DPP-4i (if not on GLP-1 RA)
= Choose later generation SU with lower risk of hypoglycaemia i based on weight neutrality
= Consider basal insulin with lower risk of hypoglycaemia’ \l,
If DPP-4i not tolerated or
contraindicated or patient already on
GLP-1 RA, cautious addition of:
=« SU* - TZD° - Basal insulin




Dopo 6 mesi

Creatinina R\ @5.05 mg/dl
In terapia con Metformina 2gr + eGFR (secondo %I@Q)%Péb\ /3 ml/min/1,73m2
I%b@\\l%\‘e(ea 7.1 %

Sitagliptin ¥
e &%ﬁ‘\ 75 mg/d|
N @92 ALT 55 mg/d|

66\ icroalbuminuria 80 mg/g
Hb 11.1 g/dl

Ripreso stile di vita attivo




Profili glicemici in visione

Visita diabetologica

Data Colazione Pranzo
prima 2h dopo Prima 2h épQ)

Giorno 1
Giorno 2
Giorno 3
Giorno 4
Giorno 5

Giorno 10



Controlli annuali successivi...

e Terapia con Metformina e Sitagiiptir:

e Compenso metabolico stabile Hb glicata tra 6.8 e
7.0 % per circa2-3.anni



metformina: pro & contro

pro
sicuro
economico
no Ipo
prevenzione primaria eventi CV

e]glige
non Indicata corn eGFR <30 miI/min




gliptine: pro & contro.

pro
assenza di ipoglicemia

stimola secr. insulina/inibisce secr glucagoniie
rari effetti collaterali

nessun effetto su fattori d: rischio CV
nessun effetto collaterale gastrointestinale
nessuna titolazions (eccatto CKD)

contro
costi



TECOS: First hospitalization for HF
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TECOS, McGuire DK et al.: JAMA Cardiol 1:126, 2016



Terapia farmacologica nell’anziano

rischio uso in prev  scomp fenotipo riserva (1'\ tQ\ &@illta :
di IPO  IRC CVD  card glic - cen\@\\%@ somm. fragile

2
o, (5\\9\\
Metformina no<30 igi _.36\ — XR

SU e glinic --- no

pioglitazone ‘ no<15 dlgluno SI
Gliptine ‘ ' dig/pra Sl
GLP-1 RA : i vario
(o)
previene

Gliflozine : dig/pra —

dig prandiale

Management of Diabetes in Older Adults
Sesti G. et al.: NMCD 28:206, 2018 doi: 10.1016/j.numecd.2017.11.007




L e

Evitare i sintomi della Evitare ipoglicemie
iperglicemia

Prevenire il calo ponderale Evitare reazioni avvg«a@

eccessivo

©
\O
Prevenire complicanze Pr. éim@r ﬁg
vascolari colare
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