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Management of diabetes in older adults 
should be individualised, especially in the 
context of co-morbidities such as frailty. 

Tight glycaemic control may be appropriate in 
those with a long life expectancy so that they might 
derive the benefit of reductions in microvascular 
and, to a lesser extent, macrovascular complications. 
However, tight glycaemic control can lead to harm, 
including hypoglycaemia and other adverse drug 
events, in more vulnerable individuals with limited 
life expectancy, in whom instead the emphasis 
should be on quality rather than quantity of life.

The well-conducted, retrospective cohort 
study reviewed here explores the impact of 
deintensification of diabetes medications on 
all-cause A&E visits, hospitalisations and mortality 
in older male nursing home residents with limited 
life expectancy and/or advanced dementia and 
tight glycaemic control (based on an HbA1c 
<58 mmol/mol).

Nearly a third of the nursing home residents had 
their diabetes medications deintensified within 
30 days of their HbA1c measurement (dose reduction 
or cessation of a non-insulin medication, or stopping 
insulin for over 7 days and not replacing with an 
alternative glucose-lowering medication). Notably, 
those who had their medication deintensified were 
more likely to have an HbA1c <42 mmol/mol and 
were more likely to be receiving short-acting insulins 
or a sulfonylurea at baseline.

During the 60 days following deintensification 
of treatment, nearly a third of all residents were 
assessed in A&E or hospitalised for any cause, 
and 3.9% died. After entropy weighting (a similar 

statistical technique to propensity score matching, 
used to estimate treatment effect and minimise 
bias due to confounding), there was no association 
found between these 60-day adverse outcomes and 
deintensification of treatment.

These findings suggest that deintensification of 
diabetes treatment is an appropriate and holistic 
strategy in older adults with limited life expectancy 
and is not likely to increase harm in the short term.

The authors do highlight potential limitations of 
the study: the participants were entirely male and 
changes in insulin dose were not assessed as part of 
deintensification. Finally, the authors acknowledge 
that there has been increased prescribing of 
newer cardioprotective diabetes therapies, such as 
SGLT2  inhibitors and GLP-1 receptor agonists, 
since the study closed (circa 2015), which may also 
have impacted the results and their generalisability.

On a related note, a recently published 
systematic review explored attitudes of older adults 
(≥65  years) and their carers towards deprescribing 
(Seewoodharry et al, 2022). An important key 
theme elicited was that older adults and their carers 
were willing to have their medication deprescribed 
if facilitated by a trusted healthcare professional. 
Specifically, the study also found that pill burden, 
any adverse effects and lack of effect acted as 
enablers of de-prescribing. Conversely, fear of 
stopping medications (the possibility of negative 
consequences such as withdrawal effects and 
progression of disease) and insufficient time to fully 
discuss deintensification of treatment were barriers 
to deprescribing. Moreover, when conversations 
about deprescribing were initiated, some older 
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adults and carers preferred these conversations to 
be framed in a more positive manner, with use 
of phrases such as “our bodies change over time 
and certain medicines may no longer be needed”. 
This seemed more acceptable to older adults and 
their carers.

For every individual, there will be a time when 
the harm of a medication begins to outweigh its 
benefits, and the challenge for us all in primary 
care is to identify when this happens. We must 
then draw on evidence such as the above cohort 
study to confidently deprescribe medications with 
the aim of maintaining quality of life.� n
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OBJECTIVE

Guidelines advocate against tight glycemic control in older nursing home (NH) 
residents with advanced dementia (AD) or limited life expectancy (LLE). We eval-
uated the effect of deintensifying diabetes medications with regard to all-cause 
emergency department (ED) visits, hospitalizations, and death in NH residents 
with LLE/AD and tight glycemic control.

RESEARCH DESIGN AND METHODS

We conducted a national retrospective cohort study of 2,082 newly admitted 
nonhospice veteran NH residents with LLE/AD potentially overtreated for diabe-
tes (HbA1c #7.5% and one or more diabetes medications) in fiscal years 
2009–2015. Diabetes treatment deintensification (dose decrease or discontinua-
tion of a noninsulin agent or stopping insulin sustained ‡7 days) was identified 
within 30 days after HbA1c measurement. To adjust for confounding, we used en-
tropy weights to balance covariates between NH residents who deintensified ver-
sus continued medications. We used the Aalen-Johansen estimator to calculate 
the 60-day cumulative incidence and risk ratios (RRs) for ED or hospital visits and 
deaths.

RESULTS

Diabetes medications were deintensified for 27% of residents. In the subsequent 
60 days, 28.5% of all residents were transferred to the ED or acute hospital set-
ting for any cause and 3.9% died. After entropy weighting, deintensifying was not 
associated with 60-day all-cause ED visits or hospitalizations (RR 0.99 [95% CI 
0.84, 1.18]) or 60-day mortality (1.52 [0.89, 2.81]).

CONCLUSIONS

Among NH residents with LLE/AD who may be inappropriately overtreated with 
tight glycemic control, deintensification of diabetes medications was not associ-
ated with increased risk of 60-day all-cause ED visits, hospitalization, or death.

Potential overuse of medications (1) is well-documented among older nursing 
home (NH) residents with limited life expectancy (LLE) and those with dementia, 
with as many as 50% being exposed to at least one medication with uncertain ben-
efit near end of life (2). Specifically, investigators of recent observational studies 
have identified a high prevalence of possible overuse of aspirin (3), statins (4),

1Center for Health Equity Research and Promotion,
VA Pittsburgh Healthcare System, Pittsburgh, PA
2Division of Geriatric Medicine and Center for
Aging and Health, University of North Carolina
School of Medicine, Chapel Hill, NC
3Division of Pharmaceutical Outcomes and Policy,
University of North Carolina Eshelman School of
Pharmacy, Chapel Hill, NC
4Graduate School of Public Health, University
of Pittsburgh, Pittsburgh, PA
5VA Center for Medication Safety, Hines, Illinois
6University of Pittsburgh School of Pharmacy,
Pittsburgh, PA
7Department of Medicine, School of Medicine,
University of Pittsburgh, Pittsburgh, PA
8Center for Health Equity Research and Promotion,
Corporal Michael J. Crescenz VA Medical Center,
Philadelphia, PA
9School of Nursing, University of Pennsylvania,
Philadelphia, Pennsylvania
10Leonard Davis Institute of Health Economics,
University of Pennsylvania, Philadelphia,
Pennsylvania
11Geriatric Research Education and Clinical
Center, VA Pittsburgh Healthcare System,
Pittsburgh, PA
12University of New England School of Pharmacy,
Portland, ME

Corresponding author: Joshua D. Niznik, jdniznik@
email.unc.edu

Received 12 October 2021 and accepted 17
April 2022

This article contains supplementary material online
at https://doi.org/10.2337/figshare.19682958.

© 2022 by the American Diabetes Association.
Readers may use this article as long as the
work is properly cited, the use is educational
and not for profit, and the work is not altered.
More information is available at https://www.
diabetesjournals.org/journals/pages/license.

EP
ID
EM

IO
LO

G
Y/H

EA
LTH

SER
V
IC
ES

R
ESEA

R
C
H

Diabetes Care 1

D
ow

nloaded from
 http://diabetesjournals.org/care/article-pdf/doi/10.2337/dc21-2116/684363/dc212116.pdf by G

eorge Posford on 30 June 2022

Click here to read the article in full

“For every individual 
there will be a time 
when the harm of a 

medication begins to 
outweigh its benefits, 
and the challenge for 
us all in primary care 

is to identify when 
this happens. “
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