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Aims

Recognize the challenges posed by diabetes in the older adult population

Introduce resources that can help us structure and maximize our consultations with this group

AAAAA

recognition of overtreatment and hypoglycemia , review of older Medication groups . Introduction
to deprescribing and deprescribing algorithms

al-KI-lE case : Target setting in the mid frail patient , frailty phenotypes and their impact on
diabetes care , assessment of cognitive impairment in patients with diabetes , using newer
medication classes in this group
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What is Type 2 Diabetes in an Older Person?

A significant disabling health state

Sinclair et al, AWARE study, Diabetes Care 2008, Wong et al, Lancet o , : -
2013. A condition associated with geriatric

syndromes

A pronounced multimorbid health state
Guthrie et al, 2012

A significant risk factor for frailty
Wenbo He et al, BMC Geriatr, 2022

A chronic disease of underdeveloped technological interventions
Sinclair A, Morley J, Lancet 2013










Why Is co-morbidity and multi-morbidity

Important?

Co-morbidity ¢ this is when a
disease exists together with a
primary disease, a disease in its
own right ( can be mental or
physical)

Multimorbidity- when two or
more co-morbidities exist (it may
not be clear what the index
condition is), it can be multiple
chronic or acute conditions

Maddigan et al, Qual Life Res 2005
Piette and Kerr E Diabetes Care 2006
Sinclair et al, Lancet 2015.

In the Context of Diabetes

The presence of diabetes as a co-morbidity
often influences more than other co-
morbidities

40% of people with diabetes have 3 or more
co-morbidities

Co-morbidities can influence the ability to
self care

Individualised care must look at the co-
morbidity profile and address it




Geriatic
syndromes
more common

In this group




Frailty...leading
to Vu I nerabi I ity Weight loss Exhaustion
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Low gait speed Low grip
strength
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Low physical
activity
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and admissions)

» Increased depression
» Decreased quality of life
 Increase mortality

» Hospitalisation
* Progression to ESRD

Sinclair AJ, Abdelhafiz AH. Multimorbidity, Frailty and Diabetes in Older People-ldentifying Interrelationships and
Outcomes. J Pers Med. 2022 Nov 16;12(11):1911. doi: 10.3390/jpm12111911. PMID: 36422087; PMCID:
PMC9695437.




Vague

“Ar-  Clinical inertia

Guidelines

_ are n Ot :E(;?)?Iei:g?of successful de-escalation ¢ what does this
h e I pfu I at Should so gluco-centric still ? Complex illness model?
times |

How do we distinguish between different groups that
benefit more from different approaches?

Precision medicine ¢ is this the future?




What can we do ?

Integrated
diabetes care







Best Practice in the Delivery
of Diabetes Care in the
Primary Care Network

Integrating Diabetes Care

April 2021
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One of the key ways we are addressing this is
by championing the chronic care model.An
example of this might be to support the
development of Diabetes Support Team
(DiaST) model. It brings an additional layer of
expertise into primary care.

Each layer has integrated support e.g.
specialist clinical support, population health
management tools, training offers, advice and
guidance and drop-in sessions.

PRACTICE

https://www.diabetesonthenet.com/journals/issue/637/article-details/glance-guide-best-practice-delivery-diabetes-care-primary-care-network



https://www.diabetesonthenet.com/journals/issue/637/article-details/glance-guide-best-practice-delivery-diabetes-care-primary-care-network



















Results for
Mairead

Hbalc ¢ 46

BP ¢ 138/80

Pre prandial
glucose (4.1 ¢6 (
has occasionally
felt unwell ,
BNP ¢ Normal sweaty and dizzy
, which resolved
with eating but
did not think to
check her sugars )













- Has occasionally felt unwell ,
ypoglycaemia

resolved with eating but did not

think to check her sugars

» Avoidance of hypoglycaemia is of paramount
importance in the elderly/frail

* Increased risk of experiencing hypoglycaemia
» Consequences may be more profound

 Loss of the autonomic warning symptoms of
hypoglycaemia (tremor, sweating,
palpitations and nausea)

« Danger is of progression to very low blood
glucose levels and the more serious problem
of neuroglycopenia (confusion, behavioural
change, speech difficulty, blurred vision,
drowsiness and, ultimately, convulsions and
coma



Deprescribing/De-
intensification of
Therapy

» Dose reduction

» Cessation of therapy

 Switch to an alternative product
o Why?

» To get better outcomes

» To reduce polypharmacy

 Are people bought into this ?

* Yep ! 80% talk the talk and 65% walk the
walk




Deprescribing

Oktora MP, Kerr KP, Hak E, Denig P. Rates, determinants and success of implementing deprescribing in people with type 2 diabetes: A scoping review. Diabet Med. 2021
Feb;38(2):14408. doi: 10.1111/dme.14408. Epub 2020 Oct 2. PMID: 32969063; PMCID: PMC7891362.



Diabetes Ther (2021) 12:1227-1247 %
Dt 24801 ceg/ 10, 1007 1 330002101039 -ty

Diabetes and Frailty: An Expert Consensus Statement
on the Management of Older Adults with Type2
Diabetes

W. David Strain @ - Su Down + Pam Brown - Amar Puttanna -
Alan Sinclair










Screening for
Geriatric
syndromes

Multidomain Management Plans

Glucose and HbA1c

Polypharmacy

Cognitive impairment

Depression

Urinary incontinence

Injurious falls

Persistent pain

Frailty

e Chart review

» Mairead had attended with low
mood following the death of her
sister and the deterioration in
health of her friend Maire who
has been admitted to a nursing
home.

 She worries about becoming and
burden on her family in the future
and misses the social interactions
she used to have since the
pandemic



Stop gliclazide and pioglitazone

Recheck hbalc 3/12 and consider whether to reduce metformin

Happy with metformin , appetite normal and fbc normal.

GG
Mairead

Add statin

Referral to social prescribing/ local living well program , signposted to local Exercise
in older adults page

Encouraged to consider local active retirement group

Given local resources for online and face to face psychological interventions













What are Mahatl’s targets?

Hbalc Blood pressure Statin ?












HOLISTIC PERSON-CENTRED APPROACH TO T2DM MANAGEMENT
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» Davies MJ, Aroda VR

Multidomain Management Plans

Glucose and HbAlc

Blood pressure and lipids
De-prescribing and hypoglycaemia management

Frailty management

Physical exercise
Co-morbidity profile
Technology

Precision medicine

Collins BS, Gabbay RA, Green J, Maruthur NM, Rosas SE, Del Prato S, Mathieu C, Mingrone G, Rossing P, Tankova T, Tsapas A, Buse JB

Diabetes Care 2022; https://doi.org/10.2337/dci22-0034. Diabetologia 2022; https://doi.org/lo.1007/300?25—022—05787—2.



To look at the effectiveness of a multi-modal intervention (education, diet
and exercise) in frail and pre-frail subjects aged equal or older than 70 years
with T2D with respect to change in function and quality of life 24 months
after they are randomized.

After 12 months, participants had mean SPPB scores 0.85 points higher than

those in the standard care arm (95% Cl, 0.44 to 1.26, P < 0.0001).

Estimates suggest a mean saving following intervention of 428.02 EUR
(2016) per patient per year, with ICER analysis indicating a consistent
benefit of the described health care intervention over usual care.

Rodriguez-MafiasL, Laosa O, Vellas B, Paolisso G, Topinkova E, Oliva-Moreno J, Bourdel-Marchasson |, Izquierdo M, Hood K,
Zeyfang A, Gambassi G, Petrovic M, Hardman TC, Kelson MJ, Bautmans |, Abellan G, Barbieri M, Pefia-Longobardo LM, Regueme
SC, Calvani R, De Buyser S, Sinclair AJ; European MID-Frail Consortium. Effectiveness of a multimodal intervention in functionally
impaired older people with type 2 diabetes mellitus. J Cachexia Sarcopenia Muscle. 2019 Aug;10(4):721-733. doi:
10.1002/jcsm.12432. Epub 2019 Apr 23. PMID: 31016897; PMCID: PMC6711410.






Co-morbid iliness attenuates the benefits of
tight glycaemia control

Huang ES, Zhang Q, Gandra N, Chin MH, Meltzer DO. The effect of comorbid iliness and functional status on the expected benefits of intensive glucose
control in older patients with type 2 diabetes: a decision analysis. Ann Intern Med. 2008 Jul 1;149(1):11-9. doi: 10.7326/0003-4819-149-1-200807010-
00005. PMID: 18591633; PMCID: PMC2562733.



Overtreatment

» Arnold SV, Lipska KJ, Wang J, Seman L, Mehta SN, Kosiborod M. Use of Intensive Glycemic Management in Older Adults with Diabetes
Mellitus. J Am Geriatr Soc. 2018 Jul;66(6):1190-1194. doi: 10.1111/jgs.15335. Epub 2018 Apr 10. PMID: 29633237; PMCID: PMC7032960.



Frailty Phenotypes for Diabetes

Anorexic Malnourished (AM)

Low body weight

Anorexia of aging

Lower cholesterol

Lower albumin

Decreased insulin resistance
Hypoglycaemia risk
Regressive in nature

De-intensify therapy

Relax targets

Do not sue GLP-1 or SGLT2i
therapy

Sarcopenic Obese (SO)

Higher body weight

No anorexia of aging
Higher cholesterol
Normal albumin

Increase insulin resistance
Hyperglycaemia risk
Progressive in nature

Escalate therapy

Try to attain target
hyperglycaemia

Use GLP-1 and SGLT2i therapy







Pharmacological Goal
2: achieve weight and
glycaemic targets

» Davies MJ, Aroda VR, Collins BS, Gabbay RA, Green J, Maruthur
NM, Rosas SE, Del Prato S, Mathieu C, Mingrone G, Rossing P,
Tankova T, Tsapas A, Buse JB

Diabetes Care 2022; https://doi.org/10.2337/dci22-0034.
Diabetologia 2022; https://doi.org/10.1007/s00125-022-05787-2.

Glycaemic Management: Choose
approaches that provide the
efficacy to achieve goals:
Metformin OR Agent|s] including
COMBINATION therapy that provide
adequate EFFICACY to achieve
and maintain treatment goals

Conzider avoidance of hypoglycaemia a
pririty in high-risk individuals
|
In general, higher efficacy approaches
have greater likelihood of achieving
glycaemic goals
Efficacy for glucese lowering
Very High:
Dulaglufide (high dose],
Semaglutide, Tirzepatide
Inswlin

Combination Oral, Combination
Injectable (GLP-1 RA/Insulin)

GLP-1 RA (nat listed above), Metformin,

SBLTZN, Sulfonylwrea, TID

Intermediate:
DPP-4i

!

Achievement and Maintenance of

Weight Management Goals:
[ Set individualised weight management goals ]
General lifestyle advioe Ierbensive evidemee-
miedical nutrition based struciured
therapy/eating patterns weight management
physical activity Programme
Consider medication Consider metabolic
for weight loss Surgery

Consider regimen with high-lo-very-high dual

When choosing glucose-lowering therapies:
glucose and weight efficacy

Efficacy for weight loss
Very High:
Samaglutide, Tirzepatide
High:
Dulaglutide, Liraglutide
Intermediate:
GLP-1RA (nat listed above), SGLT2

Neutral:
DPP-&i, Metformin

\

If HbA,, above target




Benefits vs Risks — SGLT2s and GLP-1s

SGLT?2 CVOTs have shown reduction in MACE ~ Weight loss could result in

Benefits demonstrated for people with
diabetes and heart failure

Potential benefit in reducing
progression of renal impairment

Low hypoglycaemia risk

sarcopenia
Risk of candidiasis

Potential increased urinary
incontinence

Lack of glucose-lowering efficacy
in established renal impairment

Risk of euglycaemic diabetic
ketoacidosis

Fluid volume depletion


































































Leadership
across the
system IS
required to
address the
challenges of
diabetes and
frailty:

The prevalence of diabetes increases with
age and is likely to reach epidemic

proportions in the upcoming years as the
population ages (Cowie, Rust, Ford, 2009)

The greatest proportional increase is likely
to occur in those aged 60¢79 years
(Whiting, Guairquata, Shaw 2013)

Alongside micro/macrovascular
complications of diabetes, frailty appears to
be another complicating factor (Kirkman,
Briscoe, Clark 2003)
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