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Aims of session

▹ Assessing frailty and Risk

▹ When is it appropriate to stop and reduce 
treatments

▹ Principles of deprescribing and follow up.
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Frailty-Definition
‘Frailty is a distinctive health state related to the aging 
process in which multiple body systems gradually lose their in-
built reserves’  
(British Geriatrics Society)

NB: Old does not equal frail



What else is involved?

▹ Polypharmacy
▹ Cognitive Impairment
▹ Depression
▹ Urinary Incontinence 
▹ Injurious falls
▹ Chronic pain
▹ Co-morbidities

Weight loss Exhaustion

Low gait speed Low grip 
strength  

Low physical 
activity



Diabetes & Frailty
• Frailty is increasingly recognised as a complication of 

diabetes (~40% >65 yrs with diabetes have frailty)

• Type 2 diabetes is associated with accelerated 
biological aging (~10yr difference in exercise performance)

• Population is aging which increases prevalence of 
diabetes (~40% PLWD >70yrs) 

• Increasing age and diabetes are risk factors for 
functional decline and disability

MJ Davies et al. Management of hyperglycaemia in type 2 diabetes, 2022. A consensus report by the ADA and EASD. Diabetes Care 2022; 45(110:2753-2786
Sinclair A et al. Management of frailty and associated co-morbidities in older adults with diabetes. Position statement on behalf of the Association of British 
Clinical Diabetologists (ABCD)



Frailty – Assessment tools: Electronic Frailty Index eFI
▹ The eFI uses existing electronic health records and a ‘cumulative 

deficit’ model to measure frailty on the basis of the accumulation 
of a range of deficits. 

▹ These deficits include clinical signs (e.g. tremor), symptoms (e.g. 
vision problems), diseases, disabilities and abnormal test values. 

▹ Higher scores=higher likelihood of frailty = higher risk adverse 
outcome

▹ 0.24 > moderate 0.36> severe

NB requires clinical judgement
https://www.england.nhs.uk/ourwork/clinical-policy/older-people/frailty/efi/#the-contract-requires-general-practice-to-use-an-appropriate-
tool-for-example-the-electronic-frailty-index-efi-what-is-the-efi

http://sharepoint.westhealth.n-i.nhs.uk/sites/acute/Pharmacy/Patient%20Services/Forms/AllItems.aspx
http://sharepoint.westhealth.n-i.nhs.uk/sites/acute/Pharmacy/Patient%20Services/Forms/AllItems.aspx




Frailty Assessment tool: Timed Up and Go Test 

▹ Times >14-20 seconds indicate increased risk of falls
▹ Other tools: Prisma 7, Gait Speed test, Sarc-F test



https://www.england.nhs.uk/rightcare/wp-content/uploads/sites/40/2019/07/frailty-toolkit-june-2019-v1.pdf

https://www.england.nhs.uk/rightcare/wp-content/uploads/sites/40/2019/07/frailty-toolkit-june-2019-v1.pdf


Diabetes & Frailty & Prescribing 
challenges
• Less benefits of tight glycaemic control but avoid 

hyperglycaemia. 
• Increased risk of side-effects of treatments (hypoglycaemia, 

GI, urinary)
• Shorter life expectancy
• Increased co-morbidity (dementia, CKD)
• Self management may be a challenge
• Oral intake may decline, variable
• Most RCTs in younger populations
• Most prescribers not specialist in diabetes



Evidence of overtreatment

Lega, I.C., Campitelli, M.A., Austin, P.C. et al. Potential diabetes 
overtreatment and risk of adverse events among older adults 
in Ontario: a population-based study. Diabetologia 64, 1093–
1102 (2021). https://doi.org/10.1007/s00125-020-05370-7



Evidence of overtreatment

Lipska KJ, Ross JS, Miao Y, Shah ND, Lee SJ, Steinman MA. Potential overtreatment of diabetes mellitus in older adults with tight glycemic control. JAMA Intern Med. 2015 Mar;175(3):356-62. 
doi: 10.1001/jamainternmed.2014.7345. PMID: 25581565; PMCID: PMC4426991.



The Impact of Frailty on the Effectiveness and Safety of Intensive Glucose Control 
and Blood Pressure–Lowering Therapy for People With Type 2 Diabetes: Results 
From the ADVANCE Trial 

Nguyen et al. Diabetes Care 2021;44(7):1622-1629



Hypoglycaemia

Common in older people, particularly dementia, CKD

Often under-reported

Reduced hormonal counter-regulatory responses

Increased neuroglycopaenia

Consequences- falls, fractures, hospital admission, 
cardiovascular events, mortality, accelerated cognitive decline





So what Guidance is available?



https://www.nice.org.uk/guidance/
ng28

▹ 1.1 Individualised care

▹ 1.1.1Adopt an individualised approach to diabetes care that is tailored to the needs and 
circumstances of adults with type 2 diabetes, taking into account their personal 
preferences, comorbidities and risks from polypharmacy, and their likelihood of 
benefiting from long-term interventions. Such an approach is especially important in the 
context of multimorbidity. [2015, amended 2022]

▹ 1.1.2Reassess the person's needs and circumstances at each review and think about 
whether to stop any medicines that are not effective. [2015]

▹ 1.1.3Take into account any disabilities, including visual impairment, when planning and 
delivering care for adults with type 2 diabetes. [2015]

https://www.nice.org.uk/guidance/ng28
https://www.nice.org.uk/guidance/ng28


• Medication choices for those who are frail or have multiple co-
morbidities may require modification for safety and tolerability

• Cardiovascular and renal benefits of GLP-1 agonists and SGLT2Is in 
patients >65 years are consistent with effects seen in overall 
population

• Recommendations for selection of medications to improve 
cardiovascular and renal outcomes  in diabetes do not differ for 
older people



• 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 Targets

• Lack of evidence for glycaemic targets in older, frail adults
• Consider risk of hypoglycaemia
• HbA1C <53mmol/mol likely to indicate over-treatment in frail older people
• Glycaemic targets should be individualised, taking into account functional 

status and co-morbidities
• ABCD advise target range - 53-64mmol/mol in mild/moderate frailty 

                                                          59-69 mmol/mol in severe frailty
• Caution in interpretation of HbA1C in presence of anaemia



Blood Pressure Targets

• Target BP for adults  < 80 years <140/90 mmHg (NICE)
• Target BP for adults  >80 years <150/90 mmHg (NICE)
• <150/90mmHg target in frail, dependent, older adults 

with diabetes (ABCD)
• Lying and standing BP where possible
• ‘Start low and go slow’
• First line treatment in older adults ACEI
• Monitor renal function and electrolytes









30

Glycaemic targets should not be the only priority
Greater focus on:

• Risk of hypoglycaemia
• Falls
• Quality of life

Align inpatient glycaemic targets with frailty category 
e.g. Rockwood Clinical Frailty Scale



▹ Marianne.Mckenna@westerntrust.hscni.net
▹ Fionnuala.Mccullagh@westerntrust.hscni.net

mailto:Marianne.Mckenna@westerntrust.hscni.net




De-escalation of treatment and 
targets

• Loosening of blood glucose control targets and other measures to 
reduce burden of diabetes treatment and monitoring

• De-prescribing
• Part of routine diabetes care
• Individualised
• Shared decisions with patient, carers, family



When to consider de-escalation, 
deprescribing?

▹ HbA1C <53 mmol/mol
▹ Previous severe hypoglycaemia
▹ Multiple co-morbidities
▹ Short life expectancy
▹ Low functional status
▹ Recurrent falls

  Adverse effects of medications
▹ Burdensome over-monitoring
▹ Patient goals, preference



Plan

• Identify the problems
• Determine patients goals for diabetes care
• Identify if the patient is suitable for deintensification of 

treatment

• Discuss de-prescribing
 Risks of current treatment, treatment targets
 Present options
 Shared decision making



Plan

• Stopping or reduced dose of medication
• Start with drug most likely to cause harm  or side-effects
• Consider switching to medication with lower risk or harm
• Consider simplification of insulin regimen(if using)
• Step-wise approach
• Check HbA1C after a few months



Case
▹ 75 year old man
▹ Type 2 diabetes, diagnosed 26 years ago
▹ Widowed, lives alone, non-driver
▹ Mobile short distances, lives independently (CFS~4) mild frailty
▹ PMH IHD (STEMI, CABG), impaired LV function, CVA, carotid 

endarterectomy, PVD
▹ Medications- metformin 500mg bd, gliclazide 40mg bd, atorvastatin 40mg 

daily, Entresto, nebivolol , clopidogrel , furosemide 20mg daily, 
spironolactone 12.5 mg daily, dapagliflozin 10mg daily

▹ CBGs 5-6 mmol/L, no hypo symptoms
▹ HbA1C 45, eGFR 52, ACR 5, BP 104/66 mmHg 90kg



Case study: Margaret
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• Age: 88
• Admitted via  ED
• Fall – c/o pain L shoulder; unsure if 

hit head
• AKI
• (+ vulvo-vaginal candidiasis)
• Fourth admission in 12 months, 

(falls, UTI)
• Med Hx: T2DM, HTN, recurrent 

UTIs, slow AF, CKD 3 
• POC x 2. CFS 5-6  lives with 

husband who has dementia.



Other clinical parameters
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▹ Baseline SrCr: 81 micromol/L
▹ Current SrCr: 139 micromol/L
▹ Baseline eGFR: 55-59 mL/min
▹ K: 3.6 mmol/L
▹ Na: 138 mmol/L
▹ Urea: 10.1 mmol/L

• Weight: 55kg
• BG: 5-6 mmol/L
• HbA1c: 36 mmol/mol
• Last 24 hours SBP: 90-100 mmHg
• Last 24 hours DBP: 54-60 mmHg



Pre-admission medicines
40

▹ Adcal D3 caplets – two tabs twice daily
▹ Apixaban 2.5mg BD
▹ Amlodipine 5mg daily
▹ Dapagliflozin 10mg daily
▹ Metformin 1g twice daily breakfast and evening meal

▹ Allergies and intolerances: beta-blockers (fatigue) and Ace-
Inhibitors (cough)



Medicines for discharge
41

▹ Stop amlodipine
▹ Complete course clotrimazole cream
▹ Prn paracetamol
▹ Restart metformin ? Dose?
▹ Restart Dapagliflozin? 



Follow-up
42

▹ Repeat HbA1c in 3-6 months
▹ Check BP 1-2 weeks
▹ Communicate target/s



Case Study 2 :Derek
 Background
• 75 year old male BIBA to ED 09.03.23 referred by GP with unstable 

blood glucose, urinary retention and safeguarding concerns



Past Medical History

• T2DM on Novomix 30 10 units daily plus Metformin 1g BD 
• (incorrectly clerked as T1DM)
• Depression
• Osteoarthritis RH
• Renal Stones 



Social History

• Lives alone in an isolated rural bungalow, no POC, sisters visit 4-5 
times daily providing ADLs

• Reduced mobility since December 22
• Declining social services input



Relevant Drug History

• Metformin 1g BD Tamsulosin, Diazepam 6mg BD, 
Duloxetine , Pyridoxine, Salbutamol MDI, Aspirin, 
Simvastatin, Irbesartan, Novomix 30 10 units Mane, 
lansoprazole, Temazepam, Clomipramine



On Review

• Off functional baseline
• RCFS (1-9) = 7 (severe frailty, dependent on personal care, stable 

seems stable and not at risk of dying within ~6 months)
• Evidence of urinary retention- catheterised
• Low folate, B12, vitamin D, Hb 96, hba1c 37. 



Outcome

• Spent 3 weeks in hospital gradually mobilising
• Initial hypoglycaemia followed by normal blood glucose levels once all 

diabetes agents stopped
• CTMA 31.03.23 discharged on nil diabetes meds.
• MDT review 26.04.23







Any thoughts?

• Risks going forward?
• How to review?
• Any other suggestions re care or Rx?



Summary

Frailty is common in older people with diabetes

Identification of frailty is important in management in older people with diabetes

Older, frail adults with diabetes are less likely to benefit from intensive diabetes treatment

Hypoglycaemia is a particular risk for older frail adults

Individualise care and treatment targets

Emphasis on patient safety 



Thank you !
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