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Objectives

• Describe the complexity of managing DM in the elderly patient based 
on the presence of multiple comorbidities that interfere with 
therapeutic interventions.

• Discuss clinical practice guidelines for the management of this 
growing population in our society with emphasis in those recently 
published by the Endocrine Society.

• Present various clinical scenarios commonly seen in practice for 
discussion of different therapeutic options that may or may not be 
applied to this challenging diabetic population.



ACP 2018 A1C Targets for 
Glycemic Control Practically Starts 

This Controversy



ACP 2018 A1C Targets for Glycemic Control

• Guidance Statement 4: Clinicians should treat patients with 
type 2 diabetes to minimize symptoms related to 
hyperglycemia and avoid targeting an HbA1c level in 
patients with a life expectancy less than 10 years due to 
advanced age (80 years or older), residence in a nursing 
home, or chronic conditions (such as dementia, cancer, end-
stage kidney disease, or severe chronic obstructive 
pulmonary disease or congestive  heart failure) because the 
harms outweigh the benefits in this population.



















Case 1

• 77 y/o widowed Hispanic lady retired living alone

• Good health and active. Independent living w/o any help

• + Aortic Stenosis + HTN: BP 125/68. BMI 28 kg/m2. SEM III/VI.

• Sisters with history of DM2

• Annual screening: FBS 115 mg/dL

• Lipids: TC: 115; TG 162; HDL-C 43; LDL:48; nonHDL 72.

• She is very concerned about her risk for DM.









These conditions are common in the elderly patient.





Case 2

• 68 y/o Hispanic male with DM2 for 20 years with inconsistent glycemic 
control.

• Started initially on SU and then added metformin both at maximal doses.

• A1C increased over time to 9% but reluctant to start insulin due to concern 
of hypoglycemia as he worked climbing light poles at AEE and still perform 
high risk physical tasks at home.

• HTN and dyslipidemia and has been inconsistent with health care and 
prescribed Rx. Costs of therapy was an issue as his insurance was cut short.

• Now retired and on Medicare with better access to healthcare. Wife 
concerned about he is more forgetful and slightly disoriented. He wants to 
improve his condition as he understands that poor glycemic control can 
lead to complications .



Case 2
• Chronic back pain and markedly reduced night vision.

• + nocturia, no SMBG and minimal diabetes education.

• PE:  Older for age, oriented to person but not to place or time. Bath, 
dress and toilet by himself but has issues managing his finances and 
taking his meds.

• BP = 165/95, BMI = 27.4 kg/m2. Bilateral cataracts and evidence of 
retinal bleeding on fundoscopic exam. His cardiac, pulmonary and 
abdominal exams are WNL. He has absent lower extremity reflexes and 
reduced pedal pulses. On foot exam his nails are thickened, he has 
callous formation and a loss of proprioception and sensation.











Inclusion of a floor value to prevent hypoglycemia risk



Case 2: Recommended Antidiabetic Rx

• As he is already on metformin can keep on it but at a max 1 gram daily 
(GFR 30-45 ml/min) dose.

• Due to cost issues can maintain SU but at lower dose and glipizide is 
preferred as it’s metabolite is inactive if accumulated  based on his renal 
status.

• Add basal insulin with a simple titration algorithm but include family for 
support.

• GLP1RA is an excellent option for glycemic control and improve compliance 
(weekly presentations) but costs and GI SE’s  are barriers.

• SGLT2i attractive for renal protection (not for glycemic control) based on 
CREDENCE but cost and complication of therapeutic regimen has to be 
considered in this patient.

• A1C too high for a DPP4i.





Case 3 

• 72 year old Hispanic female with a 20+ year history of type 2 diabetes. 

• A1C of 6.8 –7.5%. Eats carefully, takes her meds and goes to an exercise 
class for seniors 3 x wk. 

• For the past 10 years has been on long acting insulin with premeal RAI. She 
occasionally uses a correction scale before meals. 

• Recently she has noted a decrease in her appetite. She fell and fractured 
her right wrist and this has made management of her diabetes more 
difficult.

• Lives with her family but she is alone most of the day.

• Episodes of mild hypoglycemia several times per week lately. 

• eGFR fallen from 60 to 30 over the past two years. BMI: 24.3 kg/m2.









Case 3: Recommended Antidiabetic Rx

• Consider a higher A1C target or adding a floor.

• Although the change from RAI to DPP4i can lead to a worsening of glycemic 
control, she still has room for a higher target and prevent hypoglycemia 
using a floor. Still basal insulin can be optimized if no nocturnal or fasting 
hypoglycemia. If cost is not a barrier ultrabasal insulins as glargine U300 or 
degludec are options with less hypoglycemia. If high risk for HHF avoid 
saxagliptin.

• Using RAI post meal is another option for this patient at the expense of 
maintaining a complicated regimen and still hypoglycemia may be an issue.

• A less complicated regimen with premixed insulin BID or QD with an oral 
agent is an alternative.

• Metformin not a good option to start in this patient with GFR 30-45 ml/min 
and recent renal deterioration.



Case 3: Recommended Antidiabetic Rx

• GLP1RA not an attractive option based on patient’s recent loss of appetite 
where gastroparesis may be the cause and also promoting weight loss can 
lead to sarcopenia.

• SGLT2i despite it’s cardiorenal benefits is not a good option for this patient 
that may be at risk for orthostatism and hypotension (ck for AHA’s) that can 
further increase further the risk of fall and fractures (seen in CANVAS). Also 
at her GFR it’s glycemic efficacy is poor.

• TZD has low risk for hypoglycemia but are associated with fractures and HF.

• Professional CGM is an excellent tool to evaluate glycemic variability and 
timing of hypo and hyperglycemic excursions and can motivate patient to 
use a personal device. These devices help in therapeutic decisions with 
antidiabetic regimen efficacy and safety. Also in this population can mitigate 
the issues with A1C due to alterations in RBC turnover.





Case 4 

• 90 year male with10 year history DM2. 

• Rx with metformin and a DPP-IV inhibitor with A1C of 6.6%. 

• No family or personal hx of CVD and no cardiac symptoms. No HTN.

• Concerned that LDL-C has gone up from 95 to 126 mg/dl. 

• He has read that statin Rx should be started if his LDL > 100 mg/dl and 
wants your opinion.

Question: You tell him:

A.Gentle diet modification to lower his cholesterol

B. Start on a statin

C. Start on ezetimibe

D. Marker of CV risk (hsCRP, CAC, Lp(a),etc)

E. See a cardiologist for testing





www. Clinical trial results.org

PROSPER

5,804 high-risk elderly patients 
 Age 70–82 years

 Pre-existing vascular disease (coronary, cerebral, or peripheral) 

 High-risk for vascular disease (smoking, hypertension, or diabetes)

 Total cholesterol 4.0–9.0 mmol/L

 Triglyceride < 6.0 mmol/L

Pravastatin

40 mg per day

n = 2,891

Placebo

n = 2,913

Endpoints:

 Primary – composite of coronary death, non-

fatal myocardial infarction, and fatal or non-

fatal stroke

Lancet 2002; 360: 1623–30

Average follow-up = 3.2 years



www. Clinical trial results.org
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Primary Prevention in Other Age Groups (Older 

Adults)

Recommendations for Older Adults

COR LOE Recommendations

IIb B-R

In adults 75 years of age or older with an LDL-C level of 70 to

189 mg/dL (1.7 to 4.8 mmol/L), initiating a moderate-intensity

statin may be reasonable.

IIb B-R

In adults 75 years of age or older, it may be reasonable to stop

statin therapy when functional decline (physical or cognitive),

multimorbidity, frailty, or reduced life-expectancy limits the

potential benefits of statin therapy.

IIb B-R

In adults 76 to 80 years of age with an LDL-C level of 70 to 189

mg/dL (1.7 to 4.8 mmol/L), it may be reasonable to measure

CAC to reclassify those with a CAC score of zero to avoid statin

therapy.



Case 4 

Question: You tell him:

A.Gentle diet modification to lower his cholesterol

B. Start on a statin

C. Start on ezetimibe

D. Marker of CV risk (hsCRP, CAC, Lp(a),etc)

E. See a cardiologist for testing

**Consider use higher CAC risk cutpoint (> 100) as most > 65 y/o 
patients have coronary calcification due to aging. 





Case 5

• 66 y/o hispanic F

• T2D x 20 years

• HTN x 25 years

• CAD, s/p CABG, systolic CHF w EF 25%

• Has DKD:
• Cr up to 2’s; UACR: 900 mg/g creat

• On carvedilol 25 mg bid: HR 65 BP 145/90

• On max dose irbesartan and amlodipine

• BP CONTROL ??  < 130/80 or < 140/90







































What about BB??

• Use it only for indications: HF, post MI, HR.

• Do not use it only for BP control and mostly in the elderly.

• In obesity guidelines metoprolol is practically contraindicated 
due to weight gain. 

• If used in DM try to use the more metabolically benign as 
carvedilol and nevibolol.



How to use ACEI’s correctly, specially in the 
elderly:

• All ACEI’s, except for trandolapril and fosinopril are 
dyalizable, so dose it after dyalisis as 50% will be loss by 
dyalisis.

• All ACEI’s, except for trandolapril and fosinopril, are BID 
drugs if GFR is > 60 ml/min.

• If GFR < 60 ml/min use it QD.



How to use ARB’s correctly

• All ARB’s are not dyalizable.

• If GFR is > 60 ml/min losartan and valsartan are BID drugs, all 
other are QD.

• If GFR < 60 ml/min use all QD.



How to use diuretics in DM HTN w and w/o 
DKD, specially in the elderly:

• Increase sugar (thiazides), so increase MONITORING.

• About 2 liters of fluid/day specially if using SGLT2i.

• Older people : HCTZ as it is short acting and safer than chlorthalidone. 
Indapamide is long acting and safer than chlorthalidone in elderly as it came in 
lower doses.

• Adjust doses if using SGLT2i, mostly in lower GFR and advanced age.

• Ck K if on MRA, ARB or ACEI and SGLT2i in combination (USED IN HF). Remember 
EMPA-REG, CANVAS, DECLARE and DAPA-HF when consider SGLT2i in HF.

• If GFR < 30 ml/min and for symptomatic reHF and peHF consider loop.

• Remember that MRA is the best 4th drug after r/o 2ry causes of HTN. But careful 
in CKD (no start GFR < 30 ml/min, K > 5) (GFR < 45 mL/min and K > 4.5 predicts 
hyperkalemia, if used start spiro 12.5 QD, progress to 25 QD and 25 mg BID if 
needed)



Case 5
• 66 y/o hispanic F

• T2D x 20 years

• HTN x 25 years

• CAD, s/p CABG, systolic CHF w EF 25%

• Has DKD:
• Cr 1.5; GFR 36 ml/min. Prot to creat ratio 0.9g/g creat (mostly albumin)
• On carvedilol 25 mg bid: HR 65 BP 145/90
• On max dose irbesartan and amlodipine

• BP CONTROL ??  < 130/80 if obtained w/o side effects of 
therapy

• Would you consider SGLT2i??





Study Design

Participants continued treatment if eGFR was <30 mL/min/1.73 m2 until chronic dialysis was 
initiated or kidney transplant occurred. 

Key inclusion criteria
• ≥30 years of age 
• T2DM and HbA1c 6.5% to 12.0%
• eGFR 30 to 90 mL/min/1.73 m2

• UACR 300 to 5000 mg/g
• Stable max tolerated labelled dose of

ACEi or ARB for ≥4 weeks

Key exclusion criteria
• Other kidney diseases, dialysis, or kidney transplant
• Dual ACEi and ARB; direct renin inhibitor; MRA
• Serum K+ >5.5 mmol/L
• CV events within 12 weeks of screening 
• NYHA class IV heart failure
• Diabetic ketoacidosis or T1DM

2-week placebo run-in

Placebo

Canagliflozin 100 mg 

R
Double-blind 

randomization
(1:1)

Follow-up at Weeks 3, 13, and 26 (F2F) 
then every 13 weeks (alternating phone/F2F)

Jardine MJ, et al. Am J Nephrol. 2017;46(6):462-472.



Demographics and Disease History

Canagliflozin
(n = 2202)

Placebo
(n = 2199)

Total
(N = 4401)

Mean age, years 63 63 63

Female, % 35 33 34

Mean duration of diabetes, years 16 16 16

Hypertension, % 97 97 97

Heart failure (NYHA I-III), % 15 15 15

CV disease, % 51 50 50

Prior amputation, % 5 5 5



Primary Outcome:
ESKD, Doubling of Serum Creatinine, or Renal or CV Death
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Primary Outcome: Demographic and Risk Factor Subgroups 

Hazard ratio 
(95% CI)

Interaction
P value

Sex 0.84

Male 0.69 (0.56–0.84)

Female 0.71 (0.54–0.95)

Age 0.83

<65 years 0.64 (0.51–0.79)

≥65 years 0.77 (0.60–1.00)

Baseline BMI 0.26

<30 kg/m2 0.71 (0.56–0.89)

≥30 kg/m2 0.68 (0.54–0.86)

Baseline HbA1c 0.22

<8% 0.77 (0.61–0.99)

≥8% 0.63 (0.51–0.79)

Systolic BP 0.61

≤Median 0.67 (0.52–0.85)

>Median 0.72 (0.58–0.90)

Favors Canagliflozin Favors Placebo

0.25 0.5 1.0 2.0



Case 5
• 66 y/o hispanic F

• T2D x 20 years

• HTN x 25 years

• CAD, s/p CABG, systolic CHF w EF 25%

• Has DKD:
• Cr 1.5; GFR 36 ml/min. Prot to creat ratio 

0.9g/g creat (mostly albumin)
• On carvedilol 25 mg bid: HR 65 BP 145/90
• On max dose irbesartan and amlodipine

Would you consider SGLT2i??
• Can be considered based on 

proven CV, renal and HHF benefits 
as patients > 65 y/o were  
included in these trials. 

• Cost and safety in the elderly are 
barriers.

• If used, close monitoring of BP, 
GFR, elyte disturbance, weight 
and concomitant antihypertensive 
and antidiabetic agents.

• Hypoglycemia not much an issue if 
no insulin or SU and with GFR < 45 
ml/min as glucose lowering 
efficacy of SGLT2i is compromised 
with decreased GFR.



Conclusions

• The diabetic elderly population has increased as cardiovascular 
mortality and other complications has decreased with better 
management strategies.

• Glycemic control should be individualized with emphasis in lowering 
A1C to decrease diabetes related complications but avoiding the 
complications of therapy, specially hypoglycemia. Comorbidities and 
cognitive status of the older diabetic patient are highly emphasized in 
current recommendations for classification between good, 
intermediate and poor health for A1C target recommendations.



Conclusions
• Therapeutic options for the older adult with diabetes occasionally is 

limited due to comorbidities and complications associated with the 
aging process: renal insufficiency, liver disease, cognitive dysfunction, 
visual impairment, economic issues, social and family support, among 
others.

• Dyslipidemia, hypertension and other commonly associated 
conditions of diabetes should be managed individually considering 
the risks and benefits of different therapeutic strategies.

• The application of recently approved cardiorenal benefits of some 
antidiabetic agents should also be considered cautiously in the older 
adult with diabetes to get it’s maximum benefit but avoiding risks.



After knowing this information:

• I am not worried any more to 
develop diabetes and  get older.

• If those who will take care of me 
follow these recommendations 
and individualize my care, I will 
live longer.



THANK YOU and MERRY CHRISTMAS


