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Els ancians amb DM2
presenten major
discapacitat funcional,
mort prematurai
comorbiditats
(depressio,
deteriorament cognitiu,
polimedicacio,...)

Aproximadament 25%

poblacio > 65 anys té
diabetis mellitus i

gairebé la meitat
teé prediabetis

NIDDKD. htips://www.niddk.nih.gov/about-niddk/strategic-plans-reports/diabetes-in-america-3rdedition | ADA Diabetes Care 2022; 45 (Suppl 1)



https://www.niddk.nih.gov/about-niddk/strategic-plans-reports/diabetes-in-america-3rdedition

Apunts en el maneig de la diabetis de 'ancia

« Major risc d’hipoglucemies.
« Major risc de fractures (precaucio amb pioglitazona i iISGLT?2)
« Exercicis de forca i equilibri recomanats 2-3 cops/setmana.

« Esfera psicosocial: cribratge de deteriorament cognitiu | depressio
(minim 12 visita i anualment) | monitoritzar la capacitat cognitiva en la
presa de decisions.

« Cribratge resta de sindromes geriatriqgues: polifarmacia,
Incontinencia orina, caigudes, dolor persistent i fragilitat.

Schwartz AV. JAMA 2011;305:2184-2192 | ADA Diabetes Care 2022; 45 (Suppl 1)



Sarcopeénia/fragilitat i diabetis

| Aging I( )[ Sarcopenia

[ Hormonal factors }e— Visceral obesity *Muscle volume 4
*GH-IGF-1 J v * Muscle strength,
=Sex steroids especially T, [ T P ]‘/
[ B-cell dysfunction|] > T — malnutrition
*insulin secretionJ,
\ 4 -
[ Nutritional factors | T Insulin, OHA
e2 DM ; . I—)
= calorie intakeJ, yp T dietary intake {, Low HhAlc
*dietary proteinJ, \ 2
-vitamin D34, Hyperglycemia Neuropathy ¥
*vitamin B12J, High HbA1lc b‘ Hypoglycemia
[ Oxidative stress | 1 /
[Low grade inflammation)| v
* Albumin, (inflammatory) CvD R'Sks'r
Mortality J /
Frailty

*Weight loss *Exhaustion =Weakness
*Slowness and Reduced physical activity
*Psychosocial disturbance

Yanase T. Endorine Journal 2018,; 65(1):1-11



Prefragilitat i risc d’Insuficiéncia cardiaca

A HFrEF B HFpEF
4 — Robust -~ Prefrail & — Robust =~ Prefrail
(n=2645)  (n=2565) (n=2645)  (n=2565)
4_

Cumulative Incidence of HFrEF (%)
Cumulative Incidence of HFpEF (%)

Times (years) Times (years)
Segar M. J Am Geriatr Soc. 2021;1-12.



Sr. Agustin

Té 86 anys. Era administratiu. Es vidu. Viu sol perd la seva
filla viu a prop i 'ajuda amb les tasques domestiques.

Abans sortia a caminar cada dia durant una hora pero ara
es troba més cansat i ja no surt gairebé de casa.
Antecedents Personals

v FRCV: HTA, dislipémia, DM2 de 14 anys d’evolucio

v |AM cara inferior el 2014

Tractament habitual:
v Metformina 850 mg 1c/12 h
v’ Gliclazida 60 mg/dia
v Hidroclorotiazida 25 mg/dia
v Enalapril 20 mg/dia
v Adiro 100 mg/dia
v Atenolol 50 mg/dia




- Exploracio fisica:
« TA:130/80 mmHg | FC: 64 bpm
« Pes: 72 Kg | Talla: 154 | IMC: 30,4 Kg/m2 | GB: 102 mg/dl.
 FGe: 42 ml/min

« Exploracions complementaries:

I 4
Sr- Ag UStI n « HbA1c: 7,2% | colesterol 225 mg/dl. HDL: 75. LDL: 110 | vit

D:7 ng/ml. Hemograma i coagulacio normal.
« ECG: RS a 64 bpm, Q cara inferior

« Rx torax: hipercifosi dorsal amb signes d’acunyament D6 i
D8

« Tests geriatrics:
« Barthel: 80 (dependéncia lleu)
« Minimental: 26 (sense deteriorament o molt lleu)




Principis generals del tractament DM2 en 'ancia

Pla terapéutic/objectius de control: basats en valoracio integral
(comorbiditats, capacitat funcional i cognitiva, transtorns afectius i
suport social) 2 expectativa de vida total i activa.

2. Presa de decisions compartida amb pacient/cuidador (desigs,
expectatives, preferencies i capacitacio).

3. Obijectiu principal: preservar la capacitat funcional i millorar la
qualitat de vida.

4. Vigilar amb contraindicacions, efectes secundaris i
potencials interaccions dels ADOs.



Valoracio integral de la persona anciana amb DM2

. risc de
) _ depressio |

‘ M d incapacitat ‘M deteriorament
funcional cognitiu

Valoracio clinica Valoracio funcional
Complicacions DM Fisica (ABVD/AIVD)
Audicio Mental (cognicié/anim)
Nutricio Social

Comorbiditats
Polifarmacia (inapropiada)
Adheréncia terapéutica

Wong E, et al. Lancet Diabetes Endocrinol. 2013; 1:106-14 | Sinclair AJ, et al. Lancet Diabetes Endocrinol 2015; 3: 275-85.



Narrative: this pathway acknowiedges thal frailty assessment
should not only be the remil of specialists but should be
available in the community and primary care sellings.

Valoracio de fragilitat en e e et
ancians amb DM2

Patient - related
symptoms / concerns

FALLS

Fenotipus Fried: 3 o més criteris

MOBILITY CHANGE

N . . ~ POST-HOSPITAL DECREASE IN IADL
Pérdua involuntaria de pes (> 4,5 Kg 0 5% en 1 afio) Gl

Sentiment d’esgotament general.

Debilitat (mesurada per forca de prensio)

Velocitat lenta en caminar (basada en una distancia 4,6 m).
Baix nivell d’activitat fisica (homes passejar <2,5h/setm,
dones <2 h/setm).

FATIGUE

GNFARNIES

grama de flujo de la Short Physical Performance Battery (SPPB)

- ‘R B

Eina FRAIL: 3 o0 més criteris

+ (¢(Estroba cansat?
« ¢(Esincapac de pujar un pis d’'escales?
« ¢Té més de 5 malalties?

« ¢Ha perdut més del 5% del seu pes en els darrers 6 s gl 1 I T |
mesos? ! | [ g B b (rontarenior: |
e ol 9 =l - Grip strenglh - Ankle brachial index for I

- 4m Gail Speed PVD
[ N SO = .|

Sinclair AJ, et al. J Frailty Aging 2018 | Guia de buena practica clinica en Geriatria. Fragilidad y nutriciéon en el anciano. 2014: 15-19.



Objectius terapeutics en ancians amb DM2

@

Caracteristiques/estat de

Objectiu raonable de

Glucémia en deju o

Glucémia en anar a

Estat general . . Pressio arterial Lipids
salut HbA1c preprandial dormir
Sa Expectativa de vida més o
Bon estat cognitiiu i funcional. erlloneada <7'715A’ 80-130 mg/dl 80 -180 mg/dl
Escasses complicacions P &
Estatines, excepte
Complex/intermig Expectativa de vida <140/90 mmHg contraindicacié o
Multiples malalties croniques intermitja, alta carrega de intolerancia
Al lERED ORI tractament, vulnerabilitat <8% 90-150 mg/d| 100-180 mg/dl

instrumentals amb AVD o

discapacitat cognitiva de lleu a
moderada

a les hipoglucemies, risc
de caigudes

Molt complex/mala
salut

Atencio a llarg termini. Malalties
croniques en fase terminal, o
deteriorament cognitiu de moderat
a greu o dependéncia per a >2 AVD

LUexpectativa de vida
limitada torna incerts els
beneficis

Evitem la dependencia
de la HbA1c. El control
de la glucemiaiiles
decisions han de basar-
se en evitar
hipoglucemies i
hiperglucemia
simptomatica

100-180 mg/d|

110-200 mg/d|

<150/90 mmHg

Considerar la possibilitat
de beneficis amb |"Us
d’estatines.

Adaptada de ADA Diabetes Care 2022; 45 (Suppl 1) S199




I
Kaplan-Meier survival estimates for All-cause mortality

1.00

Relacio entre HbA1c i

mortalitat en ancians
amb DM2

0.90

0.80

Mortality, CVD, Stroke and Fall in DM

patients
o A \
~ o
d | 1] T T L |
0 1 2 3 4 5
Analysis time (years) @
(14
- 6.5% and below =+ 85-7.4%
- 75-84% v 85-94%
- 905-104% - 10.5-11.4% S
== 11.5% and above i St
HbA1c

Anyanwagu. Age and Ageing 2019; 0: 1-6 | Yanase T. Endorine Journal 2018,; 65(1):1-11



Liberalisation, deintensification, and simplification in
diabetes management: words matter

Liberalisation of goals

Deintensification of therapy

Medication regimen simplification

What the term
suggests

Establish higher glycaemic goals:
higher HbA, or glucose range

Potential candidates Individuals unlikely to benefit
from current glycaemic goals or
likely to be harmed by

hypoglycaemia

Adequate glycaemic control
while minimising potential harm

What it aims to achieve

Establish an individualised serum
glucose range to liberalise goals
when HbA,. is not a reliable test,
such as with anaemia, renal
failure, or after acute illness or
hospitalisation

Practical tips for
implementation

Other common
comorbidities that
might benefit from
a similar approach

Consider liberalising goals for
conditions such as hypertension
or hyperlipidaemia

Strategies based on clinical observations of the authors.

Decrease the burden of therapy

Individuals with difficulty adhering to the current medication
regimen; individuals with side-effects due to polypharmacy;
individuals with functional or cognitive decline; patients receiving
end-of-life care

Improved adherence; decreased side-effects; decreased treatment
burden

Use long-acting formulations to decrease pill count and burden; use
once weekly formulations when available; perform medication
reconciliation at each visit to assess for the appropriateness of all
medications the individual is taking

Consider discontinuing medications used for preventive purposes
when life expectancy is deemed short or the patient prefers to
decrease medication burden (eg, statin therapy for primary
prevention of cardiovascular disease); use once daily medication
formulations for conditions such as hypertension or heart disease

Simplify treatment strategies to match patient’s coping
and management skills

Individuals unable to follow the prescribed complex
regimen leading to errors and wide glucose excursions;
individuals experiencing distress due to the complexity of
their current regimen

Establishing a simplified regimen that the individual or
caregiver can follow consistently

Use long-acting insulin with oral glucose-lowering
medications to avoid the complexity of multiple daily
insulin injections; provide simple dietary recommendations
(eg, avoid large amounts of carbohydrate in one meal);
provide simple exercise tips (eg, walking inside the house
for 5-10 min twice daily)

Avoid administration schedule of prescribed medications
for more than twice daily

Table: Use of strategies to individualise diabetes management in older adults

Munshi M. Lancet Diabetes Endocrinol 2019 https://doi.org/10.1016/ S2213-8587(19)30379-1




80.0%

60.0%

50.0%

40.0%

30.0%

20.0%

10.0%

0.0%

Inappropriate prescription )4 Overtreatment p
Yes No Yes No
n (%) n (%) n (%) n (%)
EOL patients
Yes 41 (75.9%) 13 (24.1%) 0.079 37 (68.5%) 17 (31.5%) <0.001
72.7% 69.7% No 98 (62.8%) 58 (37.2%) 60 (38.5%) 96 (61.5%)
Moderate-severe dementia
Yes 34 (73.9%) 12 (26.1%) 0.210 25 (54.3%) 21 (45.7%) 0.209
No 105 (64.0%) 59 (36.0%) 72 (43.9%) 92 (56.1%)
Medication management
Yes 37 (57.8%) 27 (42.2%) 0.089 19 (29.7%) 45 (70.3%) 0.001
No 102 (69.9%) 44 (30.1%) 78 (53.4%) 68 (46.6%)

IP Type P Type P Type 1P Type
FI1 Fl2 FI3 Fl4

EOL patients end-of-life patients

HIP M Inappropriate drug B Undertreatment M Lack of assessment LI Overtreatment

« Pacients dependents, multimorbids i fragils.

Prescripcio !

= * 69,5% sense automaneig.
Inadecuada en « Baix registre d’hipoglucemies.
pacients fragils

A mesura que augmenta la fragilitat, augmenta la prescripcio inadecuada.

« Cal que ens dirigim cap a mesures de prescripcio centrades en el pacient.

Molist-Brunet N. Aging Clinical and Experimental Research 2019. doi.org/10.1007/s40520-019-01342-z



I Algorisme terapeutic en ancians amb DM2

Farmacos recomendados

Metformina

iDPP4
Insulina

2210k ] Metformina

arGLP1?
iDPP4°

Piog|itazonad
Insulina

¢(Edad > 75 anos?

(,Sltuaclon de fragilidad o dependencia?

- ¢(Demencia moderada o grave?

¢ Insuficiencia renal avanzada?
(FG <30 mL/min)

Farmacos no recomendados [

Sulfonilureas
Glinidas

g Pioglitazona
iISGLT2
arGLP1

Metformina

Sulfonilureas
Glinidas?
Pioglitazona®
ISGLT2
arGLP1

M Sulfonilureas
Glinidas

|

|
|
{
{
|

Objectiu de control HbA1c

Pacient fragil 7,6%-8,5%

Pacient no fragil 7-7,5%
Hiperglucémia<200 mg/dl i

Cures pal-liatives simplificar el tractament

Gomez-Huelgas R, et al. Tratamiento de la diabetes mellitus tipo 2 en el paciente anciano. Rev Clin Esp. 2018.



Legend: In general, all glucose-lowering therapies can be used in frail older adults
with diabetes and the stepped approach can be used successfully; as always,
clinicians must bear in mind the need for sensible glucose largets in those with fraifly,
and use their clinical judgement to decide at the time points for escalation and

Objectius tractament TR T

[ |
e n a nCIa n s DIABETE MELLITUS (MAINLY TYPE 2); AGE 70 years + ;
PHYSICAL FRAILTY; DECREASED SPPB; REDUCED GAIT SPEED

Fragilitat lleu-moderada: Early-moderate

, Severe frailty
frailt

- Pactar objectius glucémics
- Preservar funcio renal

- Evitar hipoglucémies

- Pérdua de pes

- Tolerancia del pacient

Fragilitat greu:

- Reduir els simptomes

- Evitar hipoglucémia

- Evitar hospitalitzacions innecesaries
- Retardar la discapacitat

- SPPB> 6;4MGS
<7.5sec

Adequale protein
intake, vitamin D
supplements, good
hydration status

- Resistance exercise
training

- Medication selection
will be influenced

by the persence of
other factors

- Agreed

- Renal function

- Hypoglycaemia

- Weight loss

- Patient
tolerance

- SPPB < 5:4MGS >
7.6sec

- Simplification of
treatment is the key

- Metformin is not an
option in poor renal
function (eGFR<30
ml/min)

- Diabeles self -
management unlikely -
need for carer inpul

- Risk of volume

depletion and urinary
infection will restrict
SGLT-2 inhibitor use

- Key objeclives:

reduce symptom profile

avoid hypoglycaemia

Postpone disability

Sinclair AJ, et al. J Frailty Aging 2018;7(1):10-20



Fundacion

redGDPS

com 2 DIABETES

ALGORITMO DE TRATAMIENTO
DE LADM2 | redGDPS 2020

3. No asociar iDPM con arGLPY; ni SU con repagiinida

8. Se recomienda desntensificar o SImpificar los
regimenes terapeuticos Compiejos para reduci el
nesgo de hipogihucem, especizimente en pacentes
tratados con nsuling o suifonireas con HDAIC < 6,5%.

r UCOSiaaa; ep! e N
CO-ranspor wycr~<oao Sucosa tpo 2; Met: metiormng; Pio: piogitazons; Repa: repagl rda

scxividad fisica, autocontrol, eqycacy, Yap CONDICIONANTE
CLINICO
PREDOMINANTE"

\J\\Q‘CQT ) CU@[[O

Anadir
Insulina basal

Objetivo personalizado. Reevaluar cada 3 a 6 meses”

Mata Cases M. Diabetes Practica 020;11(02):41-76. Disponible a: www.redgdps.org/algoritmo-de-tratamiento-de-la-dm2-de-la-redgdps-2020



Poblacio DM2 Atencio Primaria a Catalunya

[

redGDPS

T20M TREATMENT ALGORITHM

dGOPS 202

23.2%
PREVAILING
CLINICAL
CONDITION

GLYCAEMIC
CONTROL

35.5%
Individualised goal. Check every 3-6 months

Fig. 1. Prevalence of the clinical conditions in the 2020 RedGDPS (Primary Care Diabetes Study Groups Network) T2D treatment algorithm (percentage of patients). *Data
shown does not include frail patients.

Mata-Cases M. Primary Care Diabetes 2021:588-595



Sra. Carme

Na Carme és i ha estat sempre mestressa de casa. Té 76 anys. Es la cuidadora
principal del seu marit que pateix Alzheimer.

DM2 de 16 anys d'evolucio

HTA i dislipémia de 20 anys d’evolucio

Tractament habitual:
« Dieta mediterrania DASH i exercici fisic
« Metformina 850mg/12h
* |Insulina Glargina 0-0-48 Ul/d
 Insulina rapida 6-4-4Ul
« Lisinopril/HCTZ 20/12,5 mg esmorzant
« Simvastatina 40 mg sopant



Sra. Carme

* Pes 68 Kg i IMC 27 Kg/m®

* HbA1c 7,6% | Glucemia basal 234 mg/dlI

* TA: 138/86 mmHg | FC 82 bpm

* CT 238 mg/dl | c-LDL 118 mg/dl | TG 158 mg/dl
* FGe 48 ml/min/m3

* Cribratge ocular normal.

* ECG sense alteracions.

* Exploracio del peu diabetic normal.



Deteccio hipoglucemia en els ancians

* Els pacients de 75 anys o més,
presenten un risc doble de patir
hipoglucemies greus.

* El risc de demencia augmenta ja en
aquells pacients que tenen un episodi
d’hipoglucemia.

* Predominen els simptomes
neuroglucopenics per sobre dels
autonomics.

Tool Inputs d

* How many times has the patient ever had hypoglycemia-related utilization in an ED (primary diagnosis of hypoglycemia®) or
hospital (principal diagnosis of hypoglycemia?) (0, 1-2, 23 times)?

* How many times has the patient gone to an ED for any reason in the prior 12 months (<2, 22 times)?

* Does the patient use insulin (yes/no)?

» Does the patient use sulfonylurea (yes/no)?

* Does the patient have severe or end-stage kidney disease (CKD stage 4 or 5) (yes/no)?

« |s the patient <77 years old (yes/no)?

Instructions: The 6 inputs above are used to identify one of the mutually exclusive exposure groups and the corresponding risk
category (high, low, or intermediate) for hypoglycemia-related ED or hospital utilization® in the following 12 months. The first 5
options are defined by unique combinations of predictor variables, while the sixth option is indicated only after ruling out the first
5 options.

[] | 23 Prior hypoglycemia-related ED or hospital utilization
High risk (>5%)
[] | 1-2 Prior hypoglycemia-related ED or hospital utilization AND
Insulin user

[C] | No prior hypoglycemia-related ED or hospital utilization AND
No insulin AND
No sulfonylurea use

[[] | No prior hypoglycemia-related ED or hospital utilization AND
No insulin AND
Uses sulfonylurea AND
Age <77 years AND
Does not have severe or end-stage kidney disease

Low risk (<1%)

[] | No prior hypoglycemia-related ED or hospital utilization AND
Uses insulin AND
Age <77 years AND
<2 ED visits in prior year

[T] | All other risk factor combinations Intermediate risk (1%-5%)

Gomez Huelgas R et al. Med Clin 2013;140:134.e1-e12 | JAMA Intern Med 2017(10):1461-1470




Pautes complexes d’insulina

A. Insulina basal: preferiblement al mati

No usar insulina rapida abans d’anar
B. Insulina prandial (objectiu: intentar deprescriure) a dormir.
1. >10 UI: L4 50% la dosi i afegir ADNI. Ajustar insulina prandrial en funcié
del valor pre-ingesta:
2. <10 Ul: STOP insulina i afegir ADNIL. >250: 2Ul, si >350: 4Ul.
C. [Premescles*: usar el 70% de la dosi total al mati] STOP ajustament si no és necessari
diariament.

*No recomenades si esmorzar lleuger, per major risc d’hipoglucéemia.

Us MCG (2022) si multiples injeccions i també si deteriorament cognitiu o limitacions fisiques.

ADNI: antidiabeétic no insulinic. | ADA. Diabetes Care 2022; 45 (Suppl 1) | Farell B. Can Fam Physician 2017;63:832-43 | Khunti K. Lancet Diab Endocrinol 2017.



ADA 2022

* Primer injectable: arGLP1.

arGLP1iiSGLT2 si prevencio
secundaria o alt risc
cardiovascular.

Generalment metformina i MEV
com a primera linia de
tractament.

PHARMACOLOGIC TREATMENT OF HYPERGLYCEMIA IN ADULTS WITH TYPE 2 DIABETES

FIRST-LINE THERAPY depends on comorbidities, patient-centered treatment factors, including cost and access considerations, and

management needs and generally includes metformin and comprehensive lifestyle modification®

ASCVD/INDICATORS OF HIGH RISK, HF, CKDt { NONE |

RECOMMEND INDEPENDENTLY OF BASELINE A1C,

ASCVD/INDICATORS hcorporate agents that provide adequate EFFICACY to achieve and maintain glycemic goals
y V v N .. o _ N
OF HIGH RISK* +CKD _  Migher glycemic efficacy therapy: GLP-1 RA; e (Table 8.2)

*  Consider additional comorbidities, patient-centered treatment factors, and management needs in choice
of therapy, as below:

apuminura
(&G, 9GFR <€D
mlmind'1.73 )

banéfit n ths
popbtion

SGLT2: with primary evidence PROMOTE WEIGHT LOSS
of reducing CKD progression
................ [ Nofow rharset ik of hypeghycares PREFERABLY Awaletle n genenc fomm at lower cost:
pp— LG SOLT2:
SOLT2 weth ervickences of OPP-4, GUA-1 A, LT3, T2D GUA-1 RA with good efficacy for weight kns ® Certan rmulbrs: cormder rauln
g CKD progresson in For SU o basal reuin, consider agents with on avabnlk at the owest acquestion cost
» For patients on @ lorwir vk of Pypogiycama’ .-y
ap-tRaconsewe | | B oReceeeee- A R oo .T20
incorporeing S0LYS GUA-1 RA with prowen CVD ¥ W
with proven CVD - W AIC ABOVE TARGET
1t o0 vie yeres’ banefit’' ¥ SOLTS not solered I F AIC ABOVE TARGET ]
berefi orsa AIC ABOVE TARGET I
- o contrarcicated \L I L
- ¥ ‘L J!
- 3 Ircomonste sodtond agents based
For patients with CKD je.g., #GFR pRe . - Fer patients on a GLP-1 RA, consicer Inconporate acational agents Dised on
<60 MLAVY T3 ) withonst Comorbicition, patient-contered tresbrent incor P .
porating SGLTH and vice varsa CEATErtacilives, (uiier (=Cue ture) et et
Abuminur, moommend Tw o, S murageTont nesds ek T € ey
® | GLA-1 RA not tojenated or indicated, o G SEgeas fe

Sl 10 dexrwssse Corberamsca b o ——
CONg PPl D.q ety

N

Incorporate sccdtoral sgents based on
Comortsdben . paber=Centered reatment
fackors, rd maregement needs

For sl vt Gamasapt @ ceaty Dheet b TR K e ene Wil T ten 29 % weght bae
B B e e ]

L Proven Deveft refers % bitel nawanon see Wtk 8.2)

IFAIC abowe tamget, for patients cn
SOLT2. conmiin Peorponiting &

OLP-1 FA and vice versh 2 Low dose may be Demer iclvated ough Fam et 3 F s Basrg Barwracs rarge axd Anbceng v brgroe Peadt Out o
v well 03 for CVD afects TACTEra! afvrener Tus Dac crrm rena Bracal corsasmestons mgeibes
y A 4 \I' Cnconn ey gonerason SU W lower ssa of Iypoghosna R R e R

L S e T e S B ek et B
Foatnr 10 Sacton 10 Cardonsncify Dhamane wnd Mas Maragareet.

Fnter 10 Section 11 Chore Sy Dimans arvd s Maragmret ov) oo e afon
B Coreater country= 3rd regrormpectic cont of dngn B0l v OFR coteva,

-

4 Fak of mypoghoermsa deglatec | ghwgre L=X00
« Qg Us 100 / determe « NPH rewbe

It A1C remaire abose tamet. conmider treatment Niensfcation based on comarbiities
patiert=centerad treatment factons, and maragement needs

Figure 9.3 —Pharmacologic treatment of hyperglycemia in adults with type 2 diabetes. 2022 ADA Professional Practice Committee (PPC) adaptation of Davies et al. (43) and Buse et al. (44). For appropri-
ate context, see Fig. 4.1. The 2022 ADA PPC adaptation emphasizes incorporation of therapy rather than sequential add-on, which may require adjustment of current therapies. Therapeutic regimen

should be tailored to comorbidities, patient-centered treatment factors, and management needs. ASCVD, atherosclerotic cardiovascular disease; (XD, chronic kidney disease; CVD, cardiovascular dis-

ease; CVOTs, cardiovascular outcomes trials; DPP-4i, dipeptidyl peptidase 4 inhibitor; eGFR, estimated glomerular filtration rate; GLP-1 RA, glucagon-ike peptide 1 receptor agonist; HF, heart fallure;

SGLT2I, sodium~glucose cotransporter 2 inhibitor; SU, sulforwlurea; T2D, type 2 diabetes; T2D, thiazolidinedione.

ADA. Diabetes Care 2022; 45 (Suppl 1)




Placebo DPP-4i GLP-1RA SGLT2i

Benefici Cardiovascular outcomes "
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Glucose-lowering drugs or strategies, atherosclerotic
cardiovascular events, and heart failure in people with or at
risk of type 2 diabetes: an updated systematic review and
meta-analysis of randomised cardiovascular outcome trials

Olivia R Ghosh-Swaby, Shaun G Goodman, Lawrence A Leiter, Alice Cheng, Kim A Connelly, David Fitchett, Peter Jini, Michael E Farkouh, Jacob A Udell

MACE HR IC 95% IC HR IC 95%
Control intensiu 0,90 0,83-0,97 Control intensiu 1,00 0,88-113
Pérdua de pes 0,93 0,79-110 Pérdua de pes 0,80 0,62-1,04
Insulina glargina 1,02 0,94-1.11 Insulina glargina 0,90 0,771,05
Acarbosa 0,95 0,81-1.11 Acarbosa 0,89 0,63-1,24

PPARYy 0,91 0,83-0,99 PPARa - 1,171,65
I-DPP4 1,00 0,93-1,06 I-DPP4 1,07 0,911,27
AR-GLP1 0,88 | 0,82-0,94 AR-GLP1 0,91 0,84-1,00
i-SGLT2 0,88 | 0,82-0,94 i-SGLT2 0,68 0,60-0,76

Ghosh-Swaby O, et al. Lancet Diabetes Endocrinol 2020;8:418-35



ISGLT2 i arGLP1 en ancians?

& FG<15 arGLP1 | FG<30 iSGLT2
baix risc d’hipoglucéemia ! monitoritzar FGe
administracio setmanal mal. intercurrentes

Disminucid pes i PA ! iSGLT2: hipotensid i
Proteccio renal infeccions genitourinaries

Us iSGLT2 i arGLP1

La reduccio d’hipoglucemies, polifarmacia,
resistencia a la insulina i proteccio cardio-
renal en ancians amb DM2:
podria retardar o prevenir el
desenvolupament de fragilitat en aquest
grup vulnerable?

Solymar M, et al. PLOS One 2018;13(11):e0207947



Nous ADOs en
ancians amb DM2

\_

Emmerton D. Hospital Practice 2021. doi.org/10.1080/21548331.2021.1905414
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I Dades en vida real

Primary Care Diabetes 15 (2021) 588-595
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Original research
Evaluation of clinical and antidiabetic treatment characteristics of i)
different sub-groups of patients with type 2 diabetes: Data from a =

Mediterranean population database

Manel Mata-Cases®"¢, Josep Franch-Nadal®"%+ Jordi Real®¢, Bogdan Vlacho®**,
Anton Gomez-Garcia', Didac Mauricio =20

Table 1
Clinical characteristics and antidiabetic treatment for the five studied conditions. N 373.185 personas con DM2
- , — SIDIAP 2016
Variables All Patients™” Obesity Age >75 years Chronic kidney Cardiovascular Heart failure
(IMC> 30 kg/m?) disease disease

N (%) N=373185(100%) N=144592(44.9%) N=138374(37.1%) N=122996 (33.0%) N=86,534(23.2%) N=25925(6.9%)

Antidiabetic treatment

Only lifestyle modification, N (%) 184 153 194 129 14.1 16.7

Non-Insulin antidiabetic drug 37.1 37.0 379 326 33.0 30.2
Monotherapy, %

Non-Insulin antidiabetic drug 23.2 24.1 19.7 23.6 214 154
Combination, %

Insulin monotherapy, % 6.0 5.1 8.5 9.1 104 16.7

Insulin+Non-Insulin antidiabetic drug, 15.3 18.6 145 218 211 21.0
%

Metformin, % 66.3 70.1 584 64.2 639 48.6

Sulfonylureas, % 19.0 19.8 17.8 19.9 18.0 143

Repaglinide, % 49 49 6.7 17 6.5 8.1

DPP4i, % 17.0 17.8 16.1 0. 18.5 17.1

SGLT2i, % 26 40 0.8 26 18

GLP1ra, % 14 29 0.3 1.6 1.4 13

Pioglitazone, % 0.8 1.1 0.6 09 0.7 18

Insulin, % 213 2.7 309 35 377

Mata-Cases M, Prim Care Diabetes. 2021 Jun;15(3):588-595



Tractament de la MRC

. Physical activity
\ p:z,:net : Lifestyle therapy Nitrition
Antiplatelet L ELlEE
therapies
Most
N patients .
& Q Q’ Q Metformin
o 6 ©  First-line
O IR DI Fhowas
inhibitors blockade . . . .
All Reduce dose Discontinue Discontinue
© -\ o patients
Z %
© Blzes - GLP-1 receptor agonist
Glycemic pressure Lipid (preferred)
control control  management
B O Additional drug therapy as ey | nsulin
(st needed for glycemic control Sulion
‘ ylurea TZD
L & ©
Exercise Nutrition Smoking cessation Alpha-glucosidase inhibitor
Diabetes with CKD

Kidney International (2021) 100, S1-S276

SGLT2 inhibitor
% eGFR
<30

Do not initiate

: Dialysis

Discontinue

- Guided by patient preferences,
comorbidities, eGFR, and cost

« Includes patients with eGFR

<30 ml/min per 1.73 m? or
treated with dialysis

« See Figure 20



Antihiperglucemiants:
ajust de dosi segons FGe

Tabla de dosis de hipoglucemiantes segin Filtrado Glomerular. Realizado
segun las fichas técnicas (28/11/2021) por Lépez-Simarro F. @flopezsim

FG >60 60-45 | 45-30 30-15 | <15 DIALISIS

Metformina

Gliclazida®

Glimepirida®

Repaglinida®

Pioglitazona

Sitagliptina 50 mg/dia | 25 mg/dia

Vildagliptina FG<50: 50 mg/24 h

Alogliptina FG<50:12,5 6,25 mg/dia
mg/dia

Saxagliptina 2,5mg/24 h

Linagliptina

Canagliflozina®

Dapagliflozina
Empagliflozina®
Ertugliflozina®
Liraglutida
Dulaglutida
Semaglutida
Exenatida LAR
Lixisenatida
Insulina’

2Contraindicada si insuficiencia renal grave

®FG<40 vigilar dosis por reduccién de aclaramiento

°FG: 45-60: iniciar con 100 mg y continuar con 100 mg. FG:30-45 y cociente albimina/creatinina
>300mg/g, iniciar con 100 mg y continuar con 100 mg. FG<30: no iniciar tratamientos, continuar con 100
mg

9FG: 30-60 iniciar con 10 mg si enfermedad cardiovascular establecida y continuar si estaba en
tratamiento previo. En insuficiencia cardiaca con FG=20: 10 mg, no se recomienda si FG<20.

°FG<60: no iniciar. FG<45: suspender si en tratamiento previo

fFG>50 no precisa ajuste de dosis. FG: 10-50 reducir dosis insulina 25%. FG <10: reducir dosis 50%




Desprescripcio

| fragilitat

Reavaluar el nivell
de fragilitat:
Anualment i

cada 3 mesos
Si existeix
intervencio

Moderately frail

Re-evaluate level of frailty annually and within 3 months of any intervention

HbA1¢c 264 mmol/mol (=8.0%)

HbA1c <568 mmol/mol (<7.5%)

4

¥

SZS:;?;% Pre-existing
stroke/MI|
(BNP 1
measurement)
‘ ‘ Metformin
If eGFR 230 mL/
Consider min/1.73 m?
GLP-1 RA
SGLT-2i as (injectable ‘
appropriate’ semaglutide
or dulaglutide)*
*Providing
anlnistratlon Add DPP-4i
SEeth Add insulin

4

A long-acting basal insulin with
low risk of hypoglycaemia
(e.g. degludec or IGlar U300)

<&

4

HF detected Reduced

or suspected || renal function
(BNP (eGFR <30 mL/

measurement) min/1.73 m?)

, Discontinue !'[ Discontinue

1 pioglitazone ;1 metformin

: and "

y saxagliptin :.

' tinitiate !

,  SGLT-2i 1,

Reduce or
discontinue
SUs and
TZDs

Hypoglycaemia suspected

Remembering adrenergic
symptoms less frequent

No Yes
Reduce insulin| | Switch from
dose in 20% twice-daily
increments NPH or twice-
to maintain daily premix
HbA1cin the insulins to
target range basal insulin
analogue

(e.g., degludec
or IGlar U300),
with a 20%

dose reduction

Strain WD, et al. Diabetes Ther . 2021 Apr 8. doi: 10.1007/s13300-021-01035-9




Severely frail

Re-evaluate level of frailty annually and within 3 months of any intervention

HbA1¢c269 mmol/mol (28.5%)

When becomes severely frail at any HbA1c

HbA1c <58 mmol/mol (<7.5%)

¥ ¥

HF detected
or suspected
(BNP No HF
measurement)
Commence or
continue Add DPP-4i
SGLT-2i as Saxagliptin may
< increase risk of HF
appropriatet
Mitigate risk of
dehydration/infection

A long-acting basal insulin with
low risk of hypoglycaemia
(e.g. degludec or IGlar U300)

""""-',""'---—I,----'---_
Consider 1 : Discontinue 1 : Discontinue
stopping 11 TZDs* | SuUs*
metformin : (substitute : ) -R:sk of

and I, with DPP-4i) 1, ™MPogyeema
GLP-1 RA* : 1 “HF and fracture : 1
(substitute 1) L !

with DPP-4i) :: : .

*Risks of reduced | 1 ; 1
appetite and ! !
weight loss I : i :

Consider
discontinuation of
SGLT-2is
If no evidence of HF, and
with active screening for
HF after stopping, ask
patient to report if weight
climbs >2 kg in 24 hours
or S5kgina week

- e e . - - -

Switch from twice-
daily NPH or
twice-daily premix
insulins to DPP-4i
t basal insulin
analogue (e.g.,
degludec or IGlar
U300), with a 20%
dose reduction

Reduce insulin dose

in 20% increments

to maintain HbA1cin

the target range

Strain WD, et al. Diabetes Ther . 2021 Apr 8. doi: 10.1007/s13300-021-01035-9

m oy L]

Desprescripcio i
fragilitat

Reavaluar el nivell
de fragilitat:
Anualment i

cada 3 mesos
Si existeix
intervencio



Does your elde 65 years of age) patient with type 2 diabetes meet one of the following criteria
( ) - Atriskof hypoglycemla (e.g. due to advancing age, tight glycemic - Expenencmg or at risk of, adverse effects from antihyperglycemic NO
control, multiple comorbidities, drug interactions, hypoglycemia historyor - Uncertainty of clinical benefit (due to: frailty, dementia or limited

unawareness, impaired renal function, or on sulfonylurea or insulin) life-expectancy)
A4
: : \ Continue
- Setindividualized A1C and blood glucose (BG) targets (otherwise - Address potential contributors to hypoglycemia . .
healthy with 10+ years life expectancy, A1C < 7% appropriate; (e.g. not eating, drug interactions such as Antl hypel'g lycem |C(S)
considering advancing age, frailty, comorbidities and time-to-benefit, trimethoprim/sulfamethoxazole and
A1C < 85% and BG < 12mmol/L may be acceptable; at end-of life, sulfonylurea, recent cessation of drugs causing
BG < 15mmol/L may be acceptable) (good practice recommendation) hyperglycemia - see reverse) J—D(Still at risk’r)—»( No )
S
Ly 4 L]
Recomanacié deprescriure <—@
L2 v
r ™
L] L] A Y L] , L] A Y L]
Reduir la dosi o suspendre farmacs amb risc d’hipoglucemia o
| effects (good practice recommendation)
L] A L] ’ L] A L]
Canviar a farmacs amb menor risc d’hipoglucemia
| glargine insulin to reduce nocturnal hypoglycemia; strong recommendation from systematic review and GRADE approach)
L] L] ’ L] L] - ’ - L] LI 4
Reduir la dosi d’antihiperglucemiants d’eliminacio renal
- J
2
i i - - If hypoglycemia continues and/or adverse effects do not resolve:
Monitor daily for 1-2 weeks after each change (TZD - up to 12 weeks} ey e e ]
- For signs of hyperglycemia (excessive thirst or urination, fatigue)
« For signs of hypoglycemia and/or resolution of adverse effects related to antihyperglycemic(s) If symptomatic hyperglycemia or blood glucose exceeds individual target:
Increase frequency of blood glucose monitoring if needed » Retum to previous dose or consider alternate drug with lower risk of
A1C changes may not be seen for several months hypoglycemia

Farrell B, et al. Can Fam Physician 2017;63:832-43



Missatges de maneig de 'ancia amb DM2

Fem la valoracio integral de la persona en el seu context bio-psico-social
actual.

. Prenem les decisions de forma compartida.

Adaptem les necessitats de cures i el maneig clinic a la situacio. Hem de
personalitzar.

Acompanyem en tots els moments d'inflexio. Anticipem-nos.

Preservem la capacitat funcional i millorar la qualitat de vida.

Moltes gracies!!



