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Patient Case: The older adult with diabetes

83 yo male with > 25 yr history T2D
Seen following a severe hypoglycemia event 3 months earlier
prompting DC of glimepiride
He stopped taking Lantus 8 units at HS due to AM hypoglycemia
DM complications: neuropathy, retinopathy, TIA
PMH: HTN, OSA, RBBB
DM Rx at presentation:
Metformin XR 1000 mg in AM, 500 mg in PM
Insulin: Novolog 6 units acb and acs
Home BG: 198-304 No recent hypoglycemia events
PE: BP 121/81 BMI 26 kg/m?
Venous stasis changes both LE Decreased DP/PT
Wide based gait
Absent AJ, Vibration absent, proprioception/ MF decreased

Patient Case: The older adult with diabetes

Labs: Alc 7.9% Creat 0.94 LDL 65

He was concerned about the elevated BG levels as he is concerned
about his neuropathic symptoms
Recommendations made at time of OV:
Resume Lantus 8 units SQ and move dosing to AM
Novolog instructions before meals:
For BG <150
For BG 150-200
For BG 200-250
For BG >250

No Novolog

2 units Novolog
4 units Novolog
5 units Novolog

Use of glucagon discussed but not prescribed — pt lives with his wife who has
dementia

Rx given for glucose gel along with instructions for use

B12 supplementation recommended
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Pharmacokinetics of Glargine U100 vs. U300 Patient Case: Alc over time
.
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Patient Case: The older adult with diabetes

Summary
é\\:cj::: Time In Range Cue(uh{mem gt:::ﬂig OV January 2020
Variation (sD)
& He is now 88 yrs old
177t 43 258. 456 Y
" W Creatinine 1.9 mg/dl eGFR 31 ml/min
S Current medications:
om0 mo L0. Tresiba 7 units in AM Novolog 2 units with bkfst

“Reforence ranges caculate o popuaton withutdabetes Aspirin EC81 mg  Avodart

Ambulatory Glucose Profile

Curvesplots represent gloss frequency distibutons by tims regardess of date MetFORMIN 500 mg BID  Losartan 50 mg
- Lasix 40 mg BID Coreg 12.5 mg bid
- e He and his family member decide against adding and SGLT2i
W W?Sk following discussion of risks and benefits
T . 2 days later he is started on empagliflozin 10 mg once a day by
e S _J another physician

2 weeks later... Creatinine 2.04 eGFR 28 ml/min




2/24/20

For discussion

What level of glycemic control is recommended for this
particular patient?

Is this patient truly a candidate for an SGLT2i?

Would a Glucagon like peptide receptor agonist be a better
choice?

What about metformin?

Is it reasonable to use a continuous glucose monitoring device
in an 88 year old patient with diabetes?

What other questions are there?

CLINICAL PRACTICE GUIDELINE

Treatment of Diabetes in Older Adults: An Endocrine
Society* Clinical Practice Guideline

Derek LeRoith,” Geert Jan Biessels,? Susan S. Braithwaite,** Felipe F. Casanueva,®
Boris Draznin,® Jeffrey B. Halter,”® Irl B. Hirsch,® Marie E. McDonnell,'
Mark E. Molitch,"" M. Hassan Murad,' and Alan J. Sinclair'®

J Clin Endocrinol Metab May 2019 1104(5):1-55

Framework for Considering Health and Patient Values
in Determining Clinical Targets in Adults Aged 265y

Overall Health Category

Group 1: Group 2: Group 3:
Good Health Intermediate Health Poor Health

Any one of the following:
3 or more non-diabetes

Nocomoraties | chroncinesses’ | JCCCR oy
12 l\oﬂ'dm:’cws chronic. Any one of the following: Moderate to
Wnesses” | i cogpitueimpaiment | %0eredamenta
No ADL impairments | © ey dementia 22 ADL
Patient charactersts | and <1 IADL impairment oL impaiments
impaimments

Residence in a long-term
nursing faciity

Reasonable glucose target ranges and HbA1c by group

‘Shared decision-making: individualized goal may be lower or higher

Fasting: 90-130 mg/dL | Fasting: 90-150 mg/dL | Fasting: 100-180 mg/dL
No | Bedtime: 90-150 mg/dL | Bedtime: 100-180 mg/aL. | Bedtime: 110-200 mg/dL.

Use of drugs

that may cause <7.5% <8% <85%"

(e.g., insulin,

sulfonylurea, Fasting: 90-150 mg/dL | Fasting: 100-150 mg/dL | Fasting: 100-180 mg/dL
glinides) Yest | Bedtime: 100-180 mg/dL | Bedtime: 150-180 mg/L | Bedtime: 150-250 mg/dL

27.0and <7.5% 27.5and <8.0% 28.0 and <8.5%"

LeRoith D et al J Clin Endocrinol Metab 104:1520, 2019

Factors contributing to health status is older adults:

Instrumental Activities of Daily Living (ADL)

Ability to use the telephone
Shopping

Doing housework

Doing laundry

Preparing meals

Driving

Taking medications
Managing money

Comorbidities

Arthritis, HTN

Cancer, MI, CVA

Chronic heart failure

Chronic kidney disease (CKD)
COPD

Falls

Urinary incontinence
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Treatment of Diabetes in Older Adults: An Endocrine
Society* Clinical Practice Guideline

Setting glycemic targets and goals

4.1 In patients aged 65 years and older with diabetes,
we recommend that outpatient diabetes regimens
be designed specifically to minimize hypoglycemia.
(11D DO)

Technical remark:

Although evidence for specific targets is lacking,
glycemic targets should be tailored to overall
health and management strategies (e.g. whether a
medication that can cause hypoglycemia is used)

LeRoith D et al J Clin Endocrinol Metab 104:1520, 2019

ADA SOC 2018 Older Adults

HYPOGLYCEMIA
Recommendation
Hypoglycemia should be avoided in older adults with diabetes. It

should be assessed and managed by adjusting glycemic targets and

pharmacologic interventions. B

B Supportive evidence from well-conducted cohort studies
« Evidence from a well-conducted prospective cohort study or registry
+ Evidence from a well-conducted meta-analysis of cohort studies

Supportive evidence from a well-conducted case-control study

Pharmacologic agents for treatment of type 2
diabetes

* Biguanides: Metformin
* Incretins
Dipeptidyl peptidase IV inhibitors (DPP-IV)
Glucagon like peptide 1 receptor agonists (GLP1RA)
* Insulin secretogogues: Sulfonylureas, meglitinides
* Sodium glucose cotransporter 2 inhibitors (SGLT2i)
* Alpha glucosidase inhibitors
* Thiazolidinediones (TZD)
« Other agents (Bile acid sequestrants, bromocriptine)
e Amylin agonists
* Insulin

GLUCOSE-LOWERING MEDICATION IN TYPE 2 DIABETES: OVERALL APPROACH

FIRST-LINE THERAPY IS METFORMIN AND COMPRENENSIVE LIFESTYLE (INCLUDING WEIGHT MANAGEMENT AND PHYSICAL ACTIVITY)
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Glucose lowering medications for patients
with Type 2 Diabetes and ASCVD or CKD

|A1C above goal on metformin / intolerance to metformin |

4
e B l,.., 5
PREFERABLY ‘

‘ SGLT2i with evidence of reducing HF and/or CKD

progression in CVOTS f eGFR adequate’

] SoLTZ withproven
GLP-1 RA with proven VD benefit if
CVD benefit C6FR adequate!
11 S6L12i ot toleratd o cotaindicted or if ¢GFRless
than adequate’ add GLP-1 RA with proven CVD benefit'*
( 11 Hb, above arget ) ( 1£Hb, above target )
T )

| Consider adding another class with demonstrated CV safety |

Davies MJ et al. Diabetes Care 41:2669, 2018

Completed and Ongoing Cardiovascular
Outcomes Trials

American
A Diabetes
- Association.

Cefalu WT et al. Diabetes Care 2018;41:14-31

FDA approves Jardiance to reduce
cardiovascular death in adults with type 2
diabetes
U.S. FDA Approves INVOKANA® (canagliflozin) to Reduce the

B Risk of Heart Attack, Stroke or Cardiovascular Death in Adults
with Type 2 Diabetes and Established Cardiovascular Disease

—
[J FDA Approves Dapaglifiozin to Cut Risk of
Hospitalization for Heart Failure in Type 2

B piabetes

Disease

The US Food and Drug Administration (FDA) has approved canaglifozin
1 - rsening

of kidney function, cardiovascular death, and heart falure hospitalization, in
adults with type 2 diabetes and diabetic kidney dise:

FDA OKs Canagliflozin to Curtail Diabetic Kidney

Sodium glucose cotransporter 2 (SGLT2)Inhibitors
Cana- Dapa- Empa- Ertugliflozin
Mechanism of action

Glomerulus Proximal Convoluted Tubule

Distal

Ir
Early

& Glucose .scur,z & SGLT-2inhibitor msaum
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Sodium Glucose Transporter Inhibitors (SGLT2i)

Efficacy
Risk for hypoglycemia

Weight

Side effects

Cost

dapagliflozin , canagliflozin, empagliflozin, ertugliflozin
Intermediate (Reduce A1C by ~ 0.8-1.0%)

Do not cause hypoglycemia when used alone or in combination
with metformin

Weight loss

Genito-urinary infections

Dehydration

Amputations (canagliflozin)

Fracture risk (canagliflozin)

AKI

High

2015
Empagliflozin, Cardiovascular Outcomes, and
Mortality in Type 2 Diabetes

7070 subjects with T2D at high risk for CVD
Randomized to Placebo, Study Drug 10 or 25 mg for ~ 3.1 years
Mean age of subjects ~63 = 9 years
Mean BMI ~30 =+ 5 kg/m?

—a—Placebo  —e—Empagiflozin10mg  —e= Empaglifozin 25 mg.

Changes in HbA1c

L} N —

Adjusted Mean Glycated Hemoglobin (%)

65
L A s oo e S
0 12 28 40 52 6 S0 sS4 108 12 16 150 e 178 12 206
Week
No. at Risk
Placebo 2294 2272 2188 2133 2113 2063 2008 1967 1741 1456 1241 1109 962 705 420 151
2 mg 2296 2272 2218 2150 2155 2108 2072 2058 1805 1520 1297 1164 1006 749 488 170

mg 2296 2280 2212 2152 2150 2115 2080 2044 1842 1560 1327 1190 1043 795 498 195

373(22):2117-2128 2015

Cardiovascular Outcomes and Death

A Primary Outcome
2.

CVD death, nonfatal Mi or CVA ¥

B Death from Cardiovascular Causes. K
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Zinman B et al. N Engl J Med 2015;373:2117-2128 e NEW ENGLAND
of ME

Empagliflozin and Progression of Kidney Disease
in Type 2 Diabetes

A Incidentor Worsening Nephropathy o B Post Hoc RenalComposte Outcome
10 1o
. P
s0]  Hazard o, 061 955 €1,053-0.70) P
£ o Pom JO Hazad ato, 054 95% C,040-075)
2g « i w
£2 o 33 «f
§° 30 g:; 304 > Empagifozin
3 £° -
—— 5 o 2 18 24 %0 % 4 4
10 — 3 o
o — .
3 ) o F m B ou 0 s @ a
Month Month
No.at Risk
o s e wn 2m 1w w9 2% Empugifosin 4665 4500 477 Q4 7 NS 20 W6 360
W6 16 10 1 106 & s 105 Bn 7 e 00 LN G 105 60 e

Primary outcomes:

Progression to macroalbuminuria, doubling serum creatinine, renal replacement therapy,
renal death

12.7 with empagliflozin vs. 18.8% with placebo (HR 0.61 95% CI: 0.53-0.70)

The NGLA
JOURNAL of ME.

Wanner Cet al. 375:323 2016
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CANagliflozin cardioVascular Assessment Study

CVD and Renal Outcomes with Canagliflozin

Prlma ry MACE 0utcome A wawlih:;wni’vﬂ-mhl\wq‘ s o B D(mhf'v:;o‘m(zuw N .
CV Death, Nonfatal Myocardial Infarction or Nonfatal Stroke = : - i
i . » i
_. 201 Hazard ratio 0.86 (95% CI, 0.75-0.97) EI s :
& 18 P <0.0001 for noninferiority i TR LT T P » T e
g 164 P= 0.0158 for superiority ,n I
c 6 52 78 104 130 156 132 208 24 260 286 312 B 26 52 78 104 130 156 152 08 24 260 26 312 B
g 144 N = 10,142 participants with T2D Weeks since andomizaton Weeks snce Randomiaton
¢ 12 and high CV risk B o m e woemene s man | BT oy o e v v e e
S 1ol [y —e—. > o *
-‘é 8 ': Hazud raio, 073 85% CL067-079) 3¢ ‘:‘; ’E Hazard raio, 0,60 35% €1, 047-0.77)
g w 0 I3
) 6 H , §
£ ia “ i
] 4] J— F Pacebs s :
=] Placebo i s « ¥ TR T TRy e
g 24 — Canagliflozi ix —— =
o gliflozin ix . m
o B . o
T T T T T T
o I I I } T : S TR T L
Years since randomization Rocsa™ 19 3173 350 2700 1090 w7 7t w2 a6 s s s 03 47 sty a7 st s 70 1370 128 330 120 18 130 10 230
Neal B et al. N Engl J Med ;377:644-657, 2017 Neal B et al. N Engl J Med ;377:644-657, 2017
I I

Dapagliflozin and Cardiovascular Outcomes
in Type 2 Diabetes

CV Death or Hospitalization for HF % T Major Adverse CV Events
1007 69 Hazard ratio, 0.83 (95% CI, 0.73-0.95) 1009107 Hazard ratio, 0.93 (95% CI, 0.84-1.03)
% P=0.005 for superiorit 4 904 9+ P=0.17 for superiorit
= B PO placebo, . s PO Blacebo
g w > £ sf & pr
g 4 X ~ 1
g 17% reducti n// gl £ 7°1 & 7% reduction
$ 0q 3 Dapaglifozin g of s
2 os0f < g
2w £ w0
3 i ! LIRS
5 nq © § | o
lo] O 180 360 50 720 900 1080 1260 1440 o] 0 180 360 540 720 900 1080 1260 1440
i e mmmm
0 180 360 540 720 900 1080 1260 1440 0 180 360 540 720 500 1080 1260 1440
Days Days
No. at Risk No. at Risk
Placebo 8578 8485 8387 8259 8127 8003 7880 7367 5362 | Placebo 8578 8433 8281 8129 7969 7805 7649 7137 5158
Dapagliflozin 8582 8517 8415 8322 8224 8110 7970 7497 5445 | Dapaglfiozin 8582 8466 8303 8166 8017 7873 7708 7237 5225

MACE defined as CV death, M, or ischemic stroke

Wiviott SD et al. N Engl J Med 2019;380:347-357

Not all SGLT2 inhibitors
are the same

2099
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Summary: Diabetes CVOT with SGLT2i

cvD All Cause Nonfatal Nonfatal Renal
Death Mortality Mi CVA Outcomes

Empagliflozin 38% 32% NSD NSD 39%
(EMPA-REG) u u u
Canagliflozin uZO% NSD NSD u 40%
(CANVAS,
CREDENCE)
Dapagliflozin NSD NSD NSD NSD u 24%
(DECLARE)
Ertugliflozin
(VERTIS-CV) In progress

All SGLT2i agents were associated with significant
reductions in hospitalizations for heart failure, weight, BP
and a composite of renal outcomes

CVOT with SGLT2i
Relevance to Older Adults with Type 2 DM

Age (y) % Subjects>  HRfor Primary HR for CVD
age 75 Outcome Age 265 Death Age 265

Empagliflozin 63+8.6 9% 0.71(0.5-0.87)  0.54 (0.4-0.73)
(EMPA-REG)
Empagliflozin 67+8 0.61 (0.53-0.7)

(EMPA-REG Outcome)

Canagliflozin

(CANVAS, 63+8 0.8 (0.67-0.95)
CREDENCE) 63+9 0.77 (0.6-1.0)
Dapagliflozin 64+7 6.4% P=NS
(DECLARE)

Dapagliflozin in Patients with Heart Failure
and Reduced Ejection Fraction

4744 patients with and without DM with NYHA class II-IV HF and EF < 40%

— o

McMurray JJV et al. N Engl J Med September 2019

Sodium Glucose Transporter (SGLT) 2 Inhibitors

Disadvantages:
v" Increase in risk for “euglycemic DKA”
v" High risk for volume depletion, hypotension, and dehydration

v" Use carefully in the elderly or those receiving diuretics

<

Contraindicated in advanced kidney disease (€GFR<30 ml/min)
~ Glycemic benefit declines with eGFR < 60 ml/min

v' Increase in fracture risk observed with canagliflozin

v' Increase risk of amputations observed with canagliflozin

v' Postmarketing reports of acute kidney injury (cana, dapa)

v' Personal note: Use with caution in men with prostatic hyperplasia

v’ Cost!




ORIGINAL RESEARCH Annals of Internal Medicine

Fournier Gangrene Associated With Sodium-Glucose
Cotransporter-2 Inhibitors June 4, 2019

A Review of Spontaneous Postmarketing Cases

Susan J. Bersoff-Matcha, MD; Christine Chamberlain, PharmD, CDE; Christian Cao, MPAS, PA-C; Cindy Kortepeter, PharmD;
and William H. Chong, MD

FDA Adverse Event Reporting System (FAERS) database
Report of 55 cases of patients receiving SGLT2i from 5 days — 49 months
Age 33-87: 39 men / 16 women
Comparator: FDA reports 19 cases associated with other DM agents 1984-2019:
* 8 treated with metformin
* 8 treated with insulin
* 2 treated with sitagliptin + metformin

* 1 treated with dulaglutide

2/24/20

Avoid use of SGLT2i in the following conditions

* Type 1 diabetes

* eGFR <45 ml/min/1.73m?2 (<60 ml/min/1.73m?2 for ertu)
* Frequent bacterial UTI or genitourinary yeast infections.
* Low bone mineral density

* High risk for fracture and falls.

* Foot ulceration (e.g. neuropathy, foot deformity, vascular
disease, and/or history of previous foot ulceration

* Factors predisposing to DKA (e.g. ketosis-prone T2D, pancreatic
insufficiency, drug or alcohol addiction)

UPMC s

https://; todat dium-glucose-c D 2-inhibit

Patient Case: The older adult with diabetes

February 2020
2 weeks later... Creatinine 2.04 eGFR 28 ml/min

Actions taken:
Metformin discontinued for CKD Stage 4

Recommendation made to stop Jardiance

Patient Case: The older adult with diabetes

Would a GLP1-RA be a better
choice for this
patient?
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Incretin Therapy: GLP1 RA and DPP4i

Vomiting
Diarthoea
Nausea
Abdominal pain

Appetite
Food intake

Weight loss

Increasnig plasma GLP-1 concentrations

| Gastiicemptying

P N

T T 1
GLP-1effects GLP-1during GLP-1during
treatment with treatment with
DPP-4inhibitors ~ GLP-1analogues

-»4 Insulin secretion ’
» | Glucagon secetion Plasma glucose

Dipeptidyl Peptidase IV Inhibitors

Sitagliptin / Saxagliptin / Alogliptin / Linagliptin

Efficacy Intermediate (Reduce A1C by ~ 0.8-1.0%)
Risk for hypoglycemia Low

Weight Weight neutral

Side effects Infrequent

Increase in nasopharyngitis/URI/UTI

Headache, myalgias / arthralgias

Rarely LFT elevations

Case reports of acute pancreatitis.

Rare case reports severe hypersensitivity reactions with
anaphylaxis, angioedema, exfoliative skin conditions

Cost High
CVOT with DPP4i consistently neutral
Increase in hospitalizations for HF with saxagliptin and alogliptin

Renal dosing for all DPP4i except linagliptin

Glucagon Like Peptide 1 (GLP1) Receptor Agonists

exenatide, liraglutide, albiglutide, dulaglutide, lixesenatide,

semaglutide
Efficacy High - Reduces A1c by 0.7-1.1%
Risk for hypoglycemia Low
Weight Weight loss
Side effects Gastrointestinal (nausea, vomiting)

Post-marketing reports of pancreatitis and acute renal failure
Cost High
Reductions in CVD and renal outcomes with GLP1RA are
similar in older and younger patient populations

Nausea occurs in up to 50% of study participants receiving
study drug.

Costs are high with these agents

Liraglutide and CV Outcomes in T2DM

N =9340 A Primary Outcome %
81% of subjects with prior CVD 1009 207 Hazard ratio, 087 (95% C1,078-0.97) o
Followed for 3.8 years P TS Rovysrlvivibd
Primary outcome £ 0] 1 Uraglutide
CVD death, nonfatal Ml and CVA -g &0- . /

Subgroup analysis:
Age < 60 (n = 2321) HR for primary outcome 0.78 (0.62-0.97) ____
Age =60 (n =7019) HR for primary outcome 0.9 (0.79-1.02) ——

48 54

-
48 54

Marso SP et al. N Engl J Med 2016;375:311-322

10
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Semaglutide and Cardiovascular Outcomes in
Patients with Type 2 Diabetes

N = 3297 (mean age 65)
83% of subjects with prior CVD, CKD or both
Followed for 2.1 years
Weekly GLP-1RA

A Glycated Hemoglobin
907

Placebo, 10 mg.

Placebo, 05 mg.

Semaglutide, 05 g,

65

Mean Glycated Hemoglobin (%)

0 5 16 30 4 5 6 o %2 104
Weeks since Randomization

Mean Glycated Hemoglobin
(mmol/mol)

B Body Weight

Mean Body Weight (kg)

Placebo, 10 mg
—

Placebo, 05 mg

Semaglutide, 0.5 mg

Semaglutide, 10 mg

0 5 16 30 4 % 68 8 92 104

Weeks since Randomization

Marso SP et al. (SUSTAIN-6 Investigators) N Engl J Med 375(19):1834, 2016

Semaglutide and Cardiovascular Outcomes in
Patients with Type 2 Diabetes

A primary Outcome

Wk since Randomization

e s sg e m
T R R

B Nonfatal Myocardial nfrcion
Iy

59 Hazad rati, 074 (555 C1031-108)
2

P,

Waskssince Randomizaton

No.at Risk
Pacbo  l66  l4 s 1w e e 186
Seaglide 168 163 18 1% 1% 10 13

D Death from Cardiovascular Causes

i, 038 (95% 1, 065-1.48)

Patents with Event %)

Waeks since Randomizaton

W e 0 M s
e e e @ s 1w

OURNAL of M

Semaglutide and Microvascular
Complications in Type 2 Diabetes

* Nephropathy

v Rates of new or worsening nephropathy were lower in the
semaglutide groups (3.8 vs. 6.1% of patients)

* Retinopathy

v’ Rates of vitreous hemorrhage, blindness, or conditions
requiring treatment with an intravitreal agent or
photocoagulation were significantly higher with semaglutide
(3.0 vs. 1.8%, HR: 1.76; 95% CI, 1.11 to 2.78; P=0.02)

» Other side effects

v More patients treated with semaglutide discontinued
treatment due to adverse events (mainly Gl) (13 vs. 6.7%)

Marso SP et al. (SUSTAIN-6 Investigators) N Engl J Med 375(19):1834, 2016

ENGLAN

D
ICINE

REWIND: Dulaglutide and CV Outcomes in

Type 2 Diabetes

B G

*
187 — Phccbo

] — Dubude

124

o

6

P

34 HRO88 (95% 1079-099
/‘/ p=0-026 7 )

HR=0.91 (95%C1 0.78-1:06)
peo21

o 1 1 3 & 5%
Numberat isk

Phcsho 4952 4791 4625 4437 475 3575 T2

Dulagutide 4549 4815 4670 4521 4369 3686 741

o 1 1 3 4 5 b

4952 4854 4748 4617 4499 3813 802
4949 4866 4773 4663 4556 3887 807

C D |
187 HRO.96 (95%C1079-116) HR 076 (95%C1 061-0.95)
pr065 0017
15
124
9
6
34 -
——
T 7 1 3 5% HE TR T S I
Numberatrisk

Placebo 4952 4819 4680 4518 4372 3672 766
Dulaglutide 4949 4833 4705 4574 4443 3772 767

4952 4826 4692 4534 4396 3710 777
4949 4847 4736 4606 4476 3796 776

Gerstein HC et al. The Lancet Published:June 09, 2019

11
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Not all GLP1-RA
are the same

2099

Summary Table: CVOT with GLP1RA

CcvD All Cause Nonfatal Renal
Death Mortality CVA Outcomes

Liraglutide u 22% u 15% NSD 22%
(LEADER)

Semaglutide SQ NSD NSD NSD Jl39% u36%
(SUSTAIN)

Semaglutide PO u 51% u49% NSD NSD NR
(PIONEER)

Albiglutide NSD NSD uZS%** NSD NR
(HARMONY)

Dulaglutide NSD NSD NSD 1124% uls%
(REWIND)

**Fatal or nonfatal Ml NSD No significant difference NR  Not reported

All GLP1RA agents were associated with improved Alc,
decreased body weight, and high frequency of nausea

Patient Case: The older adult with diabetes

February 2020
2 weeks later... Creatinine 2.04 eGFR 28 ml/min

Actions taken:
Metformin discontinued for CKD Stage 4

Recommendation made to stop Jardiance

A GLP-RA can be considered
However, the beneficial effect is not primarily on CHF

Patient Case: The older adult with diabetes

What about metformin?
Efficacy Reduces A1c by 1.5-2.0%

Renal Dosing eGFR 2 60 ml/min Max dose 2 - 2.5 G/day
CKD Stage 3A (eGFR 45-60 ml/min) max dose 1.5 G/day

CKD Stage 3B (eGFR 30-45 ml/min) max dose 1 G/day

Risk for Low

hypoglycemia

Weight Neutral / Mild weight loss

Side effects B12 Deficiency (monitor B12 levels periodically)
Gastroi inal (5% of pati )*
Lactic acidosis (rare)

Cost Low

*Can be minimized by using extended release formulations and taking after a meal
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Contraindications:
* Intolerance to metformin
¢ eGFR <30 ml/minute
* Concurrent active or progressive liver disease
* Active alcohol abuse

* Unstable or acute HF with risk of hypoperfusion /
hypoxemia

* PMH of lactic acidosis during metformin therapy

* Decreased tissue perfusion or hemodynamic
instability

For discussion

Is it reasonable to use a
continuous glucose monitoring
device in an 88 year old patient

with diabetes?

Medicare Coverage of
Diabetes Supplies &

Services

CENTERS FOR MEDICARE & MEDICAID SERVICES

Criteria for approval of a CGM Device:

e The patient is receiving > 3 daily insulin injections (MDI) or uses
an insulin infusion pump

* There is documentation of 30 days of home blood glucose
monitoring > 4 times a day

e There is a need for frequent adjustments by the patient on the
basis of therapeutic testing results.

httosi//www.medicare,goy/Pubs/pdf/11022-Medicare-Digbetes-Coverage.pdf (accessed 11-19-2018)

Treatment of Diabetes in Older Adults: An Endocrine
Society* Clinical Practice Guideline

Assessing glycemia in older adults with diabetes

4.2 In patients aged 65 years and older with
diabetes who are treated with insulin, we
recommend frequent fingerstick glucose
monitoring and/or continuous glucose
monitoring (to assess glycemia) in addition
to HbAlc. (1] €00)
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Assess for Barriers
Of Use of Diabetes Technology
-Cogpnitive dysfunction
-Physical disabilities
-Vision impairment
\ -Hearing impairment /
Reassess capacity for use and

usefulness of technology
periodically

-Impact on glucose levels

Identify Patient
Preference

-Perceived as a burden

-Perceived as interference
with lifestyle
._-Financial considerations_

USE OF TECHNOLOGY &
GOALS OF CARE IN OLDER
ADULTS
*Improve glycemic control
*Lower risk of
hypoglycemia
sImprove quality of life

Impact on quality of life

Consider use of technology with

support from caregivers
S Identify appropriate technology
=IO e based on benefits, barriers, and
- Simplified instructions preference

- Ability to call for troubleshooting

Toschi E, Munshi MN. Endo and Metab Clinics. 49:57-67, 2020

WSDM: Wireless Innovation for Seniors with DM

198 subjects with intermediate health status randomized to real time CGM or
masked CGM with conventional BG monitoring
Mean Age 68 56% using CSIl Therapy Mean Alc 7.5%

A Primary Outcome: % of Time < 70 mg/dL

Across Visits
20% sCGM=BGM

15%

10%

5%

w
0%* -
Baseline 8 week 16 week 26 week

Pratley R et al American Diabetes Association Meeting 2019

JAMA Internal Medicine | Original Investigation
Patient Perceptions of Diabetes Guideline Frameworks
for Individualizing Glycemic Targets

838 participants with Type 2 DM Mean Age 74

Figure. Relative Importance of the 7 Factors in Diabetes Treatment Decisions

Relative Importance

Risk of Life Other Established Treatment Diabetes Treatment
o

Adverse Expectancy Health Complications Duration

Effects Conditions

Schoenborn NL et al. 2019

Patient Case: The older adult with diabetes

What level of glycemic control is recommended for this 88 year old
man with insulin treated type 2 diabetes?

Answer: HbAlc 7.5-8.4% (Average ~BG 165-195 mg/dl)
Is this patient truly a candidate for an SGLT2i?

Not at this time based on eGFR < 30 ml/min

Would a GLP1-RA be a better choice?

Reasonable choice if needed for glycemic control

What about metformin?

This was DC’ed once eGFR dropped to <30 ml/min

Is it reasonable to use CGM in this patient?

It makes him and his family more confident about his DM
managment
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Thank you for your attention

Questions?
Comments?
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