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Introduction to Four Veterans



Mr. V
• 81 year old man with type 2 diabetes, Parkinson’s disease, CAD, HTN, dyslipidemia, 

cirrhosis, h/o renal cancer, carotid artery stenosis, TIA, depression, and anxiety
• He is on 12 medications including metformin 2000mg/d and glipizide 5mg BID
• A1c is 6.6% 
• He denies hypoglycemia

Mr. M 
• 69 year old man with type 2 diabetes with advanced microvascular disease, CAD, 

HFrEF, CKD, HTN, dyslipidemia, psoriatic arthritis, PTSD, and depression
• He is on Lantus 42u qhs and Tanzeum 50mg/week
• A1c is 11.8%
• He is not on metformin due to elevated hepatic enzymes and is no longer on 

Novolog because he couldn’t remember to take it consistently



Mr. R
• 83 year old man with type 2 diabetes, HTN, dyslipidemia, low back pain, GERD, 

insomnia, and hearing loss
• He is on metformin 2000mg/d; he stopped taking glipizide due to hypoglycemia
• A1c is 8.1% after stopping glipizide
• He is very active playing golf and participating in other activities

Mr. A
• 83 year old man with type 2 diabetes with retinopathy, CAD, orthostatic 

hypotension, arthritis, and elevated PSA
• He is on 70/30 insulin 38-40u BID
• A1c is 7.4% 
• He has frequent hypoglycemia, especially when he goes for a walk



Background & Epidemiology



Veterans Health Administration

• The Veterans Health Administration (VHA) is 
the largest integrated health care system in 
the United States, providing care at 1,240 
health care facilities, including 170 VA 
Medical Centers and 1,061 outpatient sites 
to over 9 million Veterans enrolled in the VA 
health care program.

https://www.va.gov/health/aboutVHA.asp

• Individuals who served in the active military, naval or air service and are 
separated under any condition other than dishonorable, may qualify for VA 
health care benefits 



Healthy vs. Frail
• Many elderly people are healthy
• Many non-elderly people are frail and have 

medical conditions that put them at 
increased risk of adverse health-related 
outcomes

• Frailty can be thought of as a “pre-disability” 
state that increases the vulnerability of a 
person to have a poorer outcome (disability, 
hospitalization, nursing home placement, or 
death) when exposed to a stressor

JAMDA 2014;15: 853-859

Ed Whitlock, age 85 years



Elderly vs. Frail

Mr. R
• Is 84 years old, so most people would consider him to be elderly
• He is relatively healthy and is very active; he is not frail
• His mother lived to be 102 years old; he may well live another 10 to 

20 years

Mr. M
• Is 69 years old, so most people would not consider him to be elderly
• However, he has several major comorbid conditions and is frail



Profile of Veterans: 2016, 
National Center for Veterans Analysis and Statistics, February 2018 

Approximately 91% of veterans are men



Diabetes Prevalence

Diabetes is more common among:
• Male veterans (22%)
• Veterans with less than 12 years of education (33.5%)
• Veterans with an annual income below 100% of the Federal Poverty Level 

(23.8%)

Age 18 to 65 years Over Age 65 years

All U.S. Adults 12.2% 25.2%

Veterans 20.5% 27%

Preventing Chronic Disease 2017;14(E135):1-5



Prevalence of Key Health Conditions

RAND Health Quarterly 2016;5(4):13



Prevalence of Key Health Conditions

RAND Health Quarterly 2016;5(4):13



Glycemic Control Guidelines



Veterans Health Administration/
Department of Defense

Major Comorbidity or 
Physiologic Age

Microvascular Complications
Absent or Mild Moderate Advanced

Absent
>10-15 years of life expectancy 6.0% – 7.0% 7.0% - 8.0% 7.5% to 8.5%

Present
5-10 years of life expectancy 7.0% - 8.0% 7.5% to 8.5% 7.5% to 8.5%

Marked
<5 years of life expectancy 8.0% - 9.0% 8.0% - 9.0% 8.0% - 9.0%

• Practitioners are encouraged to engage in shared decision-making
VA/DoD Clinical Practice Guideline for the Management 

of Type 2 Diabetes Mellitus in Primary Care , 2017



Other Glycemic Control Guidelines
Author Recommended A1c Target

American Diabetes Association

• <7% for most adults
• Consider <6.5% for those with short duration of diabetes
• Consider 8% for those with limited life expectancy, history of severe hypoglycemia, 

advanced complications, or difficulty achieving a lower A1c

• <7.5% for healthy older adults
• <8.0-8.5% for older adults with multiple coexisting chronic illnesses, cognitive 

impairment, or functional dependence

American Association of Clinical 
Endocrinologists & American 
College of Endocrinology

• <6.5% if it can be achieved in a safe and affordable manner
• Higher targets may be appropriate for certain individuals and may change for a 

given individual over time

American College of Physicians

• 7% to 8% for most patients with type 2 diabetes
• Consider de-intensifying pharmacologic therapy in patients with type 2 diabetes 

who achieve A1c levels less than 6.5%
• Avoid setting an A1c target in patients with a life expectancy less than 10 years

Diabetes Care 2018;41(S):S1-S59; Endocrine Practice 2018; 4(1): 91-120; 
Annals of Internal Medicine 2018;168(8):569-576



The Purpose of Glycemic Guidelines

• Optimize benefits while reducing harms

• Harms of undertreatment include:
• Hyperglycemia
• Increased risk of complications

• Harms of overtreatment include:
• Hypoglycemia
• Possible increased mortality



A1c Upper Limit 

• Upper acceptable limit is usually considered to be 8.5% to 9.0%
• HEDIS (Healthcare Effectiveness Data and Information Set) 

performance measure is <9.0%

• Symptomatic hyperglycemia is common with A1c levels above 8.5% to 
9.0% with symptoms including polyuria, polydipsia, dehydration, 
fatigue, increased risk of infection, and cognitive impairment

JAMA 2016;315(10):1034–1045



Benefits of Tight Glycemic Control

• Decreased risk of microvascular disease
• Slowed progression of early microvascular disease
• Decreased risk of macrovascular disease



Intensive Control & Complications

DCCT – Type 1 UKPDS – Type 2 

Intensive Conventional Intensive Conventional

A1c 7.2% 9.1% 7.0% 7.9%

Results (Intensive vs. Conventional)

Retinopathy 76% risk reduction

25% risk reductionNephropathy 50% risk reduction

Neuropathy 60% risk reduction

Cardiovascular 
Disease No significant difference No significant difference

NEJM 1993;329(14):977-86; Lancet 1998;352:837-53



DCCT & UKPDS Follow-up Studies

• Original studies showed a non-significant reduction in macrovascular 
disease risk thought to be related to:

• Relatively short duration of studies
• Young participant population (DCCT)
• Newly diagnosed diabetes at study entry (UKPDS)

• Researchers continued to monitor original study subjects without 
active intervention to examine macrovascular disease risk and long-
term microvascular disease risk



Intensive Control & Macrovascular Complications

Study
Study 

Duration 
(years)

Baseline Characteristics Post-Intervention A1c Results 
(Intervention vs. Control)

Age
Diabetes
Duration 
(years)

A1c CVD Intervention Control CVD Death

DCCT/EDIC 17 27 5.5 8.9% Excluded 7.2% 9.1% ↓ ↓

UKPDS/
Post-Trial 17 53 <1 7.1% Excluded 7.0% 7.9% ↓ ↓

Steno-2 13 55 6 8.6% 20% known
100% at risk 7.9% 9.0% ↓ ↓

NEJM 1993;329(14):977-86; NEJM 2003;348:383-93; Lancet 1998;352:837-53; 
NEJM 2008;359:1577-89; NEJM 2003;348:383-93



Metabolic Memory
• Despite the loss of a difference in 

A1c between groups after the study 
period, participants who were in 
the intervention groups in the DCCT 
and UKPDS studies continued to 
experience lower risk of micro- and 
macrovascular complications 
compared to those who were in the 
control groups

NEJM 2005;353:2643-53; NEJM 2008;359:1577-89

• This suggests that early intensive glycemic control has a beneficial 
effect even if glycemic control worsens over time 

Diabetes Care 2014;37:9–16



Harms of Tight Glycemic Control

• Increased risk of hypoglycemia
• Treatment burden
• Increased risk of cardiovascular events



DCCT Risk of hypoglycemia was 3 times higher with intensive therapy

VA Cooperative Study Mild to moderate hypoglycemia was more common with intensive 
therapy (16.5 vs 1.5 episodes per patient per year)

UKPDS
Hypoglycemia was significantly more common in subjects on 
intensive therapy, particularly insulin, compared to those on 
conventional therapy

VADT Rate of hypoglycemia was 17.6% in the standard-therapy group and 
24.1% in the intensive-therapy group

ACCORD Annual incidence of hypoglycemia was 3.14% in the intensive 
treatment group and 1.03% in the conventional therapy group

Hypoglycemia & Intensity of Glycemic Control

NEJM 1993;329(14):977-86; Archives of Internal Medicine 1997;157:181-188; 
Lancet 1998;352:837-53; BMJ 2010;340:b5444; NEJM 2009;360:129-39



Risk of Hypoglycemia

Risk of severe hypoglycemia increases with:
• Age 
• Duration of diabetes
• Treatment with insulin 
• Use of multiple medications
• Cognitive impairment 
• Frequent hospitalizations

JAMA 2016;315(10):1034–1045



Hypoglycemia in Older vs. Younger Men 

• Subjects did not have diabetes
• Older men: mean age 65 +/- 1y
• Younger men: mean age 24 +/- 1y 
• Older men began to experience 

symptoms of hypoglycemia at a lower 
blood glucose compared to younger men

• Older men experienced cognitive 
dysfunction related to hypoglycemia at a 
higher blood glucose compared to 
younger men

Diabetes Care 2005;28(12):2948-2961



Treatment Burden

• The perceived burden of diabetes self-care requirements varies from 
person to person

• Typically, the burden is increased with a higher number of prescribed 
medications, use of insulin, and requirement for frequent blood 
glucose monitoring

• Dietary restrictions for glycemic control may be burdensome



Polypharmacy & Burden

Polypharmacy is associated with:
• Increased number of adverse drug 

events, including severe hypoglycemia
• Increased number of drug-drug 

interactions
• Increased interactions with coexisting 

comorbidities

JAMA 2016;315(10): 1034–1045

• Increased cost to the patient
• Decreased likelihood of compliance with the treatment regimen



Intensive Control & Macrovascular Complications

Study
Study 

Duration 
(years)

Baseline Characteristics Post-Intervention A1c Results 
(Intervention vs. Control)

Age
Diabetes
Duration 
(years)

A1c CVD Intervention Control CVD Death

VADT 5.6 60 12 9.4% 40% known 6.9% 8.4% No 
difference

No 
difference

ACCORD 3.5 62 10 8.3% 35% known 6.4% 7.5% No 
difference ↑

ADVANCE 5 66 8 7.5% 32% known 6.5% 7.3% No 
difference

No 
difference

NEJM 2009;360:129-39; BMJ 2010;340:b5444; NEJM 2008;358:2560-72



Macrovascular Disease in Follow Up Studies

Study
Follow Up 
Duration 
(years)

Baseline Characteristics Follow Up A1c Results 
(Intervention vs. Control)

Age
Diabetes
Duration 
(years)

A1c CVD Intervention Control CVD Death

VADT 9.8 60 12 9.4% 40% known Difference of 
0.2% to 0.3% ↓ No 

difference

ACCORD 1.2 62 10 8.3% 35% known 7.3% 7.8% ↓ No 
difference

ADVANCE 5.9 66 8 7.5% 32% known 7.5% 7.5% No 
difference

No 
difference

NEJM 2015;372:2197-206; Lancet 2014;384(9958):1936–1941; NEJM 2014;371:1392-406



VADT: Cardiovascular Disease by CAC Score

• The reduction in incidence of 
CVD events with intensive 
therapy in those with very 
low CAC (0-10) was almost 
90% with an estimated 
number needed to treat with 
intensive therapy to prevent 
one CVD event of 29

• Less benefit was seen at 
higher CAC levels

Diabetes 2009;58:2642–2648



Benefits & Harms of Tight Glycemic Control

Who is most likely to benefit?
• Those with diabetes for a 

shorter duration
• Those with a longer life 

expectancy
• Younger individuals
• Healthier individuals
• Those without cardiovascular 

disease

Who is most likely to be harmed?
• Those with diabetes for a longer 

duration
• Those with a shorter life 

expectancy
• Elderly and/or frail individuals
• Those on insulin
• Those with cardiovascular 

disease



Individualized A1c Target



Approach to the Management of Hyperglycemia

• Most older and/or frail 
individuals will fall on the 
less stringent side of each 
category

• Some older individuals may 
have a longer life expectancy, 
and may benefit from more 
stringent control

• Some individuals may want 
more stringent control

Diabetes Care 2018;41(S):S1-S59



Patient Preferences

• Many older people with diabetes have been told for years that their 
A1c should be under 7%

• Some are comfortable with a higher target
• Some are adamant that the A1c should remain under 7%

• Respect the patients wishes while minimizing risk of harm

• Consider using ranges as recommended by the VHA/DoD Guidelines:
• For example, 7% to 8% rather than under 8%



Mr. A
• 83 year old man with type 2 diabetes with retinopathy, CAD, orthostatic 

hypotension, arthritis, and elevated PSA 
• A1c is 7.4% on 70/30 insulin 38-40u BID with frequent hypoglycemia

• A1c target of 8.0% to 9.0% is appropriate given age and comorbid conditions
• However, Mr. A feels more comfortable with an A1c of 7.0% to 7.5%

• After his regimen was changed to Lantus and Novolog at a lower total daily dose to 
eliminate hypoglycemia, his A1c went up to 8.3% and he was furious: 

• “My A1c has gone to hell” and “I’m going to end up needing dialysis” 

• His regimen was adjusted to a total daily dose of 51u and his A1c dropped to 7.3% 
with no hypoglycemia 

• Mr. A is very happy with his current insulin regimen and A1c



Individualized A1c Target
Mr. A
• 83 year old man with type 2 diabetes with retinopathy, CAD, 

orthostatic hypotension, arthritis, and elevated PSA who desires a 
lower A1c

• Target of 7.5% to 8.0% is appropriate if it can be achieved safely

Mr. V
• 81 year old man with type 2 diabetes, Parkinson’s disease, CAD, HTN, 

dyslipidemia cirrhosis, h/o renal cancer, carotid artery stenosis, TIA, 
HTN, dyslipidemia, depression, anxiety

• Target of 8% to 9% is appropriate 



Individualized A1c Target
Mr. M
• 69yo man with type 2 diabetes with advanced microvascular disease, 

CAD, HFrEF, CKD, HTN, dyslipidemia, psoriatic arthritis, PTSD, and 
depression

• Target of 7.5% to 8.5% is appropriate

Mr. R
• 83yo man with type 2 diabetes, HTN, dyslipidemia, low back pain, 

GERD, insomnia, and hearing loss who is very active and has a FH of 
longevity

• Target of 7% to 8% is appropriate



Treatment



Treatment Considerations

• A1c target
• Current therapy
• Risk of hypoglycemia
• Patient preferences
• Pancreatic function
• Patient limitations

• Co-morbid conditions including 
depression

• Ability to perform ADLs
• Cognitive status
• Dexterity
• Vision



Lifestyle Modification

• Diet
• Adequate nutrition
• Moderate carbohydrate intake and spread carbohydrates throughout the day

• Exercise
• Aerobic
• Strength training
• Especially valuable to prevent and treat frailty



Pharmacotherapy
Medication Class Hypoglycemia Risk Cautions in Elderly and/or Frail Patients

Metformin Low

• GI side effects
• Vitamin B12 deficiency
• Do not use with eGFR <30; do not initiate with eGFR 30-45; reduce dose to 

no more than 1000mg/d with eGFR 30-45 and consider discontinuation
• Caution with hepatic impairment, EtOH use
• Lactic acidosis risk increases with age (still rare)

Sulfonylurea High
• Low durability
• Increased risk of hypoglycemia with renal impairment
• Higher risk of hypoglycemia with missed meals or an irregular meal schedule

Meglitinide Moderate • Frequent dosing required

TZD Low
• Weight gain
• Edema/heart failure
• Bone fractures

DPP4i Low
• Possible pancreatitis risk
• Increased HF hospitalizations  with saxagliptin and maybe alogliptin
• Saxagliptin: limit dose to 2.5mg/d for eGFR<45



Medication Class Hypoglycemia Risk Cautions in Elderly and/or Frail Patients

GLP1-RA Low

• Weight loss
• GI side effects
• Increased HR
• Injectable
• Training requirement
• Possible acute pancreatitis & thyroid tumor risk

SGLT2i Low

• Risk of urinary tract & genital infections
• Polyuria can lead to volume depletion, hypotension, & dizziness
• Transient increase in creatinine
• DKA, UTIs leading to urosepsis, & pyelonephritis

Insulin High

• Injectable
• Training requirement
• Weight gain
• Requires self-monitoring of blood glucose
• Regimen may be complicated

Pharmacotherapy



Pancreatic Function

• Individuals who have had diabetes for 
a longer duration are less likely to 
have significant β-cell function

• Check a stimulated c-peptide to 
assess β-cell function 

• If the stimulated c-peptide is below 
the detection limit of the assay, 
medications with secretagogue
activity will not be effective
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Mr. M

• Prescribed Lantus and Novolog, but was not taking Novolog regularly 
and his A1c was 10.3%

• Novolog was stopped and he was started on Tanzeum 30mg/week

• BGs were in the 200s-300s after starting Tanzeum and his A1c rose to 
11.2%, so the dose was increased to 50mg/week 

• Mr. M’s A1c subsequently rose to 11.8%

• A stimulated c-peptide was checked and was below the detection 
limit of the assay, so he was put back on Novolog



Achieving the A1c Target

When the A1c is below the lower limit of the target range:
• Consider de-intensification of therapy
• Discontinue medications with higher risk of hypoglycemia

• Consider stopping sulfonylureas or meglitinides
• Consider cutting back on or stopping insulin

• Discontinue therapies that add to the burden of diabetes self-management
• Prescribe once daily medications if possible
• Minimize the number of diabetes medications prescribed
• Consider stopping insulin or using a secretagogue rather than meal-based insulin if 

there is evidence of pancreatic β-cell function
• Limit glucose monitoring to a frequency that will guide decision-making

• Continue metformin if tolerated and there are no contraindications



Mr. V

• 81 year old man with type 2 diabetes, Parkinson’s disease, CAD, HTN, 
dyslipidemia, cirrhosis, h/o renal cancer, carotid artery stenosis, TIA, 
depression, and anxiety; he has normal renal function

• A1c is 6.6% on metformin 2000mg/d and glipizide 5mg BID

• A1c target is 8% to 9%

• Glipizide was stopped, but post-prandial BGs rose to the 180s-200s
• Onglyza was added to treat post-prandial hyperglycemia



Achieving the A1c Target

When the current A1c is within the target range:
• Assess for hypo- and hyperglycemia
• Assess for burden of the current regimen

• Prescribe once daily medications if possible 
• Minimize the number of diabetes medications prescribed
• Limit glucose monitoring to a frequency that will guide decision-making

• Consider changing to medications with a lower risk of hypoglycemia 
• Consider switching to a DPP4i or GLP1-RA instead of a sulfonylurea 
• Consider decreasing insulin dose(s) if there is a history of hypoglycemia
• Consider using a DPP4i or GLP1-RA instead of meal-based insulin if there is evidence 

of pancreatic β-cell function 
• Continue metformin if tolerated and there are no contraindications



Achieving the A1c Target

When the A1c is above the upper limit of the target range:
• What is the current regimen?
• Is the patient taking his/her diabetes medications as prescribed?
• How far above the target is the A1c?
• Does the patient have fasting hyperglycemia, post-prandial 

hyperglycemia, or both?
• Is the patient already on insulin?
• If not, is the addition of non-insulin therapy likely to be effective?
• Are there limitations that impact therapeutic options?



Above the A1c Target

• Preserved pancreatic β-cell function
• Consider a medication with secretagogue activity
• Consider a secretagogue with a lower risk of hypoglycemia

• DPP4i – will only lower the A1c about 0.5%
• GLP1-RA – most will lower the A1c about 1.0%

• Loss of pancreatic β-cell function and/or A1c >1.0% above target
• Consider insulin
• Does the patient have adequate cognitive ability and dexterity and good 

enough vision to administer insulin?
• If not, is there a caregiver who can administer insulin?



Medication Compliance

“Drugs don’t work in patients who don’t take them”
C. Everett Koop, MD, U.S. Surgeon General 1982-1989

• Assess for medication compliance
• Ask the patient and/or caregiver about compliance
• Review Rx refill history

• If the patient is not taking medications as prescribed, find out why
• Side effects
• Problems with administration of medication
• Patient beliefs and values
• Cognitive issues



Insulin

• There is high risk of hypoglycemia with insulin use

• Avoid overtreatment with long-acting insulin
• Reassess the regimen if the long-acting insulin dose is >0.5 to 0.7u/kg

• Use extreme caution with pre-mixed insulins
• Make sure that the patient can operate the insulin delivery device

• Use structured blood glucose monitoring to guide insulin dosing



Mr. M

• A1c of 11.8% on Lantus 42u qhs and Tanzeum 50mg/week
• He has insufficient pancreatic function for a GLP1-RA to be effective, 

so he was put back on Novolog

• He reported to the resident physician who saw him in the Diabetes 
Clinic that he “forgets” to take Novolog before meals

• However, he has no cognitive issues and doesn’t forget his other 
medications, so the resident probed a bit more



Mr. M

• After further questioning, Mr. M 
revealed that he was unable to 
use the Novolog pen due to 
arthritis in his hands



Mr. M

• Mr. M was referred to Occupational 
Therapy for assistive devices for 
using his insulin pen and glucose 
meter

• He is now using Novolog regularly 
and he and his wife are very happy 
about his increased independence



Self-Monitoring of Blood Glucose

• Does the patient have adequate dexterity to perform SMBG?
• Does the patient have adequate vision to see the monitor?
• Is the patient able to make treatment decisions based on SMGB data?

• Prescribe structured SMBG that will provide data that will help the 
patient, caregivers, and medical care providers optimize therapy



Self-Monitoring of Blood Glucose

• Mr. M has psoriatic arthritis with severe 
hand deformity and can’t grip the lancing 
device 

• A rubber sleeve on the device allows him to 
grip the device and check his own blood 
glucose 

• Ensure that patients are instructed in proper 
fingerstick technique to reduce discomfort



Structured Blood Glucose Monitoring

• To reduce the burden of diabetes self management, SMBG should be 
prescribed in a way that provides the data necessary to optimize 
therapy to achieve glycemic targets

• When adjusting long-acting insulin, check HS/fasting BG pairs, early 
morning BG, pre-meal BGs, and/or BGs after a missed or delayed 
meal

• When adjusting rapid-acting insulin, check pre/post-meal paired BGs 
looking for highest BGs 1-2 hours after eating



Structured Blood Glucose Monitoring
Date

Glucose (mg/dL)

Time Glu

01/24/2017 06:13 113

01/23/2017 10:47 107

01/21/2017 09:16 113

01/20/2017 09:24 98

01/19/2017 11:13 84

01/18/2017 09:04 126

01/17/2017 10:59 96

01/16/2017 08:57 98

01/14/2017 10:24 209

01/13/2017 09:36 115

01/12/2017 10:36 124

01/11/2017 10:28 80

01/10/2017 10:07 83

Average 111

• 69 year old man with type 2 diabetes
• Checks his fasting BG 6 days/week (takes 

Sundays off)
• What does this data tell you about his 

glycemic control?

• Very little …
• A1c = 8.6%



Structured Blood Glucose Monitoring

Date
Glucose (mg/dL)

Fasting

8/15/2016 103

8/14/2016 117

8/13/2016 104

8/12/2016 88

8/11/2016 89

8/10/2016 121

8/9/2016 101

Average 103

• 76 year old man
• Metformin 500mg BID
• Lantus 15u qHS
• A1c = 7.6%
• What does this data tell you about 

his glycemic control?



Structured Blood Glucose Monitoring

Date
Glucose (mg/dL)

Fasting Bedtime

8/15/2016 103

8/14/2016 117 187

8/13/2016 104 204

8/12/2016 88 139

8/11/2016 89 94

8/10/2016 121 210

8/9/2016 101 175

Averages 103 168

• 76 year old man
• Metformin 500mg BID
• Lantus 15u qHS
• A1c = 7.6%
• He reports that he has to have a snack 

at bedtime to prevent hypoglycemia if 
his HS BG is under 150mg/dL

• His Lantus dose is too high
• Bedtime BGs need to be addressed



Structured Blood Glucose Monitoring

• Encourage testing BGs in pairs at 
various times of the day

• Ensure that patients and/or 
caregivers know how to treat hypo-
and hyperglycemia



Summary

• Individualize the A1c target based on comorbid conditions, life 
expectancy, and patient preference

• Adjust therapy as individuals age to reduce harms such as 
hypoglycemia and management burden

• It’s okay to de-intensify therapy in older patients with reduced life 
expectancy

• Focus efforts towards tight glycemic control on younger patients with 
longer life expectancy, shorter duration of diabetes, and no CVD



Questions
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