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Disclaimer 

• I claim no specific expertise 

• I am not an endocrinologist 

• I am not a diabetic specialist 

• I have no financial conflicts of interest 

• I have no allegiance to any specific 
diseases, they can all be equally problematic 
for older adults 



Objectives 

• To review the epidemiology of health services 
utilization and type 2 diabetes in older adults 

• To review the evidence base for setting blood 
sugar targets in this population 

• To examine approaches to negotiating trade-offs 
between risk factor management and symptomatic 
or functionally limiting co-morbidities in this 
population 

• To learn to better acknowledge and manage 
uncertainty in this population 

 



Optimal glycemic control is fundamental to the 
management of diabetes because: 

1. It reduces mortality from macrovasuclar and 
microvascular causes 

2. It reduces morbidity from macrovascular causes 

3. It reduces morbidity from microvascular causes 

4. It improves quality of life  

5. All of the above 

6. None of the above 





Chronic Health Conditions 
Denton and Spencer 2010 

Canadian Journal on Aging 

 



Frequency distribution of number of unique medication classes 
for older adults aged 65+ in Ontario, Canada, 1997-2006 
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Age differences in prescription claims per person for older 
adults aged 65+ in Ontario, Canada, 1997-2006 
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Table 1. Age and gender distribution of the elderly 
population, Ontario, 2005 

 

Age group Female Male Total 

65-69 237,673 218,295 455,968 

70-74 212,267 187,524 399,791 

75-79 187,206 146,614 333,820 

80-84 147,749 94,118 241,867 

85+ 121,766 55,486 177,252 

Total  906,661 702,037 1,608,698 



Prevalence of diagnosed diabetes among individuals aged 1 year and older, by age group and 
sex, Canada, 2008/09.  

Canadian Task Force on Preventive Health Care CMAJ 
2012;184:1687-1696 

©2012 by Canadian Medical Association 



Issues and Controversies 

• Lack of applicability of CPG’s 

• Absence of evidence of benefit of diabetes 
management in older adults particularly for 
clinically relevant outcomes 

• How aggressive AIC target? 

• How aggressive management of 
complications? 

















Analysis of older diabetics in an academic family 
practice 

 

Table I:Population demographics of 85+-year-old type 2 diabetic patients. 

  

  

Age group (years) 

 Gender 
85-89 

n (%) 

90-94 

n (%) 

95+ 

n (%) 

Total 

n (%) 

Female 33 (53) 14 (52) 2 (100) 49 (54) 

Male 29 (47) 13 (48) 0 (0) 42 (46) 

 Total 62 (100) 27 (100) 2 (100) 91 (100) 

 

 



Co-morbidity of chronic health conditions in elderly 
type 2 diabetic patients.The numbers of co-morbid 

chronic conditions other than type 2 diabetes are shown 
on the horizontal axis. 

 



Box-and-whisker plot of co-morbid chronic conditions 
in elderly type 2 diabetic patients. Top and bottom 

whiskers indicate 95th and 5th percentiles, respectively.  
Outliers are denoted as small x’s. 

 



Suggested Approach 

1. What are the patient’s expectations and stated preferential 
outcomes/goals? 

2. Determine treatment burden (may use complexity score) 

3. Is there a clinically dominant  co-morbidity? (yes/no)   

4. How much co-morbidity is concordant/discordant with diabetes? 

5. How much co-morbidity is symptomatic/asymptomatic? 

6. What is the estimated life expectancy? 

7. What is the frailty level? 

8. Be honest about the uncertainty regarding benefit and harm! 

 

 



Patient Preferences and Values 





Patient Preferences and Values 

• Poorly done in routine care 

• Absence of valid tools to aid clinicians particularly in 
context of multiple concurrent chronic diseases and 
advanced age 

• Lack of clarity regarding “outcomes” 

• Suggested template: Longevity, symptom control , 
independence, optimal function 

• Need to weigh uncertainties between managing future 
risks and optimizing present well being 



Treatment Burden: Complexity 
Score 

• Add number of medications and 
chronic conditions 

• Highly predictive of hospitalization, 
ER visit and family practice visit 

• Higher the score higher the risk 





Clinically Dominant Condition 

Definition: 

A co-morbid condition so complex or serious that it 
eclipses the management of other health conditions in the 
short or long term 

Examples:  

• End stage disease (cancer, renal failure, dementia) 

• Severe symptoms ( CHF, Depression) 

• New onset diagnosis (Breast Cancer, Rheumatoid 
Arthritis) 

 



Concordant vs Discordant Co-morbidity 

Definition 

Concordant: part of the same pathophysiologic or risk profile as 
diabetes and so likely same or similar risk management and self 
management plan 

Discordant: Not directly related to diabetes in pathopysiology and 
management plan 

Examples: 

Concordant: coronary artery disease, peripheral vascular disease, 
hypertension 

Discordant: benign prostatic hypertrophy, back pain, reflux 
esophagitis 



Symptomatic/Asymptomatic 

Definition: 

Symptomatic conditions impair function and well being 
and management plans are devoted to ameliorating these 

Asymptomatic conditions are associated with longer term 
risk reduction and prevention of morbidity and mortality 
in longer term 

Examples 

Symptomatic: osteoarthritis, angina, depression 

Asymptomatic: hypertension, hyperlipidemia, mild 
elevation of glucose 



10 year mortality score 

• Ages 60-64 years: 1 point 

• Ages 65-69 years: 2 
points  

• Ages 70-74 years: 3 
points 

• Ages 75-79 years: 4 
points 

• Ages 80-84 years: 5 
points 

• Ages ≥ 85 years: 7 points  

• Male sex: 2 points 

• Current tobacco use: 2 points 

• Body mass index <25: 1 point 

• Diabetes: 1 point 

• Nonskin Cancers, Chronic 
Lung Disease, Heart Failure: 2 
points 

• Difficulty bathing, managing 
finances or walking several 
blocks: 2 points 

• Difficulty pushing/pulling 
heavy objects: 1 point  
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Case 1 

• 81 y/o female, single lives alone, large network of friends, independent in ADL 
and finances 

• Tired all the time 

• Goal: remain independent in community as long as possible 

• Type 2 diabetes x 15 years 

• Concurrent chronic conditions: Peripheral vascular disease, Hypertension, 
Osteoarthritis, Mild COPD, Chronic right rotator cuff tear, Hypothyroidism, 
Reflux esophagitis, Chronic urticaria, Fatty liver,  

• Daily Medications: Vitamin D and Calcium, Claritin 10 mg od, Gliclazide 80 
mg 2 tabs hs, Omeprazole 40 mg od, Simvastatin 60 mg od, Ramipril 10 mg od, 
Levothyroxine 0.075 od, Metformin 500 mg 2 tabs bid, Voltaren gel , 
Acetaminophen 500 mg 2 tabs qid 

• BMI 28 

 

 



Case 1 

• What  are her treatment goals? 

• What is her complexity score? 

• Is there a clinically dominant condition? 

• How many concordant chronic conditions? 

• How many discordant conditions? 

• How many symptomatic conditions? 

• How many asymptomatic conditions? 

• Estimated life expectancy? 

• What is her frailty level? 

• Target AIC= 





Case 2 

• 84 y/o male 

• Lives with wife in house. Wife moderate severe dementia. No children, limited 
social support, does not want additional help. Manages finances, still plays the 
market 

• Goal: maintain function, philosophical: does not want anything aggressive, 
ready to go if it is his time 

• Type 2 diabetes x 10 years, no complications 

• Chronic Conditions: Benign Prostatic Hypertrophy, Atrial Fibrillation, 
Osteoarthritis, Venous Insufficiency and Lymphedema 

• Medications: Warfarin as per INR, Ramipril 10 mg od, Metoprolol 50 mg bid, 
Hydrochlorothiazide 25 mg od, Metformin 500 mg 2 tabs bid 

• BMI 24 



Case 2 

• What  are his treatment goals? 

• What is his complexity score? 

• Is there a clinically dominant condition? 

• How many concordant chronic conditions? 

• How many discordant conditions? 

• How many symptomatic conditions? 

• How many asymptomatic conditions? 

• Estimated life expectancy? 

• What is his frailty level? 

• Target AIC= 

 





Concluding thoughts 

• Not much evidence to support aggressive AIC 
targets in oldest old 

• Large range of uncertainty on benefits  

• Limited number clinically relevant tools 

• Need to include consideration of social 
vulnerability 

• Appropriate care requires time 

• Team based approach may be optimal 

• Need for research 



Optimal glycemic control is fundamental to the 
management of diabetes because: 

1. It reduces mortality from macrovasuclar and 
microvascular causes 

2. It reduces morbidity from macrovascular causes 

3. It reduces morbidity from microvascular causes 

4. It improves quality of life  

5. All of the above 

6. None of the above 


