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1  Aggressive treatment of type 2 diabetes is harmful for frail older adults
Treating to intensive glycemic targets (glycosylated hemoglobin [A1c] < 7%) increases 
the risk of adverse events and is unlikely to provide benefit given the reduced life 
expectancy of these patients.1 Guidelines recommend individualized glycemic targets 
(i.e., A1c < 8.5%) in older adults with frailty, defined by a score greater than 5 on the Clin
ical Frailty Scale, or in older adults with moderate to severe cognitive impairment.2,3

2   Deprescribing is a planned and supervised process of dose reduction 
or discontinuation of medications
The aim is to reduce treatment burden and adverse events from overtreatment. It 
is a collaborative effort between people living with diabetes, their caregivers, and 
health care providers.4

3   Medications at highest risk of adverse effects or minimal benefit 
should be the first classes of drugs re-evaluated
Insulin and sulfonylureas substantially increase the risk of hypoglycemia, are 
among the classes of drugs most likely to be associated with admission to hospital 
for an adverse drug reaction among older patients, and should be reconsidered 
first.5 If insulin and sulfonylureas must be used, choose longacting insulin ana
logues and newergeneration sulfonylureas with a shorter duration of action. For 
the remaining classes of diabetes medication, prioritize based on potential bene
fits, safety, cost, and patient preference.

4  Deprescribing should be supported with capillary blood glucose 
 monitoring
Monitor for hyperglycemia, especially in the presence of symptoms (i.e., polyuria, 
polydipsia, dry mouth, blurred vision, or confusion). If random capillary blood glu
cose measurements are consistently higher than 10 mmol/L in the presence of 
symptoms, resuming a diabetes medication (or returning to the previous dose) 
may be considered. In asymptomatic, frail older adults, blood glucose levels as 
high as 14 mmol/L may be acceptable.2

5  Targets and care should be individualized
Guidelines and deprescribing tools can provide guidance on individualized glyce
mic targets and deprescribing plans.2,4 A repeat A1c test 3 months after medication 
changes can be considered. In frail older adults at end of life, A1c measurement is 
not recommended.
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